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ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

i Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months ) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

I Accident:  may  be  EXTENDED  to  Lifetime 

I Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st.  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

avai'able  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 

surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit) . 

★ ★ ★ 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY.  INC. 
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YOURS  FREE 


'The  Alcoholic 
American” 

AN  EDUCATIONAL  BOOKLET 
FROM  BLUE  SHIELD 


In  1970,  BlueShield’s  educational 
program  produced  the  popular  booklet, 
Drug  Abuse:  The  Chemical  Cop-Out,” 
and  ‘The  Distant  Drummer”  film  trilogy. 
Now  we’re  tacklingthe  problem  of 
alcoholism.  Starting  with  a free  booklet. 
The  Alcoholic  American,”  and  including 
twofilmsavailablefor  loan  later. 

The  40-page,  full  color  booklet 
discusses  this  problem  in  languagethe 
layman  can  easily  understand.  It  covers 
all  phases,  includingthose which  lead 
tothefull-fledged  disease. 

The  publication  dispels  the  myth  that 
alcoholics  are  derelicts.  It  points  out  that 

BLUE  SHIELD 
MEDICAL-SURGICAL  PLAN 
OF  NEW  JERSEY 
500  Broad  Street,  Newark 


most  are  middle-class  or  above,  with  good 
jobs  and  families,  homes  in  the  suburbs, 
including  many  businesswomen  and 
housewives. 

If  you  number  problem  drinkers  among 
your  patients,  just  send  us  the  coupon 
below  for  a copy  to  examine.  And  then  if 
you’d  like  more,  we  will  be  glad  to 
supply  them. 


Medical-Surgical  Plan  of  New  Jersey 
Attention:  Franklin  H.  Romaine, 

Public  Relations  Officer, 

500  Broad  Street, 

Newark,  New  Jersey  07101 

Please  send  me  a copy  of  the  Blue  Shield 
booklet  “The  Alcoholic  American" 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abru’^ 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
tn  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
miiiated  cautiously  in  posisympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
comi^unds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensiiization.  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 

fl^y.How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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Moirium  treats 
the  menopausal 
symptoms 

that  bother  him 
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, His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
! really  irritate  him.  Her  hot  flashes,  her 
; vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor  : 

complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  repotted  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation  ' 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  o\ersedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects  — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  I 

Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic  || 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement,  I 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients.  |: 
Employ  usual  precautions  in  the  tteatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula-  | 
tion  very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz-  , 
epoxide)  and  oral  anticoagulants.  i 

Adverse  Reactions:  Llntoward  effects  seen  with  either  compound 
alone  may  occur  yvith  Menrium.  V'ith  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the  I . 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust-  ' , 
ment,  these  are  occasionally  observed  at  lower  dosage  ranges.  Also  ■ j 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of  | 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and| 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritu'  | 
occasionally  seen.  Administration  may  also  be  associated  with  ^ 

uterine  bleeding  and  or  followed  by  withdrawal  bleeding.  ; 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-weel  ^ 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


THIS  PUSH  BUTTON  CAN 

BREAKS 

EXERCISE/PAIN 


THE 

CYCLE 


...  by  reducing  pain.^  Thus  permitting  necessary  functional 
exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER-O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures, 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine3%  in  a specially  processed  emulsion 

PRECAUTIONS:  If  rash  or  irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  iVz  and  4 oz.  cans.  Approximately  125  applica- 
tions in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217.  May.  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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EDITORIALS 

The  Physician 
And  The  Library 

It  is  quite  possible  to  practice  a skilled  craft 
without  any  reference  to  books  or  journals. 
There  is,  to  be  sure,  a learnable  skill  in  pa- 
per-hanging, beef-cutting,  and  television  re- 
pairing. But  most  craftsmen  in  these  fields 
function  without  frequent  reference  to  the 
literature  of  their  work.  It  is,  however,  not 
possible  to  j)ractice  medicine  or  law  without 
being  back-stopped  by  a library.  We  need 
books  to  recall  the  structure  and  functions  of 
organs  and  organisms,  the  indications,  un- 
toward effects,  and  doses  of  drugs,  the  fine 
IX)ints  of  differential  diagnosis,  the  relative 
advantages  of  different  therapeutic  regimes. 
No  matter  how  rich  the  practitioner’s  experi- 
ence with  the  tissue,  the  disease,  or  the  hu- 
man being,  he  still  needs  the  intellectual 
stimulus  of  the  medical  book  and  the  up-to- 
dateness  that  can  come  only  from  a current 
journal.  physician  who  has  not  opened  a 
text  or  journal  since  he  got  out  of  medical 
school  is  going  to  freeze  his  practice,  intellec- 
tually, at  the  level  it  was  at  that  time.  There 
are,  one  suspects,  some  physicians  who  have 
not  so  refreshed  themselves,  but  for  the  most 
part,  they  aren’t  saying  so.  Ours  is  a learned 
profession,  and  a man  of  learning  does  not 
confess  that  he  needs  it  no  longer.  The  lin- 
guists are  not  sure  whether,  etymologically, 
doctor  means  "he  who  teaches,’’  or  "he  who 
is  taught.’’  .\t  any  rate,  learning  in  our  cul- 
ture means  printed  matter  as  well  as  talk- 
ing, observing,  experiencing,  and  seeing. 

So,  the  medical  practitioner  without  access 
to  journals  and  books  is  a man  without  tools 
of  learning,  without  a major  source  of  intel- 
lectual refreshment.  And  so  fast  is  the  pace 
of  medical  progress  that  we  can  no  longer 
get  along  with  a modest  five-foot  shelf  and 
a subscription  to  one  specialty  or  family- 
medicine  journal.  We  need  access  to  a li- 
brary, and  experience  in  retrieving  its  con- 


tents. The  physician  who  stops  turning  the 
pages  of  texts  and  who  stops  looking  at  med- 
ical journals  is  telling  his  colleagues  that  he 
now  has  all  the  answers.  In  addition  to  the 
well-stocked  state-wide  library  of  the  Acad- 
emy of  Medicine,  there  are  libraries  in  both 
medical  schools  and  in  most  of  the  larger 
hospitals.  We,  of  all  people,  shouldn’t  need 
some  kind  of  National  Library  Week  to  tell 
us  about  these  storehouses  of  useful  knowl- 
edge. ^Ve  must,  each  of  us,  know  where  to 
find  these  libraries  and  how  to  use  them.  To 
neglect  this  kind  of  facility  is  to  write  finis 
to  self-improvement  and  so  announce  that  we 
have  reached  the  end  of  our  learning. 

The  Fall  And  Rise 
Of  Uroscopy 

.Vncient  pictures  show  the  venerably  gowned 
physician  gazing  solemnly  at  a glass  of  urine. 
He  holds  the  specimen  up  to  the  light  and 
looks  wisely  at  it.  This  process  called  uros- 
copy, was  one  of  the  medical  mysteries  taught 
only  to  initiates.  Without  microscope  or  chem- 
ical tests,  the  medieval  doctor  looked  through 
the  urine  and  detected  more  things  wrong 
than  a chiropractor  can  see  in  one  of  his 
“spi  nographs.’’ 

Whth  the  advance  of  medical  knowledge,  it 
became  apparent  that  there  was  a lot  of  hocus 
pocus  in  uroscopy.  So  the  art  became  dis- 
credited. When  simple  tests  were  developed 
for  acidity,  sugar,  and  albumin,  the  process 
was  redesignated  "urine  analysis”  (syncopated 
into  urinalysis)  and  became  the  pons  asinorum 
for  medical  students  and  medical  tech- 
nologists. 

Those  of  us  who  have  not  been  close  to  bio- 
chemistry or  internal  medicine  may  not  real- 
ize the  extent  to  which  urine  analysis  has  be- 
come a major  diagnostic  tool.  In  addition  to 
the  original  quarries— acidity,  sugar,  albu- 
min, casts,  blood,  and  pus,  the  modern  tech- 
nologist now  hunts  for  cystine,  tyrosine,  po- 
phyrins,  creatinine,  bile,  and  hormones.  He 
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looks  for  iiulicaii,  spermatozoa,  fat,  uric  acid, 
phosphates,  and  acetone  bodies.  He  no  longer 
leans  on  simple  inspection,  or  even  on  micros- 
copy. Instead  he  depends  on  turbidimetry,  di- 
alysis, colorimetry,  and  spectrum  analysis.  The 
urine  gives  information  about  absorption  of 
antibiotics,  fluid  balance,  sugar  metabolism, 
kidney  function,  and  pregnancy. 

L'rinc,  after  all,  is  ikjI  simply  a bodily  reject. 
It  is  an  inherent  part  oL  the  human  fluid  cycle, 
a portable  culture  medium  for  bacteria,  and, 
when  properly  interpreted,  a veritable  signal 
corps  of  disease.  Urine  analysis,  once  scorned 
as  the  primer  for  interns,  has  again  become  a 
serious  and  major  branch  of  human  diagnos- 
tics. 


Call  Me  Mister 

A favorite  conversational  topic  in  the  resi- 
dents’ lounge  is  whether  to  call  a patient  by 
his  first  name.  This  is  something  they  don’t 
teach  in  medical  school.  However,  a little  re- 
flection will  show  that,  in  the  American  cul- 
ture, aside  from  family  and  old-friends, 
first  names  arc  associated  with  patronage  and 
inferiority.  To  call  the  bootblack  “Bill”  and 
the  elevator  operator  “Mike”  is  to  patronize 
him.  It  is  not  a token  of  familiarity  among 
eipials  unless  it  moves  on  a two-way  street.  If 
the  patient  called  by  his  first  name  must  use 
“Doctor”  in  return,  this  is  not  an  expression 
of  e(|uality. 

The  use  of  the  last  name  without  the  “Mister” 
is  almost  un-American.  It  has  a contumacious 
air  about  it.  Nearly  always  a man  feels  un- 
comfortable when  he  is  called  just  “Jones”  or 
“Miller.”  Traditionally,  it  is  the  label  of  the 
sen'aiit — the  butler  is  Jeeves,  after  all,  not 
Mr.  Jeeves  and  not  Conrad  but  just  plain 
Jeeves. 

In  the  big  wonderful  world  of  business,  the 
fashion  now  is  to  use  initials.  To  call  the  boss 
Mr.  .\uchinschloss  .sounds  as  if  you  arc  way 
below  him;  to  call  him  Joe  would  be  undue 
familiarity.  So  you  call  him  j.  ,\.  which  nicely 
bridges  the  gap. 


Sometimes  another  variable  is  introduced:  the 
title.  You  can  solve  all  these  problems  if  you 
can  call  the  man  “Professor,”  “Judge,”  “Doc- 
tor,” or  “Colonel.”  The  titles  themselves  have 
a curious  anonymity.  By  stripping  the  man 
of  what  is  idiomatically  his  — his  personal 
name  — and  falling  back  on  a title  (which  he 
shares  with  a hundred  thousand  others)  you 
avoid  involving  yourself  too  much.  The  title 
is  thus  a comfort  to  the  one  who  uses  it,  for  it 
saves  him  the  problem  of  measuring  his  exact 
relationship  to  the  other.  And  it  is  a comfort 
to  the  one  who  is  so  addressed,  since  it  is 
usually  an  honorific.  In  some  countries  al- 
most every  educated  man  has  a title.  (Cuba’s 
Castro  is,  believe  it  or  not,  properly  called 
“Doctor”  though  he  never  studied  medicine; 
and  in  France,  every  lawyer  is  “Maitre.”)  And 
wherever  it  is  desired  to  squeeze  personalities 
out  of  a relationship,  formal  titles  abound  — 
the  Army  being  the  obvious  example. 

In  some  primitive  religions  a man’s  name  was 
private,  for  it  was  feared  that  if  you  knew  his 
name  you  thereby  acquired  some  mystic  power 
over  him.  To  this  day,  many  people  have  a 
vague  feeling  of  discomfort  at  making  known 
their  names.  (Sometimes  when  you  ask,  you 
get  as  a reply:  Wdiy  do  you  want  to  know?) 
Our  Bible  says:  “As  his  name  is,  so  is  he.”  And 
the  glory  and  hallowing  of  Names  (usually 
with  a capital  N)  appears  frequently  in  the 
Bible. 

Names,  too,  confer  immortality.  A man  may 
die,  but  his  sons  and  their  sons  carry  on  the 
name,  until  that  name  seems  to  acquire  a life 
of  its  own.  The  loss  of  a name  is  a symbol  of 
degradation.  (Remember  the  old  song:  “She 
was  poor  but  she  was  honest  and  her  parents 
were  the  same;  till  she  came  into  the  city  and 
.she  lost  her  honest  name.”) 

We  usually  don’t  give  much  thought  to 
whether  we  call  or  are  called  by  a first  name, 
by  initials,  by  a title,  or  by  a last  name  — it 
all  seems  to  be  automatic.  But  it  isn’t.  It  is 
motivated  by  unconscious  factois  which  re- 
flect the  loles  of  the  two  peisons  concerned. 

About  patients,  the  general  rule  is  simple. 
When  in  doubt,  call  him  Mister. 
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Gon- 

yen- 

ience! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144S-144  tab- 
lets in  1 2 rolls. 

ARCH  LABORATORIES 

f\  « 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 

• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  the  Loss  Control  Program  which  includes 

• Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  S.  Munn  Ave.,  E.  Orange,  N.  J.  07018 
(201)  • 673-3060 
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When  irritable  colon  feels  like  this 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antillatiilent 
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II 


Not  too  little,  not  too  much... 
but  just  right! 


“Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilo^iveXiquid  250 

MrythrxMTiycin  [Lstolate 

(equivalent  to  250  mg  of  base  per  5-ml  teaspoonful) 


Additional  information  available 
to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


100204 
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ORIGINAL  ARTICLES 


Instead  of  another  requiem  for  the  GP.  we  can  do 
something  about  the  problem,  suggests  Dr.  Brodkin. 


A Second  Look  At 
Family  Practice 


Henry  A.  Brodkin,  M.D./East  Orange 

One  reason  that  medical  services  in  the 
United  States  are  overl)urdened,  inade;|uatelv 
distributed,  and  inefficientlv  utilized  is  the 
diminishing  number  of  doctors  entering  gen- 
eral practice.  This  supports  the  statement  of 
President  Nixon  that,  “\\’e  are  faced  with  a 
major  crisis  if  immediate  action  is  not  taken.” 

This  world-wide  problem  was  discussed  in  a 
four-day  symptosium  at  the  World  Medical 
.Assembly  in  Oslo,  Norway,  last  summer.  Leg- 
islation is  being  prepared  in  our  Congress  to 
provide  free  medical  care  by  1975  to  all  who 
need  it  and  can’t  afford  it.  This  huge  burden 
will  be  borne  by  the  general  practitioners  who 
take  care  of  about  85  per  cent  of  medical 
needs.  Much  lip  service  was  given  to  the 
“dedication”  and  “arduous  duties”  of  the 
general  practitioner,  and  many  suggestions 
were  made  to  encourage  more  doctors  to  enter 
general  practice.  There  was  little  reference  to 
what  produced  the  situation,  nor  was  there 
agreement  as  to  how  to  cope  with  it. 

Before  World  War  II,  a general  practitioner, 
in  cities  as  well  as  in  rural  areas,  was  held  in 
high  esteem  by  the  public  and  the  medical 
profession.  He  was  the  family  advisor  in  all 
health  matters.  He  delivered  the  babies  and 
treated  all  medical  and  surgical  problems 
except  those  requiring  a specialist.  He  un- 
hesitatingly sought  a specialist  for  consulta- 
tion and  special  treatment  when  required,  but 
continued  in  the  general  treatment  of  the 
patient. 


After  AVorkl  ^\'ar  11.  polarization  in  the  medi- 
cal profession  spread  rapidly.  A\’e  had  general 
practitioners  and  specialists  and.  among  the 
latter,  certified  and  non-board  certified.  Hos- 
pital accreditation  came  into  being  and  added 
to  the  polarization  by  requiring  hospital  rides 
that  gave  board  diplomates  preferential  staff 
positions  and  froze  otit  the  general  practi- 
tioner. Gradually  the  GPs’  priv  ileges  were  so 
reduced  that  his  patients  who  required  hos- 
pitalization were  taken  over  bv  internists, 
surgeons,  pediatricians,  or  obstetricians.  He 
was  no  longer  pennitted  to  assist  at  operations 
although  nurses  and  interns  could.  Burgeon- 
ing medical  insurance  plans  created  a scarcity 
of  hospital  beds.  It,  then,  became  more  diffi- 
cult for  the  general  practitioner  to  admit  and 
treat  his  patient  in  most  hospitals.  The  role  of 
the  specialist  in  hospital  practice  became 
enormously  glorified  to  the  viewing  public 
on  television  and  radio.  Gradually  the  gen- 
eral practitioner  became  the  second  class  citi- 
zen of  the  profession  to  specialists  and  the 
public.  The  phrase,  “he  is  only  a general  prac- 
titioner,” was  more  commonlv  heard  in  beauty 
parlors,  restaurants,  and  among  specialists. 
If  a specialist  was  seen  making  a house  call 
(on  a prestigious  or  rich  patient)  he  usually 
gave  profuse  excuses.  Thus  the  prestige  of  the 
specialist  rose  and  that  of  the  general  prac- 
titioner tumbled.  .After  twelve  years,  the 
.Academy  of  General  Practice  changed  its 
name  to  the  .American  .Academy  of  Family 
Practice.  This  change  reflects  a suljconscious 
feeling  of  inferiority  in  the  status  of  general 
practitioner. 
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At  the  World  Medical  Assembly,  representa- 
tives from  many  nations  sang  a doleful  dirge 
about  the  dwindling  number  of  general  prac- 
titioners in  their  countries.  Some  spoke  of 
the  steps  that  have  been  taken  to  rectify  it. 
Sixteen  countries  reported  the  establishment 
of  General  Practitioner  Associations.  Since 
1966,  thirteen  countries  have  established  24 
university  chairs  of  general  practice  with 
Canada  leading  with  7,  Netherlands  w'ith  4, 
and  Norway  and  Great  Britain  with  two  each. 
These  are  all  formal  departments  of  family  or 
general  practice  and  staffed  by  general  prac- 
titioners. Eighteen  medical  colleges  have  made 
provisions  for  courses  in  general  practice 
requiring  practical  experience  of  their  stu- 
dents. All  speakers  agreed  that  the  first  step 
was  to  start  at  the  undergraduate  level  to 
teach  and  train  students  for  general  practice. 
Most  speakers  agreed  that  post-graduate  lec- 
tures, meetings,  and  short  courses  were  inade- 
quate. All  agreed  that  steps  must  be  taken 
to  raise  the  status  and  prestige  of  the  general 
practitioner  and  that  it  was  essential  to  pro- 
vide him  with  specific  periodic  refresher 
courses. 

.\  summary  of  what  some  countries  are  doing 
about  this  problem  follows: 

In  South  Africa,  the  Pretoria  Medical  School 
has  a division  of  Family  Medicine  and  offers 
a full-time  one  year  course  to  a Masters  Degree 
in  Family  Medicine.  South  African  medical 
schools  conduct  week  long  refresher  courses 
for  general  practitioners. 

Xorway  provides  graduate  courses  and  con- 
tinuous education  programs  for  general  prac- 
titioners, including  an  intensive  eighteen 
months  post-intemship  program.  Every  year 
an  intensive  two-week  course  is  provided. 
Every  five  years,  the  Norwegian  general  prac- 
titioner spends  three  months  (full-time)  in  a 
hospital  program.  In  the  medical  schools  at 
Oslo  and  Bergen  there  are  new  chairs  in 
family  practice.  The  expenses  will  be  borne 
for  the  first  five  years  by  the  Norwegian  Medi- 
cal .Association. 

In  Great  Britain,  the  Royal  Gollege  of  Gen- 


eral Practitioners  arranges  courses  for  family 
practitioners.  The  government  pays  the  costs 
for  travel  and  subsistence  for  the  family  doc- 
tors taking  these  courses. 

Canada  has  the  most  innovative  and  effective 
program  in  the  English  speaking  world  for 
general  practitioners.  The  ambitious  family 
doctor  is  encouraged  to  take  at  least  100  hours 
of  graduate  training  in  each  biennium.  Spe- 
cial educational  grants  are  available  in  the 
funding. 

In  the  United  States,  credit  for  the  effort  to 
improve  the  status  of  the  general  practitioner 
must  be  given  to  the  Academy  of  Family  Prac- 
tice. The  AMA  Council  on  Medical  Education 
and  its  section  on  Family  and  General  Prac- 
tice failed  to  take  the  lead  in  these  efforts. 
Now  family  practice  programs,  practically 
non-existent  before,  have  burst  out  into  the 
open.  Specialty  status  is  being  sought  by  the 
establishment  of  a Board  of  Family  Practice. 
The  first  board  certification  examination  in 
1970  was  passed  by  1704  of  the  2000  who  took 
it.  Today  an  applicant  is  required  to  complete 
a three  year  residency  in  family  practice. 
These  eligibility  criteria  may  prove  imprac- 
tical. Such  standards  may  lead  to  two  classes 
of  family  practitioners,  those  board  certified 
and  those  not  certified.  This  polarization  will 
confront  us  with  the  same  problem.  Progress 
is  evident  in  that  eight  schools  now  have  full 
time  departments  of  family  practice  and  40 
other  schools  are  in  the  planning  stage.  There 
are  now’  46  approved  residencies  with  290 
residents  in  training.  \Vith  the  exception  of 
some  surgery  and  obstetrics,  how  different  are 
these  from  the  residency  in  Internal  Medicine? 
Would  not  most  of  these  residents  prefer 
certification  in  Internal  Medicine  when  they 
are  finished? 

Conclusion 

How  can  we  meet  our  urgent  immediate  ob- 
jective to  provide  more  and  better  family 
physicians  for  New  Jersey? 

1.  Consideration  should  be  given  to  return  to 
the  two  year  premedical  program  by  elimi- 
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nating  less  pertinent  courses. 

2.  Contract  and  modify  the  present  four  year 
medical  course  to  three  years  by  shortening 
the  vacation  periods. 

3.  Plan  for  the  completion  of  the  medical 
college  at  New  Brunswick  and  graduate  200 
students  a year  in  each  of  the  two  medical 
schools  by  1975. 

4.  Establish  two  divisions  of  Family  Practice 
now  at  the  New  Jersey  College  of  Medicine 
headed  and  staffed  by  experienced  general 
practitioners  chosen  for  their  enthusiasm  and 
ability  to  teach.  Didactic  lectures  should  be 
given  at  the  college  and  practical  instruction 
provided  at  the  outpatient  departments  of 
affiliated  hospitals. 

5.  For  those  already  in  family  practice  the 
New  jersey  College  of  Medicine,  as  a state 
institution,  should  assume  responsibility  for 
organizing  and  supervising  refresher  courses 
for  two  purposes.  The  first  is  to  qualify  prac- 
titioners for  Board  certification  in  family 
practice,  the  second  is  aimed  at  improving 
the  professional  status  of  tho.se  practitioners 
who  simply  desire  to  keep  abreast  and  are 
not  interested  in  certification. 

6.  Several  hospitals  offer  refresher  courses. 
They  would  be  better  attended  if  given  at 
night,  twice  a week  for  periods  of  three 
months  at  the  East  Orange  Veterans  Admin- 
istration Hospital,  where  facilities  for  didactic 
courses  are  superb.  These  courses  should  pro- 
vide credit  toward  eligibility  for  board  cer- 
tification. 

7.  Each  affiliated  hospital  should  include  a 
section  of  family  practitioners  to  make  ward 
rounds  and  attend  medical  outpatient  clinics. 
Record  of  attendance  should  be  forwarded  to 
the  medical  college  administrative  office.  An 
additional  one  hundred  hour  credits  would 
be  added. 

8.  Grants  to  defray  the  expense  to  provide 
for  this  continuing  education  program  should 
be  pro\ided  by  the  government  through  the 


department  of  Health,  Education,  and  Wel- 
fare. The  AMA  could  ser\e  a greater  purpose 
by  contributing  from  its  research  fund  to  pro- 
vide for  these  courses. 

9.  Family  practice  must  be  made  more  attrac- 
tive by  improving  its  prestige,  providing  easy 
access  to  reasonable  laboratory  facilities,  and 
encouraging  dual  or  partnership  practice.  Solo 
practice  is  difficult,  too  time  consuming  and 
demanding.  Sharing  a practice  permits  enjoy- 
ment of  a rewarding  life  of  good  medical  sen  - 
ice  spiced  with  adequate  leisure  to  pursue 
hobbies,  social  and  public  service,  and  con- 
tinuing medical  education. 

Instead  of  facing  up  to  the  problem  of  provid- 
ing more  and  better  family  doctors,  it  has 
been  pro|x>sed  to  have  a shortcut  and  stop- 
gap solution  by  creating  a new  corps  of 
licensed  medical  assistants.  Where  and  by 
whom  will  they  be  taught?  This  loould  be  a 
blunder  which  would  be  regretted  and  once 
started  zeould  be  difficult  to  remoi’e.  It  would 
create  serious  problems  in  malpractice  lia- 
bility, extending  the  doctrine  of  respondeat 
superior  so  that  physicians  would  be  liable  for 
the  negligence  of  the  assistant  whom  they 
soon  could  neither  control  nor  correct.  We 
already  have  enough  people  entering  practice 
by  the  backdoor.  There  are  optometrists  who 
don’t  mind  being  considered  ophthalmologists, 
x-ray  technicians  who  let  you  think  they  are 
roentgenologists,  and  psychologists  confuse 
the  public  with  their  free  use  of  the  “doctor” 
title.  Licensing  a new  group  of  “medical 
assistants”  will  simply  invite  one  more  bevy 
of  invaders  of  medicine.  The  well  meaning 
but  crudely  trained  feldsher  filled  a need  in 
the  primitive  back  country  of  Eastern  Europe 
at  the  turn  of  the  century.  We  need  not  revive 
him  now.  We  must  not  lose  sight  of  the  fact 
that  this  would  be  an  added  financial  cost  to 
medical  insurance  programs. 

The  proposed  changes  will  provide  more  and 
better  family  physicians  but  will  require  fore- 
sight, boldness,  and  initiative  on  the  part  of 
the  f>eople  who  have  the  power,  ability,  and 
responsibility  to  solve  this  problem. 


377  South  Harrison  Street 
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"When  I prescribe  medicines, 
I must  be  certain  I’m  right!” 


A family  doctor  discusses  the  question  of  quality  drugs. 

In  my  practice  of  medicine,  my  first  obligation  is  to 
my  patients.  When  I prescribe  a drug  product,  my 
purpose  is  to  select  a drug  that  will  help  the  patient 
and  do  the  job  that  I want  it  to  do.  I expect  it  to  be  of 
correct  potency,  accurate  in  dosage,  with  the  precise 
amount  of  active  ingredient,  to  be  absorbed  by  the 
body  at  the  proper  time. 

My  feeling  is  that  when  I order  a drug  and  I specify 
the  precise  product  I want,  I can  control  what  my 
patients  are  going  to  get. 

For  their  welfare  and  my  own  sense  of  security, 

I go  with  the  drug  products  that  experience  has 
shown  me  work  well.  They  may  be  brand  name  drugs 
...  or  they  may  be  quality  medicinals  sold  by  their 
generic  names.  But  they  must  be  drugs  that  have 
proved  they  will  do  the  job.  I want  to  know  their 
source  and  the  reputation  of  the  manufacturer.  This 
freedom  of  choice  should  be  mine,  based  on  my 
knowledge  and  experience.  With  the  potency  of 
today’s  drugs,  I don’t  know  any  safe  ways 
to  cut  corners. 

Another  point  of  view  . . . 

Pharmaceutical  Manufacturers  Association, 

1155  Fifteenth  St.,  N.W.,  Washington,  D.C . 20005 

This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  & WORLD  REPORT. 


FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 

Summit,  N.  J.  07901  (201)  277-0143 

An  intensive  treatment  mental  health  center  v/ith  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 

Sergio  D.  Estrada,  M.D.,  Medical  Director  Granvilie  L.  Jones,  M.D.,  Director  of  Research 

Oscar  Rozett,  M.D.,  Medical  Administrator  Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Program 

Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 

Electro  and  Indoklon  shock  therapies.  Insulin  coma  therapy.  Pharmaco  therapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 

For  descriptive  literature  write  Thomas  P.  Proof,  Jr.,  Administrator 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin* 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazolc. icO  mg. 

Nicotinic  Acid lOO  mg,^ 

Ascorbic  Acid loO  mg^ 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 nrtg. 

Pyridoxine 3 mg, ; 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  tX.  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  it  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples,.. 

feii 


REFER  TO 

PDRJ 


THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.6th  St., Los  Angeles, Calif.90057 
Write  for  Product  Catalog 


The  treatment  of 


/ 


impotence 

■ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician's  psychological  support  is  confirmed 
mmM  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits  ' 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


ndroid 

(thyroid-androgen)  tablets 


m 


Double-Blind  Study  and  Type  of  Patient: 

too  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Eai.h  yrllow  tablet  contains:  Each  red  tablet  contains. 


Methyl  TettoTterene  . .Z.Sfflt. 
Thyroid  Ext.  (I/S  ..lOmf. 


Glutamic  Acid  SO  mg 

Thiamine  MCi  10  mg 


Methyl  Testosterone  . .S  O fitg- 


Thyroid  Eit.  (Va  gr.)  ..  30  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg 


Dose  1 tablet  3 times  daily  Dose.  1 tablet  3 times  daily 


Available  Available: 

Ooltles  of  100.  500,  1000.  Sollies  of  100.  500.  1000. 


R(F(0  TO 


PDR 


Android-x 

EITRA  HIGH  POTCNCT 
Each  oran/!e  tablet  contains 
Methyl  Testosterone  .13.$  mg 


Thyroid  lit.  (t  gr.)  ..  64  mg 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg 


Dose-  1 or  2 tablets  ddily. 

Available 

Bottles  el  60,  500. 


Android-Plus 

WITH  HIGH  POTENCr 
B-COMPICX  ANO  VITAMIN  C 
Each  uhtfe  tablet  contains: 


Methyl  Testosterone  . 3.5  mg. 
Thyroid  Eit.  (V4  gr.)  ..  IS  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyridoxine  HCL 5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg 


Dose;  2 tablets  daily. 
Available:  Bottles  o(  60.  500 


Contraindicjtions-  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia  coronary  heart  disease  and  hyperthyroidism  OccastonaS 
cases  of  laundice  with  plugging  biliary  canaiicuh  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  1$  not  to  be  used  in  heart  disease  and  hypertension 

Warnings:  Large  dosages  may  cause  anoreiia.  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
diumess.  lethargy  paresthesia,  skm  eruptipns.  loss  of  libido  m males,  dysuna.  edema,  congestive  heart 
faiture  and  mammary  carcinoma  m males 

Precautiens  if  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Rcactitns  Since  Androgens,  m general,  tend  to  promote  retenimn  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone  m particular  elderly  patients,  should  be  observed  tor  edema 
Hypercalcemia  may  occur,  particularly  m immobilized  patients  use  of  Testosterone  should  be  diKontinued 
as  soon  as  hypercalcemia  is  delected 

Ntforencoa  1 Moniosano,  P . ond  Evorspelleia,  I.  Methylteslosterone-thyroid  treatment  of  setual 
impotence  Clm  Med  13  69.  1966  3 Publin.  M F Treatment  of  impotence  with  melhyiiestosterpne- 
thyroid  compound  West  Med  S 67.  1964  3 Titeff.  A.  $ MelhTiiestosterone-lhyroid  m treating  impotence. 
Gen  Prac  35  6 1963  4 Nclfnan.  L , Iradiew,  N L , 3ametf.  • , Fukoshima.  0 wd  Gaflagtipr.  T.  F. 
Thyroid  androgen  interrelations  and  the  hypochoiesteremic  effect  of  androsterone  J Clm  Endocr  19  936, 
1959  9.  Farris.  E.  I..  and  Celten.  $ W Effects  of  l-ihyroimc  and  liothyronme  on  sftermalogenesis. 
J Urol  79  B63.  1956  6.  Oioi.  A , and  Farrar,  G E.  United  States  Dispensatory  led  3S  Lippmcott,  Phila- 
delphia. 19S5.  p 1433  7.  Wertbob.  L.  P.  Seiuai  Impotence  in  the  Male  Thomas.  Spnngfield, 
ill  . 1959.  pp  79-99 
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^>rte  cf.  I.d. 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  odjonetive  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d, 

Trirpiif)  iOOOOON.F  Umn.Chrmo(rypS4n;  8.000  N.F.  Units; 
«^onti»eol  in  tryplK  Ktmty  to  40  ot  N F trypsin 

Reduces  swelling 
Hastens  healing 
Saeed« 


Indications:  Wt>en  used  as  adjurKtive  therapy  for  the  rapid 
resolution  of  inflamrr\ation  ar>d  edema,  good  results  have 
been  obtained  in: 

O Accidental  Trauma  O Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  Infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 

to  patients  with  a known  sensitlvi tyto trypsin  or  chymotrypsin. 

ProcautioRs:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  herrw- 
philia,  or  with  severe  hepatic  or  rer«l  disease.  Safe  use  In 
pregr\ancy  has  rwt  been  established. 

Adverse  Reactions:  Adverse  reactions  vrith  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria.  Itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  ar«phylactlc 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies.  It 
has  been  seen  with  equal  incidence  In  placebo-treated 
I groups.  (See  Precautions.)  It  Is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

I 0*VlS»ON  Of  RICHARDSON  MtRRELL  INC. 

1 PHILADELPMtA.  PEhWShOyANiA  19M4 


TlAOtMAtK  SITASS  U S.  PATtMT  NO.  J.004 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  M 8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  caus^  of  vaginiris 
ore  multiple 


lindications:  Known  sensitivity  to  sulfonomides. 
jtions/ Adverse  Reactions:  The  usual  precoutions  for  topical 
'stemic  sulfonamides  should  be  observed  because  of  the  pos- 
' of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticario  or  other  manifestations  of  sulfonomide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicotorful  or  one  suppository  Intravogi- 
naliy  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK ; AVC  AV-007A  7/70  Y.149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprel 
therapy  that  combats  all  three  major 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


The  control  of  hypertension  and  heart  disease  are 
found  to  he  major  factors  in  the  prevention  of  stroke. 


Medical  Problems 
In  Stroke  Patients* 


Edward  S.  Cooper,  M.D.  and 
James  W.  West,  M.D. /Philadelphia 

For  generations,  stroke  ^vas  relegated  to  the 
back  of  the  wards,  the  back  of  the  textbooks, 
and  the  back  of  the  clinician’s  mind.  This  A\as 
true  because  completed  stroke  was  an  abso- 
lutely  devastating  illness  and  the  physician 
seemed  so  incapable  of  altering  its  course. 
Today,  we  know  so  much  more  about  stroke 
and  its  natural  history.  We  know  that  many,  if 
not  most,  completed  strokes  are  preceded  by 
transient  ischemic  attacks.  Hypertension  plays 
an  important  role  in  the  genesis  of  stroke,  a 
more  important  role  than  it  plays  in  myo- 
cardial infarction.  The  parts  played  by  dia- 
l>etes  mellitus,  hyperlipidemia,  heart  failure, 
and  atrial  fibrillation  have  yet  to  be  worked 
out.  Many  systemic  disorders  precipitate  stroke 
in  patients  with  cerebral  atherosclerosis.  Let 
us  now  refer  broadly  and  briefly  to  the  medi- 
cal problems  and  management  in  stroke 
patients  and  review  in  greater  detail  certain 
areas  which  have  been  of  special  interest  to 
our  section  of  the  Philadelphia  General  Hos- 
pital Stroke  Research  Center  during  the  past 
few  years. 

Treatment  of  Initial  Stroke 

The  treatment  of  acute  stroke  extends  beyond 
the  hospital  stay.  Special  attention  must  be 
given  to  the  patients’  disability  after  discharge 
from  the  hospital.  This  involves  physio- 
therapy, rehabilitation,  emotional  and  psycho- 
logical support,  plus  family  education.  An 
intimate  knowledge  of  the  community  services 
which  are  available  to  the  patient  is  especially 
helpful  at  this  time.  A Joint  Committee  for 
Stroke  Facilities  has  been  formed  to  assess  the 


quality  of  care  available  in  our  hospitals  and 
communities  for  the  stroke  patient,  and  to 
establish  guidelines  and  specify  resources 
needed  for  the  optimum  diagnosis,  treatment, 
and  prevention  of  stroke.  This  committee, 
under  the  sponsorship  of  the  American  Neuro- 
logical -Association,  is  funded  by  our  national 
government,  and  is  composed  of  representa- 
tives from  the  voluntary  and  public  agencies 
which  have  a significant  interest  in  the  stroke 
problem.  The  report  of  this  committee  should 
be  available  within  two  years. 

T.ABLE  I 

Intermediate  and  Long-Term  Care 
I.  Medical  Problems  and  Management 

-A.  Treatment  of  initial  stroke 

B.  Prevention  of  future  strokes 

1.  Transient  ischemic  attacks  (Tl.A) 

a.  Close  followup— TI.A’s 

b.  Surgery 

c.  Anticoagulant  therapy 

d.  Special  instructions 

e.  Adequate  treatment  of  cardiac  and  other 
conditions 

2.  Completed  Stroke 

a.  tVatch  increasing  I I.A’s 

b.  Anticoagulation  to  prevent  embolism 

c.  Antihypertensive  therapy 

d.  Cardiac  surgery 

e.  Miscellaneous  measures  for  underlying  dis- 
eases—antibiotics,  cardiac  drugs,  steroids,  etc. 

C.  Close  general  medical  followup,  with  treatment  of 
complicating  medical  diseases 

Prevention  of  Future  Strokes 

(1)  Transient  Ischemic  Attacks  (TIA)  are  usu- 
ally defined  as  episodes  of  localized  neurologic 

• Read  before  the  .Section  on  Afedicine,  204th  .Annual 
Meeting,  The  Medical  Society  of  New  Jersey,  Atlantic 
City,  May  18,  1970.  This  work  is  from  the  Stroke  Re- 
search Center  and  Department  of  Medicine,  Philadel- 
phia General  Hospital  and  the  University  of  Pennsyl- 
vania School  of  Medicine,  Philadelphia.  Supported  by 
U.S.  Public  Health  Grant  .j^06520. 
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deficits  caused  In'  cerebrovascular  insu(ficienc\ 
wliicli  last  24  hours  or  less,  leaving  no  fixed 
deficit.  The  measures  used  lor  the  prevention 
of  TIA’s  diller  in  many  respects  from  those 
used  for  completed  stroke,  though  there  is 
much  overlapping.  Cerebrovascular  surgery  is 
not  ordinarily  recommended  for  completed 
stroke  except  under  very  special  circumstances 
such  as  subacute  or  chronic  intracerebral 
hematoma,  cerebral  aneurvsms,  and  so  forth. 
The  National  Cooperative  Study  on  Extra- 
cranial Vascular  Occlusion  has  shown  that 
surger)'  is  beneficial  for  patients  who  have 
tea’s  and  carotid  stenosis  tvith  or  without 
contralateral  carotid  disease.  .Vnticoagulant 
therapy  is  worthwhile  in  patients  with  TI.A’s 
when  surgery  is  not  indicated  and  when  there 
is  no  contraindication  to  anticoagulant  ther- 
apy, provided  cerebral  angiography  is  avail- 
able. Special  instructions  regarding  sudden 
and  drastic  head  turning,  measures  to  prevent 
postural  hvpotension,  hypoglycemia,  hypona- 
tremia, polycythemia,  and  so  on,  are  impor- 
tant in  certain  patients.  The  prevention  and 
early  detection  of  cardiac  arrhythmias  and 
congestive  heart  failure  are  of  obt  ions  impor- 
tance. 

(2)  Completed  Stroke  is  our  next  problem. 
Increased  frec|uency  of  transient  ischemic  at- 
tacks (TEA)  is  often  a premonitor)'  sign  of 
impending  completed  stroke.  This  deserves 
careful  attention.  .Anticoagidation  and  cere- 
brovascular surgery  are  seldom  used  fm-  com- 
pleted stroke  except  under  the  special  circum- 
stances previously  mentioned.  Anticoagulant 
therapy  is  used  to  prevent  additional  cerebral 
embolism  from  cardiac  sources  under  certain 
circumstances.  Antihypertensive  therapy  is 
definitely  indicated  when  severe  hypertension 
has  accompanied  the  stroke.  It  is  undecided 
whether  it  is  beneficial  to  treat  mild  to  mod- 
erate hyjjertension  in  stroke  patients.  Heart 
surgery,  such  as  mitral  commissurotomy  for 
mitral  stenosis  (and  cerebral  embolism),  is 
occasionally  necessary  in  stroke  patients.  In 
addition,  stroke  is  occasionally  caused  by  em- 
boli associated  with  bacterial  endocarditis, 
vascular  occlusion  in  collagen  disease,  and  so 
forth,  requiring  antibiotics,  steroids,  and 
other  measures. 


Close  generat  )nedical  follore-up,  with  treat- 
ment of  complicating  medical  diseases  is  one 
of  our  concerns.  Note  I'able  11  which  lists 
some  of  the  complicating  medical  diseases 
which  have  special  significance  in  stroke  pa- 
tients. This  significance  raries  from  possible 
underlying  importance  in  etiology  (hyper- 
lipidemia, syphilis,  polycythemia,  hyperpro- 
teinemia),  potential  treatment  complications 
(peptic  ulcer,  diabetes  mellitus),  frequency  of 
the  associated  disease  (arthritis,  angina  pec- 
toris), and  prognosis  (cancer,  pulmonary  dis- 
ease, general  deterioration). 

TABLE  II 

Cnmptical'mg  Diseases  leith  Special  Significance 
in  Stroke  Patients 

1.  Obesity  and  smoking  habits 

2.  Hypcriideinia 

.“5.  Diabetes  mellitus,  hypothryoidism,  other  endocrine 
disturbances 

4.  .Arthritis,  pulmonary  disease,  syphilis,  peptic  ulcer, 
cancer 

.5.  .Angina  pectoris  and  other  types  of  heart  disease 

6.  Polycythemia  (primary  and  secondary) 

7.  Multiple  myeloma  and  other  dysproteinemias 

8.  A'isuai  defects,  renal  disease 

9.  Post-stroke  depression  and  mental  aberration 

10.  Seizure  states,  physical  inactivity,  general  deteriora- 
tion 


Stroke  and  Hypertension 

Fifty  to  eighty  per  cent  of  all  cases  of  stroke 
are  estimated  to  have  coexisting  hypertension. 
Severe  hypertension  can  produce  stroke,  both 
hemorrhagic  and  non-hemorrhagic.  It  has 
been  established  by  Pierson  and  HoobleT, 
Marshall,'  and  Hamilton  and  his  groups  that 
patients  with  severe  hypertension  are  less 
likely  to  have  a stroke  if  their  blood  pressure 
is  treated.  Prevention  would  be  facilitated  and 
of  tremendous  public  health  significance  if 
strokes  are  caused  by  hyjiertension.  This  is 
because  hyjvertension  can  now  be  successfully 
treated  in  almost  all  patients.  Evidence  sug- 
gests that  acute  hypertension  may  cause  stroke 
bv  inducing  cerebral  arteriolar  constriction 
and  increasing  cerebral  vascular  resistance  or 
bv  causing  rupture  of  microaneurysms,  lead- 
ing to  a cerebrovascidar  syndrome.  On  the 
other  hand,  many  feel  that  reduction  of  blootl 
pressure  in  the  face  of  arteriosclerotic  cerebro- 
vascular disease  may  induce  cerebral  throm- 
bosis. 


22 


HIE  lOl  RN.\I.  OF  IHF  MEDIC  AL  SOCIE  lA  OE  NEW  JERSEY 


For  many  years  it  was  felt  that  non-embolic 
cerebral  infarction  was  simply  the  end  stage 
of  a progressive  process  of  atherosclerosis  of 
the  extracranial  or  intracranial  vessels  with 
final  thrombosis  and  obstruction  to  blood 
supply.  Transient  ischemic  episodes  Avere 
thought  to  be  caused  by  transient  falls  in  pres- 
sure and  blood  flow  in  critical  areas  of  the 
brain.  The  treatment  of  hypertension,  under 
this  scheme,  coidd  reduce  the  occurrence  of 
non-embolic  cerebral  infarction  only  by  de- 
celerating the  rate  of  cerebral  atherosclerosis, 
'rransient  ischemic  attacks  and  cerebral  in- 
farction were  always  a danger  when  blood 
pressure  was  lowered. 

Cerebral  hemorrhage  would,  under  this  con- 
ce]>t,  be  related  to  high  levels  of  blood  |)res- 
sure  and  rupture  of  cerebral  vessels,  though 
it  was  realized  that  the  ordinary  levels  of 
imraluminal  pressure  alone  coidd  not  cause 
rupture  ol  a blood  vessel.  Nevertheless,  it  was 
fidly  accepted,  and  justifiahly  so,  that  rethic- 
tion  in  blood  pressure  rvould  lower  the  inci- 
<lence  of  intracerebral  hemorrhage.  However, 
we  may  need  a new  look  at  this  because: 

a.  In  many  patients  witli  non-embolic  cerebral  infarc- 
tion, obstruction  of  cerebral  vessels  by  atherosclerosis 
ami  thrombosis  cannot  be  demonstrated. 

b.  Many  non-hcmorrhagic  strokes  seem  to  be  produced 
by  acute  rises  in  blood  pressure. 

«.  I’ierson  and  Ilooblcr,'  Marshall,*  and  Hamilton*  have 
all  ilemonsirated  a lo\verin{(  of  iiuidencc  of  cerebral 
Infarction  when  severe  bvpertension  is  treated. 

<1.  In  patients  with  transient  ischemic  attacks,  lower- 
ing of  blood  pressure  has  also  resulted  in  fewer  ri.A’s 
as  obserted  by  Marshall.*  Abrupt  reduction  in  blood 
pressure  di<l  not  always  produce  an  e|)isode  resembling 
a transient  ischemic  attack,  nesjnle  considerable  hypo- 
tension, only  17  of  .‘?f>  patients  developed  symptoms 
suggestive  of  the  previous  attacks.  ,\s  a matter  of 
fact.  Meyer'  noted  an  increase  in  cerebral  perfusion 
on  several  occasions  when  blood  pressure  was  lowered 
in  such  patients. 

e.  It  is  a (ommon  observation  that  patietits  whose 
blood  pressure  is  ade<|uately  treated  seklom  develop 
stiokc. 

f.  Russell’'  recent Iv  reviewed  and  confirmed  the  old 
observation  of  Charcot  and  Bouchard"  that  in  manv 
hypertensive  patients  with  stroke,  microaneurysms  of 
the  cerebral  arteries  may  be  found.  He  has  reported 
their  presence  in  01  per  cent  of  patients  with  diastolic 
pressure  over  110  and  only  2fi  per  cent  of  nomials. 
I hits,  some  strokes  in  such  patients  may  actually  be 
small  leaks  (hemorrhages)  from  these  aneurysms. 
Russell'  has  also  presented  some  evidence  that  these 


microaneurvsms  pass  through  various  stages  from  a 
thin-walled  lesion,  susceptible  to  rupture,  to  a stage 
susceptible  to  thrombosis.  The  latter  might  lead  to  a 
small  non-lieinorrhagic  stroke. 

g.  Byron*  has  studied  the  cerebral  vessels  in  experi- 
mental hypertension  in  rats.  With  the  onset  of  hyper- 
tension, there  is  produced  an  exaggerated  va,socon- 
striction  in  some  focal  areas  of  the  rat  brain,  an 
exaggerated  Bayliss  reflex.  Distal  capillary  anoxia  then 
occurs  with  a resultant  change  in  capillary  perme- 
ability and  diapedesis  of  red  cells  into  brain  tissue. 
The  process  would  eventually  re.solve,  leaving  behind 
only  a localized  area  of  cerebral  atrophy  as  the  only 
sign  of  th(  Inpertensirc  \ascular  insult.  This  is  thought 
to  mimic  the  process  in  the  retinae  of  patients  with 
set  ere  hypertension. 

These  points  are  mainly  applicable  to  patients 
Avith  severe  hypertension,  i.e.,  in  patients  Avith 
diastolic  blootl  jtrcssitres  of  120  or  above. 
Inlonnation  has  to  be  gathered  about  the 
benefits  to  be  gained  by  loAvering  the  blood 
pressine  of  patients  with  previous  stroke 
Avhose  l)a,selitte  tliastolic  pressures  are  90  to  1 1.5. 
Hoobler'*  bclieAes  that  loAvering  bloftd  pres- 
sure in  such  patients  Avill  lower  the  incidence 
of  stroke.  National  (inoperative  Study*  has 
been  set  n|>  to  test  this  hypothesis.  'I'he  par- 
ticipating institulions  are  as  listed  on  Table 
III.  rhe  sIucIa  is  carefully  organized  and 
monitored  and  is  a double  blind  study  using 
placebo  and  Enduronyl  Forte®,  d'he  study  Avill 
be  composed  of  S50  to  500  randomized  pa- 
tients Avho  have  no  contraindication  to  loAver- 
ing  or  not  loAvering  blood  pressure.  It  may 
take  five  years  before  ihe  final  ansAver  is  in. 
rhe  project  is  alrcfidv  in  its  third  year. 

TABLE  III 

Xaliorial  Strokc-Uyfirrlension  Stroke  Study 
Central  Registry:  University  of  Michigan 

1.  Wayne  .Slate  Uniccisiiy 

2.  K.inory  fnicersity 

.I.  Bowman-Gray  School  of  Medicine 
I.  I’hiladelphia  General  Hosjrital 
,T.  Tniversity  of  Mississippi 
(5.  Medical  Gollege  of  Georgia 

7.  Medical  College  of  Virginia 

8.  Cniversitv  of  renuessee 
0.  I nicersily  of  Minnesota 

If).  Tnicersily  of  Maryland 

Heart  Complications  in  Patients  with 
Stroke  and  Their  Effect  Upon  Prognosis 

rhe  ol).ser\ation  that  patients  Avho  die  Avith 
stroke  do  not  always  hase  extensive  brain 
damage  suggests  the  importance  of  extra- 
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cerebral  complicalioiis  whicli  may  markedly 
iiilkience  the  prognosis  ol'  patients  with 
( erebrovascn  lar  accidents. 

Clinicians  frecpiently  encounter  heart  prob- 
lems when  treating  patients  with  stroke.  These 
he;irt  disorders  frec|iiently  precede  the  onset 
of  the  acute  apoplexy.  In  certain  patients, 
they  may  actually  precipitate  the  stroke. 

We  saw'  cardiac  complications  in  74  consecu- 
tive stroke  j>atients  admitted  to  the  Philadel- 
phia General  Hospital.  It  I)ecomes  obvious 
that  great  :ittention  should  be  given  to  the 


heart  during  management  of  patients  with 
stroke  and  in  fornudation  of  measures  lor  the 
prevention  of  stroke  in  patients  wnth  cerebral 
atherosclerosis. 

In  Tables  IV  and  V are  listed  the  factors 
found  in  our  stroke  patients  which  correhite 
most  closely  with  prognosis.  Note  that  the 
presence  of  both  heart  failure  and  cardiac 
arrhythmias  adversely  affected  prognosis,  as 
did  also  Cheyne-Stokes  respiration,  level  of 
consciousness  and  grade  of  motor  paralysis.  A 
large  proportion  of  the  patients  with  cardiac 
arrhythmia  had  merelv  Iretpient  auricular  or 


TABLE  IV 

Relation  Between  Cardiovascular  Assessment  and  Fatality 


No.  of 

Per  cent 

chi 

Patients 

Fatality 

Square 

Grade 

0 

39 

48.7 

History  of  ItMit  Fiiiliire  ... 

1 

13 

69.2 

9.06* 

2 

11 

81.8 

8.80 

3 

11 

90.9 

0 

39 

48.7 

8.63* 

f:iini(ally  asse.ssed  degree 

1 (Mild) 

14 

71.4 

8.12t 

of  lieart  failure 

2 (Moderate) 

12 

83.3 

3 (Severe) 

9 

88.9 

<100 

37 

62.1 

100-109 

9 

33.3 

Venous  pressure,  mni.  H..O  . 

110-119 

5 

40.0 

120-139 

6 

83.3 

8.38* 

140-180 

10 

82.4 

8.08f 

>180 

7 

Not  started 

4G 

50.0 

Digitalis  tlierapy  

11 

81.8 

9.7  If 

Continued 

17 

88.2 

Present 

27 

85.2 

Cardiac  arrhythmias 

If) 

50.0 

8.85f 

EfX;  not  done 

1 

* SiguifieaiU  at  ihe  lt%  level 

(Chi-s(|uare  test)  f.Siguilieani  at  the  : 

1 % level 

TABLE  V 

Relation 

Hclween  Neurologic  Condition  at  Admission  and  Fatality 

No.  of 

Per  cent 

chi 

Patients 

F'ataliiy 

Square 

Cheyiie-, Stokes  

82.6 

Absent  51 

54.9 

5.26* 

0 (Alert)  12 

16.7 

1 e\el  of  eonsriousness 

51.8 

22.53f 

2 (Stupor)  22 

86.3 

3 (Cloma)  13 

92.3 

0 1 

28.6 

1 6 

Grade  of  motor  [)aralysis 

2 52 

61. .5 

7.25* 

3 12 

86.6 

5.83* 

* Siguififaut  ai  Ihe  .5%  level 

t Significant  at  the 

1%  level 

24 

I HE  JOI  RNAL  OF  IHF.  MF.DIflAL 

sot  IF.  IV  OF  NEW 

IFRSF.Y 

ventricular  premature  contractions,  but  ten  of 
the  74  patients  had  atrial  fibrillation.  Con- 
tinuous cardiac  monitoring  of  stroke  patients 
in  a Stroke  Intensive  Care  Unit  will  uncover 
additional  patients  with  cardiac  arrhythmias, 
as  in  coronary  care  units. 

Because  of  the  frequency  of  cardiac  abnor- 
malities in  patients  with  stroke,  the  Stroke 
Research  Center  at  the  Philadelphia  General 
Hospital  was  established  to  obtain  physiologic 
infonnation  in  order  to  clarify  the  relation- 
ship between  cardiac  function  and  cerebral 
circulation.  Cardiac  hemodynamic  studies, 
including  cardiac  catheterization,  are  per- 
formed on  selected  stroke  patients  who  have 
variotis  cardiovascular  disorders,  and  then 
correlated  with  cerebral  blood  flow  (regional 
and  total),  cerebral  angiography,  clinical  find- 
ings, and  with  autopsy  findings  in  those  pa- 
tients who  succumb  to  stroke.  The  cardiac 
hemodynamic  parameters  which  are  deter- 
mined include  those  listed  in  Table  VI.  The 
findings  from  the  correlated  studies  as  de- 
scribed are  of  considerable  interest  and  clinical 
imjxirtance,  and  are  to  be  reported  elsewhere.® 

TABLE  VI 

Cardiohetnodyuarnic  Studies 

1.  Systemic  arterial  blood  pressure 

2.  Venous  pressure 

.S.  Right  atrial  pressure 
4.  Right  ventricular  pressure 
!).  Pulmonary  arterial  pressure 

6.  Pulmonary  wedge  pressure 

7.  Heart  rate 

8.  Cardiac  output  (Kick  and  dye) 

9.  Cardiac  work 

10.  Total  peripheral  resistance 

11.  Metabolic  determinations 

Correlate  with  clinical  rindings,  cerebral  blood  flow, 
cerebral  angiography,  and  nciiropalliological  findings 

Concluding  Remarks 

Stroke  is  a clinical  syndrome  presenting  with 
dramatic  neurologic  signs.  It  is  mainly  a 
neurologic  disease  which  requires  a physician 
with  an  appreciation  and  understanding  of 
neurology.  This  physician  may  be  either  a 
neurologist,  a general  practitioner  or  an  in- 
ternist with  special  interest  in  cerebrovascular 


disease.  Simply  because  ot  the  shortage  of 
neurologists  and  the  setting  under  which 
stroke  occurs,  most  stroke  patients  are  seen 
first  and  cared  for  by  general  practitioners  or 
internists.  In  my  opinion,  however,  all  stroke 
patients  shoidd  at  least  be  seen  in  considta- 
tion  by  neurologists,  who  should  Ije  involved 
in  the  management  of  the  patient  as  far  as 
their  time  and  interest  permit.  This  is  espe- 
cially true  during  the  jx^riod  of  diagnostic 
worktip  and  short-teim  and  long-term  plan- 
ning. The  actual  week  to  week  long-term 
management,  except  in  certain  large  institu- 
tions, is  usually  carried  out  by  the  general 
physician  or  internist.  This  is  probably  wise 
because  of  the  varied  and  complex  medical 
problems  fretpiently  fotind  in  stroke  patients. 
Certainly  the  prevention  of  stroke  shotild  be 
our  ultimate  aim,  and  prevention  involves 
mainly  the  control  of  hypertension,  athero- 
sclerosis and  heart  disease,  with  a broad  medi- 
cal a|)proach.  In  my  experieiue,  the  neurolo- 
gist can  identify  transient  ischemic  cerebral 
epis(xles,  which  often  presage  completed 
stroke,  better  than  the  general  physician  and 
internist,  lire  management  ol  stroke  should 
be  a joint  team  venttire. 
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DELTASONE®  TABLETS  - 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 
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nance  doses  of  Deltasone  (prednisone),  however,  keep  this  eflt 
in  mind  and  perform  periodic  serum  potassium  determinations 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occ.  j 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbe-  i 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  s.  i 
stantial  doses  of  steroids  for  prolonged  periods,  and  evide-  ; 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroidsAi 
placement  with  non-fluorinated  steroid  has,  in  some  instances,- 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,-: 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follci 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  Thp 
fore,  carefully  observe  growth  of  children  on  prolonged  corlic: 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recove 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticc 
during  pregnancy,  since  spontaneous  remission  of  some  disear 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  there: 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylar 
an  ulcer  regimen  and  antacid  are  highly  recommended. TakeX-re 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  a- 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recc- 
mended.  Since  prednisone  causes  less  salt  and  water  retent; 
than  many  other  glucocorticoids,  patients  should  be  obser\: 
closely  for  development  of  undesirable  hormonal  effects  that; 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyp^ 
tension  due  to  salt  and  water  retention.  Continued  supervision 
patients  after  cessation  of  therapy  is  essential,  since  there  may: 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  co' 
coids  include:  Cushing's  syndrome,  moon  facies,  supraclavici 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insv 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  i 
severe  illness;  protein  catabolism  with  negative  nitrogen  balar: 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  agg- 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosu- 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracturr 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  compli; 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  agg- 
vation  or  masking  of  infection;  increased  blood  pressu- 
convulsions;  petechiae  and  purpura;  menstrual  irregularities 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomr: 
psychic  disturbances  especially  abnormal  euphoria;  nervousnes 
posterior  subcapsular  cataracts  occasionally  requiring  extractic 
increased  intraocular  tension;  increased  intracranial  pressures 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  ar; 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childre 
thromboembolic  complications;  facial  erythema;  allergic  skin  rea 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myc; 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usua 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scorec- 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in* 
strips. 

For  additional  product  information,  consult  the  package  in»' 
or  see  your  Upjohn  representative.  b.>s  (»• 
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One  of  the  automobile’s  gifts  to  humanity  is  traumatic 
rupture  of  the  aorta.  Here  is  a report  of  nine  cases  in 
three  months  in  one  county. 


Rupture  Of  The  Aorta  In 
Medical  Examiner  Cases* 

Report  of  Nine  Cases  and  a Review  of  the  Literature 


William  C.  Wilentz,  M.D.,  et  al./ 

Perth  Amboy 

Rupture  of  the  aorta  may  result  from  severe 
trauma  and  is  being  seen  more  frequently  as 
a result  of  automobile  accidents.  Steering 
wheel  injuries  account  for  a high  proportion 
of  these  incidents.  Hopefully,  safety  equip- 
ment now  mandatory  by  law,  such  as  col- 
lapsible steering  columns,  will  lessen  the  death 
toll  from  this  cause.  All  chest  injuries  must 
be  carefidly  evaluated  with  adequate  follow- 
up and  immediate  heroic  surgical  inter\en- 
tion  undertaken  in  cases  where  aortic  rupture 
is  suspected.  In  1947,  Strassman”  reported  the 
largest  series  of  traumatic  rupture  of  the 
aorta:  72  cases  over  a six  year  period.  Other 
publications  contained  smaller  numbers  of 
cases,  e.g.  Jaffe  and  Steinberg® — ten  cases;  five 
of  which  occurred  in  flying  accidents;  Mc- 
Donald and  CampbelD — two  ca.ses;  Molnar 
and  Pace’ — seven  cases;  Clark,  et  al.^ — five 
cases;  and  Blank^ — two  cases. 

This  condition  was  uncommon  in  our  experi- 
ence until  recently  when  nine  cases  were 
encountered  in  a month  period. 

Case  1 was  a 43  year  old  male,  the  driver  of  a 
car  involved  in  an  accident.  He  was  pro- 
nounced dead  at  the  scene.  I’ostmortem 
examination  revealed  multiple  rib  fractures, 
rupture  of  the  liver,  hemothorax  and  hemo- 
peritoneum,  and  rupture  of  the  aorta  at  the 
isthmus. 

Case  2 was  a 27  year  old  male,  also  the  driver 


of  a car  involved  in  an  accident,  who  ^vas  pro- 
nounced dead  at  the  scene  of  the  accident. 
Postmortem  examination  revealed  multiple 
rib  fractures,  hemothorax,  and  a ruptured 
aorta  at  the  isthmus. 

Case  3 was  a 57  year  old  male  passenger  in 
an  auto  accident.  He  was  dead  on  arrival  at 
a hospital.  Postmortem  examination  revealed 
multiple  rib  fractures,  hemothorax  and  hemo- 
peritoneum,  fractured  legs,  and  rupture  of 
the  aorta  at  the  isthmus. 

Case  4 was  a 32  year  old  female  driver  of  a 
car  who  had  been  admitted  to  a hospital  with 
multiple  rib  fractures  (right  2nd  and  3rd  and 
left  3rd),  a fractured  right  femur,  and  a super- 
ficial skin  laceration  of  the  left  knee.  She 
died  four  hours  after  admission.  Postmortem 
examination  revealed  a hemopericardium  due 
to  a 1.5  cm.  laceration  of  the  ascending  aorta. 

Case  5 was  a 50  year  old  male  driver  whose 
car  struck  a pole.  He  died  in  the  hospital 
shortly  after  admission  while  x-rays  were 
being  taken.  Postmortem  examination  re- 
vealed multiple  right  rib  fractures,  interstitial 
emphysema  of  the  anterior  chest  wall,  rupture 
of  the  liver  and  right  kidney,  and  rupture  of 
the  aorta.  The  rupture  was  transverse  at  the 


• This  work  is  from  the  Perth  Amboy  General  Hospital 
and  from  the  Middlesex  County  Medical  Examiner’s 
Office  where  Dr.  \Vilentz  is  chief  medical  examiner. 
The  other  authors  are  Marvin  Shuster,  M.D.,  deputy 
medical  e.xaminer;  Stanley  M.  Becker,  M.D.,  deputy 
medical  examiner;  and  Kalish  B.  Sharma,  M.D.,  resi- 
dent in  palliology  at  tlie  Pert!)  .ymboy  General  Hos- 
pital. 
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isthmus  (Itelow  the  left  subclavian  artery)  and 
measured  1.6  cm.  in  length.  Hemothorax  and 
hemoperitoneum  \\ere  also  jiresent. 

Case  6 was  a 63  year  old  male  truck  driver 
who  was  injured  in  an  altercation  with  hi- 
jackers. Three  hours  after  the  fight  he  experi- 
enced chest  pain  and  died  two  hours  and 
fd'teen  minutes  after  admission  to  the  hos- 
pital. Postmortem  examination  revealed  a 
partial  rupture  of  the  aorta  1.8  cm.  above 
the  aortic  cusps,  transverse,  and  involving  80 
per  cent  of  the  circumference  of  the  aorta 
through  an  opening  measuring  2 centimeters 
in  length.  This  resulted  in  a dissection  be- 
tween the  media  and  adventitia. 

Case  7 was  a 49  year  old  male  pedestrian  who 
had  been  hit  by  an  automobile.  He  was  dead 
on  arri\  al  at  a hospital.  Postmortem  examina- 
tion revealtd  multiple  ril)  fractures  on  the 
right  and  left  side,  lacerations  of  the  liver  and 
spleen,  hemothorax,  and  a transverse  rupture 
of  the  aorta  at  the  isthmus. 

Case  8 was  dead  on  arrival  at  the  hospital 
following  a head-on  collision  with  another 
automobile.  He  was  a passenger  in  the  right 
front  seat.  The  only  visible  external  injuries 
were  minor  abrasions  of  forehead,  but  he  suf- 
fered extensive  internal  injuries  including 
multiple  rib  fractures;  hemoperitoneum, 
hemothorax,  bilateral;  and  lacerated  liver, 
spleen  and  left  kidney.  1 he  aorta  was  com- 
pletely transected  2.5  cm.  below  the  origin  of 
the  left  subclavian  artery. 

Case  9 was  admitted,  dead  on  arrival,  follow- 
ing a collision.  He  had  rib  fractures,  hemo- 
thorax, transected  aorta  at  the  isthmus,  and 
a ruptured  liver. 

Eight  of  our  nine  victims  suffered  ru|)ture  of 
the  aorta,  obviously  due  to  trauma  from 
automobile  accidents.  Five  of  these  seven 
were  drivers  of  automobiles  involved  in  acci- 
dents with  other  cars  or  a jiole,  while  t^vo 
were  jjassengers  and  another  was  a j>edestrian. 
.Associated  with  the  rupture  in  these  cases 
which  was  comj)lete  through  all  layers  of  the 
aorta  and  was  distal  to  the  origin  of  the  left 


subclavian  artery,  there  were  hemothorax, 
hemopericardium,  hemoperitoneum,  and  rib 
fractures. 

Case  6 is  less  clearcut  as  far  as  the  etiologic 
role  of  trauma  is  concerned.  His  trauma  was 
from  an  altercation  rather  than  from  an  auto- 
mobile injury  and  he  did  not  have  rib  frac- 
tures, hemothorax,  hemopericardium  or 
hemoperitoneum.  The  site  of  this  rupture 
was  1.8  centimeters  above  the  aortic  valve 
cusps  rather  than  distal  to  the  left  subclavian 
artery'  and  blood  dissected  proximally  and 
distally  between  the  media  and  adventitia  of 
the  aorta.  .A  likely  exjilanation  of  these  find- 
ings is  that  this  patient  had  a weakness  of  his 
aorta  due  to  atherosclerosis  and  degeneration 
of  elastic  fibers,  and  a minimal  amount  of 
trauma,  such  as  a blow  to  the  chest,  was 
responsible  for  the  partial  rupture  and  dis- 
section. 

Three  of  the  nine  cases  (4,  5,  and  6)  survived 
the  rupture  and  were  admitted  to  hospitals, 
dhey  died  however,  within  four  hours  of 
admission.  X-rays  of  the  chest  (figure  1)  in 


Figure  1— X-ray  of  chest  showing  enlarged  inediastiTial 
shallow 
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case  a revealed  Iracturetl  ril)s  and  wideniii!*' 
of  the  mediastinum,  but  the  patient  expired 
before  any  further  diagnostic  or  therapeutic 
procedures  coidd  be  performed. 

Altliough  all  of  these  nine  cases  were  fatal, 
traumatic  rtipture  of  the  aorta  is  not  nec- 
essarily a fatal  injury  according  to  Stoney 
rt  They  estimate  that  more  than  80  per 

cent  die  before  reaching  a hospital  and  an- 


Figiirc  2— .Spec i men  shoeving  IransMisc  tear  of  aoria 
at  lecel  of  lefl  siil)(la\ian  arleiv 


Figure  3— Aorta  with  complete  transection  Itelow  origin 
of  siihclacian  artery 


Figure  1— .Arrows  point  to  torn  aorta  helow  Hotallo's 
ligament 


Figure  5— Transverse  rnpinre  of  aorta  with  dissection 
is  seen  alxne  aortic  val\e  cusps 


Other  10  per  cent  to  la  per  cent  in  the  next 
two  to  three  weeks.  Ihe  survivors  indtide 
those  jKttients  who  de\elo|;  ;i  stalfle  aneurysm, 
(iooley"'  re])orted  stirgical  repair  of  this  con- 
dition in  lit*  consectitive  patients  2 to  21 
months  following  injtiry  withoitt  mortality. 
J'he  most  freeptent  site  of  rupttire  in  several 
series  (iiultiding  cnirs)  was  at  the  isthmus  of 
the  aorta  just  Itelow  the  origin  of  the  left 
subchivian  artery  at  the  insertion  of  IJotallo’s 
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ligament,  (50  to  80  per  cent)  (Figures  2,  3, 
and  4).  Approximately  20  per  cent  also  occur 
just  above  the  aorta  cusps,  the  most  frequent 
site  of  spontaneous  rupture  (Figure  5).  Almost 
all  cases  showed  a transverse  rupture,  com- 
plete in  approximately  90  per  cent,  and  partial 
with  dissection  in  the  remaining  10  per  cent. 
A large  majority  (86  per  cent)  also  showed 
fractures  of  ribs  alone  or  together  with  the 
sternum  and  vertebrae. 

According  to  Molnar  and  Pace'  a sudden  de- 
celeration of  the  body  and  compression  of  the 
chest  producing  an  intraluminal  pressure  of 
more  than  2000  millimeters  of  mercury,  re- 
sults in  rupture  of  the  aorta.  This  amount  of 
force  is  only  produced  by  severe  injury  such 
as  that  which  results  from  auto  accidents, 
plane  crashes,  or  falls  from  heights.  The  rela- 
ti\e  fixation  of  the  isthmus  by  the  left  sub- 
‘clavian  artery  and  the  mobility  of  the  de- 
scending arch  belotv  is  responsible  for  the 
propensity  for  rupture  at  this  site. 

The  cars  involved  in  these  accidents  included 
a 1956  Buick,  a 1962  Pontiac  and  Buick,  a 
1965  Buick,  a 1966  Pontiac  station  wagon, 
and  a 1968  Plymouth  station  wagon.  In  onlv 
one  of  these  cars  (the  Plymouth  station 
wagon)  was  the  driver  wearing  a seat  belt.  It 
was  of  the  waist  type  rather  than  the  shoulder 
type.  No  car  had  a collapsible  steering  wheel. 

Early  suspicion,  recognition,  and  treatment 
offer  the  only  means  of  survival.  Multiple 
rib  fractures  in  patients  in  auto  accidents  or 
other  trauma  should  arouse  the  suspicion  of  a 
ruptured  aorta.  Sanborn  et  mention 

three  signs  on  plain  chest  films  that  point  to 
aortic  rupture:  abnormalities  of  the  aortic 
knob,  mediastinal  hematomas,  and  hemo- 
thorax. A diagnostic  pleural  tap  yielding 
blood  is  further  evidence.  Aortography  is 
mandatory  when  the  plain  films  suggest  medi- 
astinal bleeding.  Demonstration  of  a rup- 
ture bv  aortography  should  be  followed  by 
immediate  chest  surgery  to  repair  the  tear 
when  possible.  Many  successful  operative 
repairs  have  been  reported. 2- " 


Summary 

Nine  cases  of  ruptured  aorta  occurring  in  a 
recent  3 month  period  in  a medical  examiner’s 
practice  have  been  reported.  Past  experience 
had  shown  this  condition  to  be  infrequent. 
The  majority  of  these  occurred  in  auto  acci- 
dents (driver,  passenger,  or  pedestrian)  while 
one  was  associated  with  an  altercation.  Eight 
of  the  nine  had  fractured  ribs,  hemothorax, 
hemopericardium  or  hemoperitoneum,  and 
the  site  of  the  rupture  was  at  the  isthmus. 
Automobile  manufacturers  have  done  little 
(until  recently)  in  the  design  of  their  cars  to 
prevent  this  almost  uniformly  fatal  type  of 
injury.  Waist  type  safety  belts  alone  do  not 
seem  adequate  to  prevent  this  kind  of  severe 
injury.  Minimal  safety  measures  should  in- 
clude shoulder  type  safety  belts  and  collapsi- 
ble steering  wheels.  The  proposed  system  of 
air  bags  to  restrain  fonvard  motion  of  car 
occupants  in  automobile  accidents  should  fur- 
ther reduce  chest  injuries  and  aortic  ruptures. 
Early  suspicion  of  this  condition  in  auto  acci- 
dent victims  with  fractured  ribs,  early  diag- 
nosis by  chest  roentgenograms  and  aortogra- 
phy, and  early  operative  repair  offer  these 
patients  a chance  for  survival. 
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Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL*  EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Loridine  LM. 

Cephaloridine 


1.5  to3Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing; 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

• broad-spectrum  activity 

• relatively  painless  I.M.  injection 

^due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children— not 
to  exceed  adult  dosage) . Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 
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Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Ftuicuj  nuraoiin, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated {see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
jsually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  alt 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


t Igridine’ 

y ^CEPHALORIDINE 


^ Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks 
no  significant  changes  were  observed  ii 
BUN,  alkaline  phosphatase,  SGOT,  retie 
ulocyte  count,  or  monocyte  count  in  thi 
blood.  No  disturbances  in  hemoglobin  o 
red-blood-cell  count  were  ascribable  to  ad 
ministration  of  Loridine.  However,  all  o 
five  nonazotemic  patients  with  chronic  bac 
teriuria  who  had  careful  renal  function  eval 
nation  before  and  after  a ten-day  course  o 
cephaloridine  in  dosages  of  2 Gm.  per  day  de 
veloped  impairment  in  free  water  clearance 
Severe,  acute  renal  failure,  in  some  case 
terminating  in  death,  has  occurred  in  a smal 
number  of  patients.  The  poss 
bility  of  this  complication  seem 
to  be  greater  in  seriously  i 
patients  given  more  than  recorr 
mended  doses.  Acute  tubuli 
necrosis  has  been  found  in  affec 
ed  patients  coming  to  autopsy.  Rar 
cases  of  nausea  and  vomiting  ha\ 
occurred.  Pain  in  association  withir 
tramuscular  injection  was  noted  in  less  tha 
3 percent  of  patients.  In  only  one  patient  i 
a series  of  623  was  the  route  changed  o 
this  account.  Phlebitis  at  the  site  of  intr; 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important—^ 
fore  administering  Loridine,  see  packag 
insert  for  details  on  dilution. 

Intramuscular  Injection— Eondine  is  usi 
ally  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infe, 
tions  of  moderate  severity  is  500  mg.  to  1 Gn 
three  times  a day  at  equally  spaced  interval 
Milder  and  more  susceptible  infections  ha' 
been  treated  with  250  to  500  mg.  given  tvi 
or  three  times  a day.  More  severe  infectior 
may  be  treated  with  500  mg.  to  1 Gm.  foi 
times  a day.  A single  2-Gm.  dose  is  recon 
mended  for  the  treatment  of  acute  gone 
rhea.  Early  syphilis  may  be  treated  with  50 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  day 
Although  some  clinical  experience  wii 
high  doses  for  life-threatening  conditior 
has  been  reported,  it  has  been  shown  th. 
excessive  dosages  (above  4 Gm.  daily)  ma 
cause  serious  nephrotoxic  reactions.  F 
this  reason,  Keflin®  (sodium  cephalothi 
Lilly)  may  be  preferred  when  doses  largi 
than  4 Gm.  daily  are  considered  for  Id' 
threatening  situations.  If  more  than  2 Ga 
of  cephaloridine  is  injected  daily,  the  patie: 
should  be  under  close  clinical  observatit 
for  changes  in  renal  function  or  be  hospita 
ized.  In  addition,  reduced  dosage  should  1 
employed  in  patients  with  known  or  su 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  m 
per  Kg.  (15  to  25  mg.  per  pound)  of  boc 
weight,  given  in  divided  doses,  has  bet 
found  effective  for  mild  to  moderately  s 
vere  infections.  A daily  total  of  100  mg.  p 
Kg.  (50  mg.  per  pound)  of  body  weigjj 
(not  to  exceed  recommended  adult  dose; 
may  be  needed  for  very  severe  infections 
Intravenous  Injection— In  the  presence' 
extremely  serious  infections  (such  as  ba 
teremia)  or  when  any  infection  seems  ove 
whelming,  intravenous  administration  mi 
be  indicated. 

Total  daily  dosages  are  the  same  as  wi 
Intramuscular  injection.  For  very  suscep 
ble  organisms,  500  mg.  to  1.5  Gm.  per  di 
may  suffice;  for  less  susceptible  organist 
and  for  serious  infections,  2 to  4 Gm.  p 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (ceph 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubbe 
stoppered;  1 Gm.,  10-ml.  size,  rubbe 
stoppered.  [082U 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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In  treating  monilin  infection,  the  doctor  should  con- 
sider the  contrarefUtve  method,  if  any,  used  hy  the 
patient. 


Gynecologic  Moniliasis 

Incidence  With  Various  Contraceptive  Methods 


Allan  Lazar,  M.D./Teaneck 

Cytolog\  smears  were  receis  eel  from  physicians 
in  private  practice  in  the  Xen’  Vork-Xew  Jer- 
sey metropolitan  area,  stained  and  examined 
by  the  acridine  orange  fluorescence  technic,* 
and  data  recorded  in  terms  of  celhdar  abnor- 
mality, flora  of  micro-organisms,  density  of 
inflammatory  cells,  and  hormonal  strength. 
Information  on  history,  medication,  ty|>e  of 
contraception,  physical  findings,  and  diag- 
nostic impressiojis  were  coded  on  puiuhed’ 
cards  for  tabulation. 

Included  in  this  study,  on  a random  basis,  are 
11,197  j)ri\ate  patients,  on  whom  the  ])hysi- 
cians  provided  sufficient  data  and  who  met 
the  following  criteria;  married,  under  age- 
50;  not  pregnant,  post-|)artum,  nor  meno 
pausal;  not  diabetic;  not  using  any  kind  of 
medication  (except  for  the  possibility  of  oral 
contraception);  having  never  had  a major 
gynecologic  surgical  procedure  at  any  time, 
nor  a minor  gynecologic  surgical  procedure 
in  the  ]>ast  year.  The  cases  were  received  be- 
tween January  19fifi  and  November  1908. 

■Material  for  examination  was  collected  with 
a cotton  swab,  rolled  onto  glass  slides  and 
allowed  to  air-dry.-  The  cytologv  samples  were 
stained  by  the  acridine  orange  ten-second 
method  of  Riva  and  1 tuner'  and  examined 
by  the  fluorescence  technic.  After  staining 
with  acridine  orange®  the  slide  was  illumi- 
nated by  a 100  watt  mercury  vapor  lamp'  in 
front  of  which  was  a Corning  51 1.8  filter.®  The 
nuclei  of  scpiamous  cells,  endometrial  cells, 
and  inflammatory  cells  fluoresce  greenish- 
yellow.  The  cytoplasm  of  these  cells  also 
fluoresces  greenish-yellow  but  not  as  brightly. 


Bacteria,  trichomonads,  monilia,  and  fungal 
spores  fluoresce  bright  red.  .\  Wratten  C. 
barrier  filter  (Kodak  Company)  in  the  eye- 
pieces of  the  microscope  stops  all  light  except 

Chart  I 


MONILIA 


Relationship  of  gvnccologic  moniliasis  to  contraceptive 
methods.  .Ml  are  private  patients.  None  are  pregnant, 
post-partum.  or  menopausal.  None  using  any  drugs  or 
hormones  (exce[)t  for  the  possibility  of  oral  contracep- 
tives). Figures  under  the  name  of  the  contraceptive 
method  indicates  the  total  number  of  women  in  tbe 
category. 

that  which  emanates  from  the  cells  and  re- 
sults in  a black  backgrotind  against  which  the 
cells  stand  out  clearly.' 

Moniliasis 

-Monilia  infection  was  reported  on  all  smears 
containing  the  hyj>ae  of  monilia,  regardless  of 
the  density  of  inflammatorv  response. 

.Among  the  types  ol  con  trace  j)t  ion , non- 
secptential  oral  contraception  includes  all 
contraceptives  in  which  the  same  combina- 
tion of  drugs  is  taken  throughoitt  the  21  to  25- 
clay  cycle  regimen.  (Orthonovum^,  Enovid*, 
Enovid-E",  Norinyl",  Provest^,  Ovulen*, 
NorlestriiT,  and  Ovral").  The  sequential 
oral  groujj  includes  contraceptives  in  which 
one  drug  is  taken  during  the  first  half  of  the 
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cycle,  and  a diflerent  drug  (or  a combination 
ol  drugs)  is  taken  during  the  second  lialf  of 
the  cycle-regimen  of  21  to  25  days.  (C-Quens®, 
Oracon®,  Orthonovum  SO®).  Women  with  an 
intrauterine  contraceptive  device  (lUCD) 
were  using  no  additional  means  of  contra- 
cei^tion.  The  group  using  foam  used  this 
alone  with  no  additional  medication  or  de- 
vice. 

Considering  the  no  contraception  group  as 
the  “control,”  the  incidence  of  monilia  infec- 
tion is  increased  to  some  extent  in  all  contra- 
ceptive groups  except  the  sequential  oral 
group.  (See  Chart  I)  The  incidence  is  greatly 
increased  in  the  group  using  the  diaphragm; 
moderately  increased  in  the  groups  using 
foam  only,  condoms,  and  non  sequential  orals; 
and  slightly  increa,sed  in  the  group  using 

iuc:i). 


Fungal  Spores 

Patients  with  spores  on  cervico-vaginal  smear, 
but  no  hyphae  or  significant  inflammatory^ 
reaction,  are  reported  in  Chart  II.  The  num- 
ber of  patients  was  359  with  hyphae  and  356 
with  spores  only.  However,  the  distribution 
is  quite  different;  only  the  group  using  con- 
doms had  a greater  proportion  of  spores  than 
the  no  contraception  “control”  group  and  the 
difference  between  these  two  groups  is  not 
significant. 

The  incidence  of  sjrores  alone  is  about  the 
same  in  the  sequential  and  the  non-scquential 
oral  contraception  groups,  and  the  group 
using  the  diaphragm.  The  group  using  lUCDs 
had  the  lowest  incidence  of  spores. 


Chart  II 


FUNGAL  SPORES 


PERCENT 

Relationship  of  fungal  spores  to  contraceptive  methods. 
Vaginal  smears  with  fungal  spores  present  but  no 
hyphae  or  significant  inflammatory  reaction.  All  are 
private  patients.  None  are  pregnant,  post-partum,  or 
menopausal.  None  using  any  drugs  or  hormones  (ex- 
cept for  the  possibility  of  oral  contraceptives).  Figures 
under  the  name  of  the  contraceptive  method  indicate 
the  total  number  of  w'omen  in  the  category. 


Conclusion 

The  incidence  of  gynecologic  monilia  infec- 
tion varies  with  different  methods  of  contra- 
ception. This  should  be  taken  into  considera- 
tion by  the  physician  in  treating  the  acute 
infection  and  also  in  preventing  recurrence. 

The  author  acknowledges  the  valuable  assistance  of 
Mr.  Northrup  and  Mrs.  \'anoff  of  the  computer  center 
of  Fairleigh  Dickinson  University  in  the  compilation  of 
these  data. 
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New  Concepts 


Traditionally  you  had  either  infectious  hepatitis  or 
serum  hepatitis,  but  not  both.  Here  is  a study  which 
suggests  that  serum  hepatitis  may  masquerade  as  (and 
be  falsely  labeled  as)  catarrhal  jaundice. 

In  Hepatitis* 


Manuel  M.  Villaverde,  M.D.  and 
Jacyntho  A.  Da  Silva,  M.D./Woodbridge 

W'^hen  we  hear  of  hepatitis,  we  think  first  of 
infectious  hepatitis  or  serum  hepatitis,  as  cliff- 
erentiatecl  since  W^orld  War  II.  Infectious  hep- 
atitis corresponds  to  the  old  catarrhal  jaun- 
dice and  serum  hepatitis,  to  post-transfusion 
or  homologous  serum  jaundice.  Two  different 
viruses,  virus  A or  IH,  and  virus  B or  SH, 
were  acce])ted  as  responsible  for  each  form  of 
hepatitis.  Liver  changes  are  indistinguishable 
from  one  form  to  the  other.  It  is  frequently 
found  as  an  overlapping  symptomatology  or  an 
overlapping  of  anamnestic  data  that  make  the 
diagnosis  of  IH  or  SH  also  uncertain.  For 
instance,  when  no  source  of  contamination  is 
known  for  actual  SH  cases,  the  diagnosis  of 
IH  is  ordinarilv  made — and  is  surely  wrong. 
There  are  reports  of  patients  developing  clin- 
ical hepatitis  after  being  exposed  to  contact 
with  patients  positively  contaminated  with 
SH. 

Laboratory  tests  are  generally  not  specific  for 
hepatitis,  but  for  liver  damage  or,  at  most,  for 
jaundiced  serum:  serum  transaminases 

(SCOT  and  SGPT),  thymol  turbidity, 
cephalin  flocculation,  serum  cholesterol  (free 
and  esters),  serum  bilirubin,  and  even 
prothrombin  time  and  urobilinogen. 

Recently,  the  detection  of  the  hepatitis  associ- 
ated antigen  (HAA),  also  known  as  Australia 
antigen,  SH  antigen,  and  hepatitis  antigen, 
added  an  important  milestone  to  the  under- 
standing of  hepatitis. 

Following  transfusions,  some  precipitins  de- 
velop in  the  blood,  which  react  with  specific 
serum  lipoproteins  (isoproteins)  , when  both 
sera  are  placed  on  adjacent  wells  on  a plate 


(the  one  containing  serum  with  the  precipit- 
in and  the  other  containing  the  serum  to  be 
tested).  The  reading  is  done  by  finding  a 
precipitin  line  that  appears  betiveen  both 
sera.  The  preciptins  are  supposed  to  be  anti- 
bodies against  serum  lipoproteins,  stain  with 
Sudan  black  are  of  low  density  and  may 
present  several  different  lipoprotein  specifici- 
ties. It  is  also  known  that  reactor  specificity  is 
autosomal  dominant. 

One  of  the  known  isoprecipitins  were  found 
to  be  formed  from  the  serum  of  an  .Australian 
native.  A clear  precipitin  line  was  observed, 
but  it  stained  better  with  azocarmine  than 
with  Sudan  black.  The  precipitin  was  called 
“Australia  antigen,”  and  was  sujiposed  to  be 
different  from  lipoprotein  precipitins  because 
of  the  different  staining  and  the  different  dis- 
tribution among  patients  and  world  popula- 
tions. 

In  po{)ulations  considered  to  be  normal  (no 
history  of  hepatitis)  the  .Australia  antigen 
was  found  as  follows:  Taiwanese,  1.3  per  cent; 
Australians,  6 per  cent;  and  4 per  cent  among 
Micronesians,  Polynesians,  Greeks,  and  \'iet- 
namese.  .Also,  it  was  found  in  1 1 per  cent  of 
leukemia  patients,  and  in  4 jjer  cent  of 
thalasemia  patients.  Its  association  with 
leukemia  was  noticed  first,  and  onlv  in  later 
studies  was  found  its  more  close  relation- 
ship with  hepatitis.  The  administration  of 
hepatitis  antigen  may  provoke  clinical  hepa- 
titis with  detectable  antigen  or  without  it, 
in  some  instances;  and  also  detectable  antigen 
may  appear  without  evident  symptomatology 
of  clinical  hepatitis.  But  it  is  to  be  noted 


• From  the  Woodbridge  State  School  Hospital,  Wood- 
bridge,  New  Jersey. 
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that  inoculations  have  been  positive  even 
tvith  undetectable  amounts  of  antigen. 

By  immuno-Huorescence  technics,  the  Aus- 
tralia antigen  is  found,  but  it  only  appears 
in  liver  cells. 

The  H/A.A  (according  to  any  nomenclature, 
either  Australia  antigen  as  well  as  S.\  anti- 
gen) is  found  in  hepatitis,  but  only  in  those 
corresponding  to  serum  hepatitis  and  not  to 
infectious  hepatitis,  according  to  well  con- 
trolled studies  carried  on  during  epidemics  of 
hepatitis,  ft  may  be  present  in  blood  before 
the  appearance  of  clinical  symptomatology, 
and  will  remain  present  for  long  jjeriods  of 
time  in  only  a half  of  the  number  of  patients. 
The  other  half  will  present  the  antigen  only 
transiently.  A few  cases  diagnosed  as  suffering 
IH  did  present  H.\A  in  their  blood,  so  they 
were  true  SH  cases. 

A number  of  mongoloids  did  present  the  an- 
tigen in  their  blood.  After  being  exposed  to 
the  disease,  the  duration  of  positiveness  of 
H.-V.V  in  their  blood  did  not  differ  from  other 
patients.  I'hat  these  mongoloids  were  chronic 
cases  of  hepatitis  would  be  assumed  by  their 
histologic  liver  changes  and  the  elevated 
serum  transaminases.  1 he  antigen  appears  in 
apparently  healthy  persons,  without  clinical 
hepatitis;  but  most  probably  they  sullered 
from  anicteric  hepatitis.  It  is  to  be  noted  that 
30  per  cent  of  mongoloids  in  institutions  w’ill 
present  and  they  are  those  in  whom 

the  disease  tends  to  be  chronic  and  anicteric. 
Re;ent  findings  show  that  H.\A  in  blood  will 


persist  for  long  periods  of  time  (chronic  dis- 
ease) in  patients  with  impaired  immunologi- 
cal responsiveness,  and  only  for  short  periods 
(acute  disease)  if  there  is  a normal  immuno- 
logical responsiveness. 

d'here  are  those’  who  prefer  not  to  use  the 
IH  or  SH  terminology,  feeling  it  is  confusing 
at  the  present  time. 

The  more  imixtrtant  concepts  derived  from 
the.se  studies  are  that  epidemics  of  hepatitis 
may  show,  on  clinical  grounds,  positive 
features  of  both  IH  and  SH,  but  they  may  be 
only  SH  epidemics  (HAA  antigen  present  in 
blood):  and  that  the  joint  use  of  tests  for 
transamina.se  and  HA.\  will  help  to  detect 
earlier  more  cases  of  serum  hepatitis. 

Summary 

There  is  strong  support  for  the  assumption 
that  many  cases  clinically  labeled  as  infectious 
hepatitis  are  true  cases  of  .serum  hepatitis. 
The  hepatitis  associated  antigen  (H.\.\),  also 
known  as  Australia  antigen,  SH  antigen,  or 
hepatitis  antigen,  has  been  proved  to  be 
present  only  in  cases  of  serum  hepatitis.  This 
HA.V  will  heljs,  together  with  the  tests  for 
transamina.ses  (SfiOT  and  SGl’l),  for  the 
earlier  detection  of  cases  of  .serum  hepatitis. 

Addendum:  Of  the  KiO  re.sident.s  with  the  diagnosis  t)f 
Down’s  .Syndrome  at  Woodbridge  State  Sdux>l  Hos- 
pital, .55  were  positixe  for  Australia  antigen  (34.5%). 
t hese  findings  are  in  close  agreement  with  prexious 
]mhlicaiions  on  tlie  incidence  ot  .Australia  aiuigen 
among  mongoloids. 


Blumberg,  B.  S..  et  ul.:  Xete  Enii^land  Jouniul  of 
Mf’dicine.  283:340  (1970) 

W’otKlbridge  State  School 


Johnson  Chair  Of  Surgery 


fohnson  and  Johnson,  Inc.,  of  New  Bruns- 
xx'ick,  has  awarded  hall  a million  dollars 
to  the  New  Jersey  Ciollege  of  Medicine  and 
Dentistry  at  Newark  to  endoxv  a faculty  chair 
ol  surgery.  Benjamin  J.  Rush,  Jr.,  M.D., 
•Surgeon-in-Chief  at  Maitland  Hospital,  has 
been  mimed  Professor  and  Chairman  ol  the 


Department  of  .Surgery  and  will  fill  this  chair. 
Dr.  Rush  heads  a faculty  of  2.5  in  the  De- 
partment of  Surgery  ami  also  serves  as  con- 
sulting Surgeon  at  the  \’eterans  Hospital  in 
East  Orange,  at  the  Newark  Beth  Israel  Med- 
ical Center,  and  at  the  St.  Barnabas  Medical 
Center  in  Livingston. 
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^'once-popular  treatment  for  back  pains 
'i-‘  3S  to  have  the  seventh  son  of  a seventh  son 
I ind  or  walk  on  the  patient's  back. 


Dr  headache,  a sovereign  remedy  was 
I'  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Hach  tablet  contains: 
llodeine  Phosphate  gr.  1/2  (Warning— 
vlay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

, B.W.  & Co.'  narcotic  products  are 
* 31ass  "B",  and  as  such  are  available  on  oral 
j Prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
IHickahoe.  N.Y. 


r&i." 


Now  that  there’s  a greater  therapeutic 
potential  for  treating 

Parkinson’s  disease  and  syndrome 

..j/ie  information  on  these  pages  will  be  of  piactical  interest  to  you 


Larodopa®  (levodopa)  Roche  ; therapy  that 
demands  slow,  individualized  dosage  titration 

With  the  advent  of  new  Larodopa  (levodopa),  there  is  now 
an  agent  that  holds  promise  of  relief  of  all  the  major 
symptoms  of  Parkinson’s  disease  and  syndrome— rigidity 
and  akinesia  as  well  as  tremor. 

However,  as  has  been  reported  in  the  medical  literature, 
levodopa  demands  slow,  careful  titration  of  dosage,  and 
frequent  patient  monitoring.  Adverse  reactions  may  occur 
at  any  time,  some  serious  enough  to  require  dosage 
reduction  or  discontinuance  of  therapy.  Thus,  before 
prescribing,  it  is  particularly  important  to  refer  to  the 
following  Important  Therapeutic  Considerations,  the 
sections  covering  dosage  and  administration,  and  to  the 
information  on  monitoring  the  patient  (see  prescribing 
information).* 

Important  Therapeutic  Considerations 

Larodopa  (levodopa)  is  an  unusual  drug  which  must  be 
administered  with  particular  care.  In  view  of  its  high 
incidence  of  adverse  reactions,  you  will  find  the  following 
therapeutic  considerations  for  Larodopa  important: 

(a)  Larodopa  is  not  curative  and  its  mechanism  of  action 
is  unknown,  though  postulated. 

(b)  Long-term  safety  and  efficacy  for  Larodopa  have  not 
been  established. 

(c)  Accurate  diagnosis  is  imperative  since  there  is  no 
evidence  that  Larodopa  is  effective  in  neurological  diseases 
other  than  Parkinson’s  disease  and  syndrome. 

(d)  About  one-third  of  patients  or  more  will  not 
experience  clinical  improvement  on  Larodopa,  and 
virtually  100%  of  patients  will  experience  side  effects  of 
some  degree. 

(e)  The  dose  of  Larodopa  producing  maximal  improvement 
with  tolerated  side  effects  must  be  carefully  titrated  for  the 
individual  patient. 

(f)  Finally,  there  is  no  evidence  that  early  treatment  with 
Larodopa,  while  possibly  controlling  symptomatology, 
alters  the  course  of  the  disease. 


Photographs  of  patients  treated  with  Larodopa  by 
permission  of  the  patients. 


Guide  to  dosage  and  administration  of 
Larodopa®  (levodopa) Roche 

Usual  daily  dosage— initially,  0.5  to  1 Gm  daily  (divided 
2 or  more  doses  with  food). 

Total  daily  dosage— mcxeaseA  gradually  in  increments  of 
0.125  to  0.75  Gm  every  2 or  3 days,  as  tolerated. 

Usual  daily  dose  range— irom  4 to  6 Gm  given  orally  in  3 
or  more  divided  doses,  with  food. 

Daily  dosage  should  NOT  exceed  8 Gm. 

Optimal  therapeutic  dosage— usually  reached  in  6 to  8 
weeks. 

Establishing  optimal  dosage— must  be  determined  and 
carefully  titrated  for  the  individual— gradually  increase 
dosage  until : (1)  maximal  response  is  seen,  or  (2)  maximu 
recommended  dosage  is  reached,  or  (3)  side  effects 
preclude  further  dosage  increase,  or  require  reduction  o 
discontinuation  of  dosage. 

Interrupted  therapy— alter  brief  interruption,  dosage 
should  again  be  adjusted  gradually.  (In  many  cases,  the 
patient  can  be  rapidly  titrated  to  his  previous  therapeuti 
dosage.  See  “Precautions”  section  of  Complete  Prescribin 
Information.) 

To  underseore  the  extreme  importance  of  careful  dosage  H 
titration,  the  following  week-by-week  dosage  pattern  has  I 
been  prepared,  based  on  the  assumption  that  the  course  of  1 
therapy  is  uninterrupted  by  any  complications  requiring  i 
a change  in  dosage.  (Again,  dosage  must  be  reduced  whenfl 
intolerable  side  effects  occur.)  11 

Because  it  is  absolutely  imperative  that  Larodopa  therapy  i 
be  individualized  to  meet  the  particular  needs  of  each  I 
patient,  the  following  dosage  schedule  should  be  considertlj 
only  a model.  I 


! 


Larodopa’ 

levodopa/Roclie 


itration  of  Larodopa  (levodopa)  dosage 
i patient  evaluated  weekly 

0.25  Gm  Total 


itervals 

Tablets 

0.5  Gm  Tablets 

Daily  Dose 

'ieek  1 

tab  (0.125  Gm) 
q.i.d.  w/food 

0.5  Gm 

'eek2 

1 tab  (0.25  Gm) 
q.i.d.  vfl  food 

1.0  Gm 

'ieek  3 

tab  (0.375 
Gm)  q.i.d.  wl  food 

1.5  Gm 

'eek  4 

1 tab  (0.5  Gm) 
q.i.d.  w/  food 

2.0  Gm 

^eek  5 

I'A  tab  (0.750 
Gm)  at  breakfast 
and  dinner. 

1 tab  (0.5  Gm) 
at  lunch  and 
bedtime 

2.5  Gm 

''eek  6 

l'/4  tab  (0.750 
Gm)  q.i.d.  w/food 

3.0  Gm 

'eek  7 

2 tab  (1.0  Gm) 
at  breakfast 
and  dinner. 

tab  (0.750 
Gm)  at  lunch 
and  bedtime 

3.5  Gm 

/eek  8 

2 tab  (1.0  Gm) 
q.i.d.  -wl food 

4.0  Gm 

The  daily  maintenance  dosage  in  the  above  example  may 
)e  increased,  decreased,  or  maintained  at  the  4 Gm  level 
lepending  upon  the  point  at  which  optimal  therapeutic 
esults  are  achieved. 


'Concurrent  therapies:  Larodopa  (levodopa)  may  be  used 
concomitantly  with  other  antiparkinsonism  drugs  such  as 
jenztropine  mesylate  (Cogentin),  trihexyphenidyl  HCl 
'Artane)  or  procyclidine  HCl  (Kemadrin),  but  when  more 
:han  one  drug  is  used,  the  usual  dose  of  each  may  have  to 
be  reduced. 

Vot  to  he  given  concomitantly:  MAO  inhibitors.  Such 
igents  must  be  discontinued  two  weeks  prior  to  initiating 
Larodopa  therapy. 

Mote  of  caution  for  patients  who  require  vitamin 
supplementation : It  has  been  reported  that  pyridoxine  HCl 
(vitamin  Be)  can  rapidly  reverse  the  antiparkinson  effects 
of  levodopa  therapy. 

A timetable  for  monitoring 

While  it  cannot  be  emphasized  too  strongly  that  each 
patient  on  Larodopa  must  be  treated  as  a totally  distinct 
entity,  the  following  are  suggested  as  guidelines  in  the 
monitoring  of  such  patients. 

1.  For  the  first  month,  at  least:  the  average  ambulatory 
outpatient  should  be  seen  and  evaluated  a minimum  of  once 
a week. 

2.  During  the  second  month : patient  evaluations  can  be 
extended  to  every  two  weeks  (assuming  no  laboratory 
abnormalities  or  intolerable  side  effects  have  occurred). 


3.  From  the  third  through  the  sixth  month:  the  patient 
should  be  evaluated  once  a month. 

4.  After  six  months  on  the  appropriate  maintenance  dose: 
with  no  significant  adverse  reactions  or  laboratory 
abnormalities,  the  patient  should  be  seen  at  least  once 
every  two  months. 

5.  Finally,  after  one  year  on  maintenance  dosage: 
evaluation  should  be  made  no  less  than  once  every  three 
months. 

Therapeutic  response 

A favorable  response  may  often  be  seen  within  10  days  to 
several  weeks.  How'ever,  a patient  should  not  be  taken  off  a 
tolerable  dose— even  in  the  absence  of  a response— until  six 
months  have  elapsed.  This  is  because,  in  some  instances,  the 
response  may  come  relatively  late.  Of  course,  any  serious 
laboratory  abnormalities  or  intolerable  side  effects 
automatically  dictate  discontinuance  of  therapy. 

Lessening  the  side-effects  problem 

While  it  is  generally  advisable  that  levodopa  be  taken 
after  meals,  nausea  and  vomiting,  two  frequently  occurring 
side  effects  of  levodopa,  can  often  be  minimized  by  taking 
medication  with  foods.  If  nausea  becomes  intolerable,  the 
dosage  should  be  cut  back  in  daily  decrements  equal  to  the 
most  recent  increments  given  the  patient.  This  reduction  is 
to  be  spaced  over  two-  or  three -day  intervals.  Conversely, 
as  nausea  subsides,  the  drug  dosage  should  be  slowly 
increased  in  like  increments. 

An  important  part  of  the  routine  monitoring  procedure 
would  be  to  determine  any  possible  cardiovascular 
problems.  If  cardiac  arrhythmias  occur,  Larodopa  should 
be  discontinued  and  other  antiparkinson  therapy  instituted. 
With  orthostatic  hypotension  a possibility,  checking  the 
patient’s  blood  pressure  (both  supine  and  standing)  is 
essential. 

If  choreiform  movements  appear,  they  usually  occur  when 
maximum  therapeutic  dosages  are  reached.  To  control  such 
effects,  reduce  dosage  by  decrements  of  0.5  Gm  daily. 

Flexible  dosage:  scored  tablets  of  0.25  Gm  and 
0.5  Gm  help  simplify  dosage  titration 


Conveniently  scored  0.25  and  0.5  Gm  tablets  make  possible 
more  precise  titration.  Should  another  dosage  form  be 
preferred,  Larodopa  is  also  supplied  in  capsule  strengths 
of  0.25  and  0.5  Gm. 


Before  prescribing,  please  consult  product  information  on  next  page. 


For  the  relief  of  symptoms  associated  with 
Parkinson  s disease  and  syndrome 


Larodopa® 

levodopa/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


BECAUSE  OF  THE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID- 
UALIZING THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  WITH  LARODOPA  (LEVO- 
DOPA). ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE- 
CAUSE EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES SHOULD  BE  AVAILABLE  FOR  PROPER  MONI- 
TORING OF  TREATMENT. 

THE  LONG-TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Ulteful  in  relieving  many  of  the  symptoms,  par- 
ticularly rigidity  and  bradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications : In  patients  for  whom  a sympathomimetic 
amine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors'  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  with  Larodopa) ; 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio- 
vascular or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings:  Long-term  safety  and  efficacy  not  estab- 
lished. Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re- 
quire sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin- 
testinal hemorrhage) ; in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a his- 
tory of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad- 
ministration of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursingmothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu- 
lar pressure  is  well  controlled  and  patient  is  monitored  care- 
fully. Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis- 


continue Larodopa  24  hours  prior  to  surgery;  monitor  cardio- 
respiratory functions  carefully.  Patients  who  improve  on 
Larodopa  therapy  should  resume  normal  activities  cautiously. 
May  be  used  concomitantly  with  other  antiparkinson  drugs 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions : Most  frequently  occurring:  nausea,  ano- 
rexia, emesis,  cardiac  irregularities,  orthostatic  hypotension; 
choreiform,  dystonic  and  other  adventitious  movements;  dizzi- 
ness, sedation,  dyskinesia;  psychiatric  symptoms  such  as  agita- 
tion, anxiety,  confusion,  depression,  hallucinations,  delusions, 
insomnia,  nightmares,  and  mental  changes  including  paranoid 
ideation  and  psychotic  episodes.  Less  frequently  occurring 
and  listed  according  to  system:  psyc/iiatric— suicidal  tenden- 
cies, increased  libido  with  serious  antisocial  behavior,  euphoria, 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  neuro- 
logical-ataxia, convulsions,  faintness,  impairment  of  gait, 
headache,  increased  hand  tremor,  akinetic  episodes,  torticollis, 
trismus,  oculogyric  crisis,  weakness,  numbness,  bruxism;  gas- 
trointestinal-constipation, diarrhea,  epigastric  and  abdominal 
distress  and  pain,  flatulence,  eructation,  hiccups,  sialorrhea, 
difficulty  in  swallowing,  bitter  taste,  dry  mouth,  tightness  of 
mouth,  lips  or  tongue,  duodenal  ulcer,  gastrointestinal  bleeding, 
burning  sensation  of  the  tongue;  cardiomscu/ar— nonspecific 
EGG  changes,  palpitations,  hypertension,  flushing,  phlebitis; 
hematological— hemolytic  anemia  (1  case);  dermatological 
— sweating,  edema,  hair  loss,  pallor,  rash,  bad  odor;  musculo- 
skeletal—lo\r  back  pain,  muscle  spasm  and  twitch- 
ing, blepharospasm,  musculoskeletal  pain;  respira- 
tory-feeling of  pressure  in  the  chest,  cough,  hoarse- 
ness, bizarre  breathing  pattern,  postnasal  drip;  uro- 
genital—urinary  frequency,  retention,  incontinence, 
hematuria,  nocturia,  and  one  report  of  interstitial 
nephritis;  special  senses  — blurred  vision,  diplopia, 
dilated  pupils,  activation  of  latent  Horner’s  syn- 
drome; other— {eyer,  hot  flashes,  weight  gain  or 
weight  loss. 

Nausea,  anorexia  and  vomiting  usually  obviated  by 
temporary  dosage  reduction  and/ or  administration 
with  food.  If  cardiac  arrhythmias  occur,  discontinue 
and  institute  other  antiparkinson  therapy.  Reduce 
dosage  when  involuntary  movements  occur. 

The  following  have  been  noted:  elevation  of  BUN,  SCOT, 
SGPT,  LDH,  bilirubin,  alkaline  phosphatase  or  FBI; 
occasionally,  reductions  in  WBC,  hemoglobin  and  hematocrit; 
elevations  of  uric  acid  with  use  of  colorimetric  method  but  not 
with  uricase;  rarely,  positive  Coombs  test;  dark  sweat  and 
urine. 

Dosage  and  Administration:  Because  of  the  strong  possi- 
bility of  adverse  reactions  and  the  necessity  for  individualizing 
therapy,  the  physician  should  thoroughly  familiarize  himself 
with  the  information  in  the  package  insert  before  instituting 
therapy. 

How  Supplied:  Tablets,  pink,  scored,  containing  0.25  Gm 
levodopa  (imprinted  Roche  57)  or  0.5  Gm  levodopa  (imprinted 
Roche  56)  — bottles  of  100  and  500. 

Capsules,  containing  0.25  Gm  levodopa  (pink  and  beige,  im- 
printed Roche  55)  or  0.5  Gm  levodopa  (pink,  imprinted  Roche 
54)— bottles  of  100  and  500. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Abdominal  hysterectomy  zroiild  appear  to  be  safer 
than  using  the  x’aginal  route,  in  the  experience  of 
Mercer  Hospital. 


Abdominal  Versus 
Vaginal  Hysterectomy* 

A Morbidity  Study 


Ralph  W.  Ellis,  M.D. /Trenton 

Morbidity  rate  in  all  hysterectomies  at 
Mercer  Hospital  during  a five  year  period 
(1964-1968)  was  studied  by  the  Infection  Com- 
mittee. A total  of  741  cases  were  reviewed. 
\ patient  was  considered  “morbid”  when  the 
temperature  was  greater  than  100.4  on  any 
two  successive  days,  exclusive  of  the  first  post- 
operative day. 

.\  morbidity  rate  of  32  per  cent  was  found 
in  all  abdominal  hysterectomies.  .\  rate  of 
28  per  cent  had  been  found  in  1951  by  Leven- 
thal  and  Lazarath.^  A 10  per  cent  escalation 
of  the  morbidity  was  noted  where  there  had 
been  any  associated  removal  of  either  or  both 
adnexa.  Subacute  inflammatory  disease  and 
preoperative  anemia  also  led  to  an  increased 
morbidity. 


Where  the  vaginal  route  of  uterine  removal 
was  employed,  there  was  a 46  per  cent  mor- 
bidity rate.  In  the  re|X)rted  literature,  this 
has  fluctuated  between  40  and  53  per  cent. 
.■\n  increased  rate  is  associated  with  additional 
surgery  of  adnexal  removal  or  vaginal  plastic 
procedures.  In  vaginal  hysterectomy,  urinarv 
retention  with  infection  is  a common  cause  of 
morbidity.  ^Vhen  abdominal  hysterectomy  is 
carried  out,  paralytic  ileus,  venous  thrombo- 
sis, pulmonary  embolism,  and  ureteral  injury 
are  common. 

In  our  series,  two  patients  suffered  from  a 
ureteral  ligation  resulting  in  a ureterovagi- 
nal  fistula  and  an  eventual  nephrectomy.  One 

* This  work  is  from  the  Mercer  Hospital,  Trenton 
(NJ).  Case  reviews  are  by  courtesy  of  Mrs.  Barbara 
Palakow  of  the  Department  of  Medical  Records. 


Hysterectomies 
The  Mercer  Hospital 


(1964-1968) 

Total 

1964 

1965 

1966 

1967 

1968 

Total 

Percentage 

Hysterectomies  . 

. l.'lb 

137 

145 

1.52 

171 

711 

Abdominal 
Hysterectomies  ... 

..  . 117 

123 

120 

133 

151 

()H 

87% 

Supracervical 

Hysterectomies 

5 

4 

n 

.‘i 

1 

25 

4% 

.Abdominal 

37 

32 

42 

41 

59 

21 1 

32% 

Morbidity 

(31%) 

(26%) 

(35%) 

f.30%) 

(38%) 

\’aginal 

Hysterectomies  . 

19 

14 

2o 

19 

29 

97 

>3% 

Vaginal 

(i 

9 

|1 

13 

45 

46% 

Morbidity  

. . (42%) 

(42%) 

(36%) 

(47%) 

(65%,) 

Malignancy 

16 

18 

13 

15 

17 

79 

10% 

Death 

() 

0 

2 

0 

1 

.3 

0.4% 
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patient  Avith  rectovaginal  fistula  was  encoun- 
tered but  this  spontaneously  healed.  The 
bladder  tvas  inadvertently  entered  in  three 
cases.  Repair  Avas  carried  out  Avithout  dele- 
terious effect.  Three  deaths  occurred  in  the 
series.  One  patient  died  on  the  seventh  post- 
operative day  Avith  pulmonary  embolism  and 
another  on  the  eleventh  postoperative  day 
from  a staphlococcus  infection  Avith  abscess 
formation.  A third  patient  expired  on  the 
seventieth  postoperative  day  from  an  old 
tuberculosis  infection  Avhich  produced  a ter- 
minal tuberculous  meningitis. 

To  decrease  morbidity  associated  Avith  these 
operative  procedures  it  is  essential  that  a 
meticulous  preoperative  medical  evaluation 
be  made.  Any  deficiency  in  the  hematologic 
system  slioidd  be  corrected.  Surgery  should  be 
deferred. if  recent  acute  pelvic  inflammatory 
disease  has  occurretl.  In  an  elective  procedure, 


in  an  obese  patient  preoperative  Aveight  loss 
is  mandatory.  Increased  morbidity  and  mor- 
tality are  associated  Avith  overAveight  patients. 
Local  vaginal  and  cervical  infections  also  raise 
the  morbidity  rate.  Such  infections  should  be 
corrected  preoperatively.  With  the  use  of  pre- 
operative penicillin  supjxjsitories,  obserAers 
have  reported  reduction  in  the  morbidity  to 
as  loAV  as  13  to  23  per  cent. 

Summary 

The  vaginal  route  of  uterine  removal  has 
been  found  to  be  associated  Avith  a greater 
morbidity.  Adequate  preoperative  medical 
evaluation  with  systemic  and  local  corrective 
therapy  is  mandatory,  if  the  morbidity  rate 
is  to  be  lowered. 
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RMP:  Education— Not  Direct  Patient  Care 


The  .A.merican  Medical  Association  supports 
extensions  of  the  Regional  Medical  Pro- 
grams and,  Avith  some  reservations,  the  pro- 
gram for  Comprehensive  Health  Planning 
and  Public  Health  Services. 

Testifying  before  a House  Public  Health  and 
Welfare  Subcommitteee,  Dr.  Bland  ^\'.  Can- 
non, of  the  Cotincil  on  Medical  Education, 
emphasized  that  the  AMA  belietes  that  RMP 
“should  continue  as  a program  of  continuing 
medical  education,  Aviih  patient  care  being 
limited  to  demonsirations  as  an  adjtinct  of 
the  edtication  and  research  processes.” 

He  explained,  hoAvever,  that  the  AM.\  op- 
poses legislation  that  Avotild  combine  the  in- 
dividtial  jtrograms.  Sttch  a combination,  he 
fearetl,  Avotdd  residt  in  a change  toward  em- 


phasis on  jKitient  care  in  RMP. 

“We  Avotild  vieAv  with  grave  concern  any  at- 
tempt to  change  this  essentially  edticational 
program  to  a program  for  the  itrovision  of 
health  services,’’  Dr.  Cannon  said.  “The  med- 
ical profession  today  generally  vieAvs  RMP  as 
a means  of  aiding  the  physician  to  provitle 
better  care  to  his  patients.  It  is  this  attitude 
Avhich  has  brought  about  the  outstanding  co- 
operation betAveen  practicing  physicians  and 
RMP  and  Avhich  has  been  a major  cause  of 
success  for  the  program  thus  far.  If  RMP 
returns  to  an  earlier  concept  of  providing 
services  to  the  patient,  rather  than  its  present 
goal  of  assisting  the  individual  physician  to 
treat  the  patient  more  effect iAely  . . . the  pro- 
gram’s beneficial  accomplishments  Avill  then 
be  diminished.’’ 
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Increasing  success  in  the  treatment  of  diabetes  means 
that  more  diabetics  will  live  long  enough  to  get 
retinopathy. 


The  Natural  Course  Of 
Diabetic  Retinopathy* 


Joseph  C.  Patti,  M.D./Jersey  City 

Because  of  the  increased  longevity  of  persons 
with  diabetes  mellitus,  its  more  chronic 
changes  have  become  manifest.  The  ravages  of 
diabetic  retinopatliy  have  far-reaching  social, 
emotional,  and  economic  consecjiiences.  This 
has  become  one  of  the  prime  areas  of  investi- 
gation and  teaching  in  ophthalmolog).  In 
1940,  only  4.3  j:>er  cent  of  blindness  was  caused 
by  diabetes.  The  prevalenc  e had  increased  to 
18.4  per  cent  in  1962.^  It,  therefore,  becomes 
incumbent  upon  the  general  practitioner,  in- 
ternist, pediatrician,  and  ophthalmologist  to 
become  familiar  with  the  retinal  changes  in 
diabetes. 

The  natural  course  of  diabetic  retinopathy  is 
best  considered  within  the  framework  of  a 
simple  classification  into  non-proliferati\e  and 
]>roliferative  changes  with  the  corresponding 
ophthalmosco])ic  picture  and  fluorescein  angi- 
ography. 

Non-proliferative  Retinopathy 

Microaneurysms  represent  the  earliest  mani- 
festations of  diabetic  retinopathy  and  typically 
aj)pear  first  in  the  posterior  pole  (particularly 
in  the  region  temporal  to  the  macula)  as  small 
dark  red  spots.  They  are  sometimes  difficult  to 
distinguish  from  liemorrhages  but  generally 
are  perfectly  round  and  do  not  change  over  a 
period  of  months.  They  frecpiently  have  a 
central  reflex  and  appear  in  clusters  gradually 
develoj>ing  throughout  tlie  posterior  pole. 

Microaneurysms  are  seen  generally  on  the 


venous  side  of  the  capillary  and  in  the  early 
stages  of  development  will  be  sharply  outlined 
by  fluorescein  angiography  without  late  leak- 
age of  dye.  More  advanced  microaneurysms 
will  show  late  leakage  of  dye  indicating  in- 
creased permeability.  Hyalini/.ation  may  occur 
which  is  manifest  by  a yellowish  halo  or  reflex 
suggestive  of  a capsule.  The  microaneurysm 
may  not  be  demonstrated  by  fluorescein  be- 
cause of  the  presence  of  packed-in  red  blood 
cells.  It  is  possible  that  the  hyalinization 
could  prevent  visualization  of  dye  within  the 
microaneurysm.  I’atencv  would  be  confirmed 
by  the  presence  of  late  leakage. 

It  has  been  proposed  by  Cogan  and  Kuwalrara- 
that  there  is  a loss  of  mural  cells  at  the  capil- 
lary level,  with  resultant  loss  of  “vascular 
tone,’’  resulting  in  dilatation  of  .some  capil- 
laries with  increased  flow,  with  subsequent 
atrophy  and  obliteration  of  adjacent  vascular 
channels.  These  remaining  vessels  were  called 
“shunt”  vessels  and  connect  arteries  with  veins 
or  veins  with  veins.  The  ensuing  ischemia,  it 
is  postulated,  is  responsible  for  the  hyjjer- 
cellularity  and  microaneurysmal  dilatation 
surrounding  the  shunt. 

Other  authors  feel  that  the  cajrillary  oblitera- 
tion occurs  first  with  secondary  dilatation  and 
hypertrophy  of  adjacent  vascular  channels 
which  accommodate  a larger  flow  of  blood. ^ 

The  microaneurysms  and  adjacent  dilated 

• Read  before  the  Section  on  Ophthalmology,  204th 
.Annual  Meeting,  The  Medical  Society  of  New  Jersey, 
.Atlantic  City,  Alay  18,  1970.  Dr.  Patti  is  an  instructor 
at  the  New  Jersey  College  of  Medicine  and  Dentistry, 
Department  of  Surgery,  Division  of  Ophthalmology. 


A'OL.  68-NUMBER  1-JANUARY,  1971 


47 


vascular  channels  are  thought  to  become  in- 
creasingly permeable,  with  resultant  leakage 
of  fluid,  and  lipo-proteinaceous  material  into 
the  outer  plexiform  layer  which  are  visualized 
as  retinal  edema  and  “hard”  exudates  respec- 
tively. This  retinal  edema  can  be  demonstrated 
by  the  late  pooling  of  dye  in  the  macular  area 
in  the  late  stages  of  fluorescein  angiography. 
This  intraretinal  edema  is  a prominent  cause 
of  impaired  vision  in  the  pre-proliferative 
phase.  Unfortunately  these  lesions  take 
months  or  years  to  change,  the  edema  usuallv 
persisting. 

Soft  exudates  (“cotton-wool”)  are  noted  early 
in  the  course  of  diabetic  retinopathy.  They 
are  thought  to  be  due  to  ischemic  infarction 
of  the  inner  retinal  layers,  the  pathogenesis 
being  similar  to  that  which  occurs  in  essential 
hypertension.  These  lesions  are  paler  and  less 
distinct  than  their  hypertensive  counterparts. 

Hemorrhages  occur  in  widespread  distribu- 
tion and  are  of  varying  size  being  referred  to 
as  “dot  and  blot”  hemorrhages. 

The  caliber  of  veins  may  varv  even  in  normal 
individuals  so  that  it  is  difflcidt  to  assign  great 
value  to  this.  More  important  is  the  variation 
of  localized  areas  of  dilatation,  the  so-called 
“beading”  of  veins.  These  changes  are  often 
associated  with  venous  loop  formation  and 
surface  neovascularization  of  the  retina  and 
are  accompanied  by  slowing  of  the  blood 
column.  The  beading  may  then  be  a resvdt  of 
partial  obstruction  of  capillaries  or  arterioles 
and  represents  a manifestation  of  vasopro- 
liferation.'' 

Proliferative  Retinopathy 

Retinopathy  is  said  to  have  entered  the  pro- 
liferative phase  when  neovascularization  can 
be  seen  ophthalmoscopicallv.  These  changes 
usually  begin  on  the  optic  disc,  but  may  be 
observed  initially  along  the  main  vessels  usu- 
ally temporally.  They  are  usually  not  seen  in 
the  macular  area  or  anterior  to  the  equator. 

Neovascularization  of  the  retina  is  probably 
due  to  localized  areas  of  ischemia  pxtssibly 


related  to  the  hypercellularity  in  the  region  of 
the  “shunts.”  These  vessels  develop  from  the 
venous  side  of  the  capillary  bed  as  witnessed 
by  the  fluorescein  angiograms  which  \cill  out- 
line them  only  in  the  capillary-venous  phase. 
Late  in  the  study  the  dye  will  be  readily  seen 
to  leak  out  and  stain  the  surrounding  area. 
This  reflects  the  increased  permeability  of 
these  vessels.  It  has  been  suggested  that  the 
vessels  themselves®  or  the  leakage  of  fluid  itself 
may  damage  the  vitreous  and  ultimately  lead 
to  vitreous  contraction  wdth  resultant  hemor- 
rhage and  late  retinal  detachment. 

Associated  with  neovascularization  may  be 
accompanying  fibrovascular  tissue  prolifera- 
tion. Occasionally  the  new  vessels  mav  dis- 
appear spontaneously  giving  the  erroneous 
impression  of  resolution.  The  fibrous  tissue 
remains  as  evidence  of  the  proliferative  phase. 

The  unfavorable  prognosis  of  retinal  neo- 
vascularization is  due  to  the  presence  of 
vitreoretinal  adhesions/’  The  vessels  will  pro- 
liferate along  the  vitreoretinal  interface  and 
develop  firm  adhesions.  AVhen  the  vitreous 
contracts  producing  a localized  simple  pos- 
terior detachment  there  wall  be  either  a hemor- 
rhage due  to  the  tearing  of  these  fragile  vessels 
or  the  retina  will  be  pulled  off  at  that  point. 

Hemorrhage  may  occur  posterior  to  the  de- 
tached vitreous  framew'ork  and  usually  is 
resorbed  rapidly.  Hemorrhage  into  the  formed 
vitreous  is  usually  very  slow’  and  incomplete 
and  accelerates  syneresis  and  vitreous  shrink- 
age.* 

In  the  terminal  stages  advanced  retinitis 
proliferans  develops  or  total  retinal  detach- 
ment ensues.  In  some  cases  there  is  clearing 
of  the  vitreous  hemorrhage,  reduction  in  the 
number  of  retinal  hemorrhages,  decrease  in 
the  dilation  and  beading  of  retinal  veins  and 
regression  of  neovascularization  which  is  often 
erroneously  misinterpreted  as  beneficial  ef- 
fects of  therapy.® 

Treatment 

Treatment  of  diabetic  retinopathy  should  be 
aimed  at  minimizing  neovascularization,  since 
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it  is  the  presence  of  these  vessels  which  leads 
to  vitreoretinal  adhesions,  subsequent  vitreous 
contraction  and  the  aforementioned  downhill 
course.  Vision  is  simply  not  a good  criterion 
for  the  institution  of  therapy  with  light  coagu- 
lation. The  macula  and  vision  may  be  un- 
involved while  the  surrounding  retina  is 
severely  affected.  Treatment  would  be  more 
effective  if  instituted  in  the  early  neovascular 
stage. 
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Help  For  A Troubled  Child 


In  Help  For  Your  Troubled  Child,  a new 
Public  .Affairs  pamphlet,  Alicerose  Barman 
and  Lisa  Cohen  discuss  the  kinds  of  behavior 
that  call  for  treatment.  The  pamphlet  is  avail- 
able for  25  cents  from  the  Public  Affairs  Com- 
mittee, 381  Park  Avenue  .South,  New  York 
10016. 

The  range  of  normal  behavior  is  wide,  the 
authors  point  out,  and  parents  should  expect 
to  see  “individual  differences  in  intellectual 
ability,  motor  coordination,  temp>erament, 
disposition,  sociability,  ways  of  learning,  and 
life  styles.  . . .”  But  professional  help  should 
be  sought  when  the  parents’  honest  responses 
to  the  following  questions  indicate  cause  for 
concern: 

(1)  Is  the  child’s  behavior  very  different  from 
that  of  his  (or  her)  peers? 

(2)  Does  he  lack  the  ability  to  direct  his  im- 
pulses, to  control  himself,  as  might  be  ex- 
pected at  his  age? 

(3)  Does  he  have  trouble  getting  along  with 
children  his  own  age? 

(4)  Is  he  having  difficulty  learning? 


(5)  Does  he  have  recurring  physical  symptoms? 

(6)  Is  the  child  so  withdrawn  or  so  aggressise 
that  his  behavior  worries  you? 

.As  a guide  for  parents  who  are  seeking  help, 
the  authors  explain  the  differences  between 
the  professional  people  and  agencies  qualified 
to  offer  counseling — psychiatrists,  psycholo 
gists,  .social  w'orkers,  mental  health  clinics, 
family  service  agencies,  school  psychological 
services,  and  so  on.  The  search  for  a qualified 
person  might  begin  with  a family  physician  or 
pediatrician,  your  minister,  or  a local  hospital 
or  medical  society. 

“The  minimum  requirement  for  successful 
treatment,’’  they  stress,  “is  that  the  parents 
respect  the  therapist  enough  so  that  they  will 
not  consciously  or  unconsciously  undermine 
the  treatment.’’  When  treatment  itself  begins, 
explain  to  the  child  that  the  therapist  is  the 
person  to  whom  he  can  tell  his  worries  and  he 
will  try  to  help  him. 

Sometimes,  of  course,  parents  may  have  wor- 
ried needlessly.  They  may  learn,  after  the 
initial  interview,  that  the  problems  “are  well 
within  the  range  of  normal  behavior.’’ 
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North  and  South, 
East  and  West, 
Young  and  Old, 
Rich  and  Poor, 

Jew  and  Gentile, 
Black  and  White 
and  Brown 
and  Yellow 
and  Red, 

This  town, 
this  city, 
this  state, 
this  country 
bleeds  a little 
every  day. 

Open  your  heart. 
Empty  your  hands. 
And  roll  up  your 
sleeves.  With 
The  American 
Red  Cross. 


As  a short  acting  anesthesia  with  rapid  onset,  keta- 
mine hydrochloride  offers  distinct  advantages. 


Ketalar® — A New, 

Short  Acting  Anesthesia 


Henry  A.  Connolly,  Jr.,  M.D. /Summit* 

This  is  a report  on  the  new  anesthesia 
Ketalar®  (ketamine  hydrochloride)  which, 
on  February  19,  1970,  was  approved  and  re- 
leased by  the  F.D.A.  These  observations  fol- 
lowed an  official  study  of  100  cases  Avhere 
Ketalar®  was  used  as  the  anesthetic  agent. 
The  age  range  covered  by  this  investigation 
was  from  a 5 week  old  infant  to  an  88  year 
old  man.  Besides  acquainting  the  general 
medical  community  with  the  anesthetic  effect 
of  Ketalar®  it  is  also  the  purpose  of  this  paper 
to  indicate  some  of  the  important  areas  in 
anesthesia  practice  where  it  is  useful. 

From  my  experience,  pediatric  anesthesia  will 
benefit  the  most  from  this  new  anesthetic, 
the  main  reasons  being  safetv  as  well  as  sim- 
plicity of  administration  with  rapid  onset  of 
analgesia. 

Ketalar®  is  a white  crystalline  solid,  melting 
at  259°  C.  It  is  soluble  in  water  to  a 20  per 
cent  clear  colorless  solution.  A 10  per  cent 
aqueous  solution  of  ketamine  hydrochloride 
has  a 3.5  pH  and  the  base  component  is  87  per 
cent  of  the  salt.f  Ketamine  hydrochloride  is 
2-  (0-chlorophenyl)-2-  (methylamino)  cyclo- 
hexanone hydrochloride. 

Ketalar®  is  a cataleptic  analgesic  with  a safe 
and  wide  dosage  range  for  general  anesthesia. 
Administered  intravenously  or  intramuscu- 
larly, the  drug  has  a rapid  onset  and  a short 
duration  of  action.  There  is  practically  no 
suppression  of  respiration  and  in  some  in- 
stances respirations  have  been  stimulated 
The  ainvay  remains  patent  since  the  pharyn- 
geal reflex  is  enhanced.  Blood  pressure  is 


slightly  elevated  by  the  apparent  effect  of 
Ketalar®  on  the  central  cardiovascular  regu- 
latory mechanisms.  This  anesthesia  should  be 
avoided  in  any  patient  with  hypertension  or 
cerebral  vascular  disease. 

The  drug  is  quickly  metabolized  in  the  body. 
Very  little  unchanged  Ketalar®  is  excreted 
in  the  urine.  Normal  liver  and  kidney  func- 
tion is  maintained  whether  this  drug  is 
administered  singly  or  repeatedly  over  a long 
period  of  time.  Intravenous  administration 
of  Ketalar®  with  the  dosage  of  one  milligram 
per  pound  produces  surgical  anesthesia  with- 
in 30  seconds.  The  anesthetic  effect  lasts 
about  ten  minutes.  Additional  small  amounts 
of  the  drug  may  be  administered  intrave- 
nously to  maintain  anesthesia  as  required.  The 
intramuscular  route  has  a dosage  range  of 
five  milligrams  per  pound  and  can  be  used 
where  there  is  difficulty  in  finding  a suitable 
vein.  \Vhen  Ketalar®  is  given  intramuscularly, 
surgical  anesthesia  sets  in  alxntt  three  minutes 
following  the  injection,  and  lasts  about 
twenty  minutes.  Atropine,  scopolamine  or 
other  drying  agent  should  be  pre-operatively 
given,  and  at  the  normal  interval  (30  to  45 
minutes)  prior  to  induction. 

In  this  study,  infants  and  small  children  were 
held  tenderly  and  protectively  in  the  arms  of 
the  nurse  during  the  Ketalar®  induction 
phase.  These  children  all  received  Ketalar® 
by  intramuscular  injection.  Drowsiness  began 


*»r.  Connolly  is  the  Chief  of  Anesthesia,  Overlook 
Hospital,  Summit,  New  Jersey.  This  study  was  sup- 
ported in  part  by  a grant  from  Parke  Davis  Co.  official 
investigation  #Cl  581-143. 

tC:orssen,  G.  and  Domino.  E.  F.:  .Anesthesia  and  .Anal- 
gesia, 45:29  (January-February  DKifi) 
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in  a iniiuile  or  I'.vo.  I'lic  phase  of  surgical 
anestliesia  was  reached  in  about  tlnee  min- 
utes. None  of  the  children  investigated  here 
had  any  complications  either  during  anes- 
thesia or  during  recovery.  Awakening  was 
calm  and  gentle. 

Ketalar®'  is  best  used  lor  short  procedures. 
Howev'er,  no  problems  have  been  experienced 
following  its  use  in  j)rocedures  lasting  several 
hours,  or  in  repeated  anesthesias.  As  an  in- 
duction agent  it  is  compatible  with  any  of 
the  commonly  used  general  anesthetics.  Nar- 
cotics and  barbiturates  are  potentiated  by 
Ketalar?  and  may  prolong  the  recovery  time. 

For  this  study  it  was  used  as  a general  anes- 
thetic in  the  followitig  proc  edures:  skin  grafts, 
dental  extractions,  sigmoidoscoj)y,  rectal  sur- 
gerv',  ‘change  of  painful  dressings,  breast 
biopsy,  pyloric  stenosis,  closed  rednetion  of 
fractures,  circumcisions,  apjienclectomy,  hys- 
terectomy, hernia  repair,  eye  surgery  and 
mauv  others.  There  is  poor  muscidar  relaxa- 


tion with  Ketalar®  alone.  It  should  be  suj> 
plemented  with  other  anesthetics  fcji  deej) 
abdominal  surgery. 

During  recovery  from  anesthesia,  an  occa- 
sional adult  patient  may  go  through  a phase 
of  dreaming  accompanied  by  confusion  and 
irrational  behavior.  This  is  easily  controlled 
by  avoidance  of  tactile  or  verbal  stimulation 
or,  if  necessary,  sedation  with  a short  acting 
barbiturate. 

Conclusion 

Ketalar®  is  a short  acting  anesthesia  with  a 
rapid  onset  of  action  and  may  be  given  intra- 
muscularly or  intravenously.  It  is  compatible 
with  all  commonly  used  general  anesthetics, 
so  that  it  can  be  used  as  an  induction  agent. 
The  only  undesirable  characteristics  of  this 
drug  (which  may  occur  in  adults)  is  elevated 
blood  pressure  and  pulse  rate  and  emergence 
reactions.  Because  of  its  simplicity  and  safety, 
Ketalar®  apjiears  to  be  an  excellent  pediatric 
anesthesia. 


159  Mountain  Avenue 


Medicare  And  Pre-Admission  Testing 


Proposed  amendmenis  to  Medicare  regula- 
tions would  tend  to  shorten  hospital  stays  by 
providing  payment  for  preadmission  diagnos- 
tic testing  procedures.  This  will,  in  effect, 
extend  the  amount  of  time  during  which  out- 
patient diagnostic  services  would  be  consid- 
ered inpatient  hospital  services  and  thus  re- 
imbursable under  the  hospital  insurance  part 
of  Medicare.  The  days  on  which  the  tests  are 
made  would  7iot  be  counted  against  the  num- 
ber of  days  of  hospitali/ation  for  which  the 
beneficiary  is  eligible  for  payment.  The 
beneficiary  woidd  also  be  relieved  of  the  20 
per  cent  coinsurance  expense  which  he  must 
now  pay  for  outpatient  diagtiostic  tests.  And 
the  hospital  would  not  be  required — as  it  is 
now — to  prepare  separate  billing  forms  for 
inpatient  hospital  services  and  diagnostic  tests 


of  this  type.  Under  present  regulations,  such 
services  are  reimbursable  only  if  the  benefici- 
ary is  admitted  to  the  same  hospital  before 
midnight  of  the  day  following  the  day  he 
received  the  services. 

Under  the  proposed  regulations,  the  testing 
would  be  considered  inpatient  hospital  ser- 
vices if  the  beneficiary  is  admitted  to  the 
same  hospital  within  seven  days  after  the  day 
the  last  test  was  given. 

Among  other  requirements  the  tests  must  be 
given  by  order  of  the  beneficiary's  physician 
and  must  be  necessary  after  admission  if  they 
had  not  been  given  on  an  outpatient  basis. 
They  must,  in  addition,  be  medically  valid  at 
the  time  of  hospital  admission. 
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rhere’s  a soup 


PROTEIN  CONTENT  / l oz  serving* 


Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen) 

7.6 

Beet 

8.0 

Hot  Dog  Bean 

8.4 

Chicken  Broth 

5.5 

Pepper  Pot 

6.1 

Chicken  'N  Dumplings 

5.8 

Split  Pea  with  Ham 

10.2 

Chili  Beef 

6.2 

Vegetable  Beef 

5.0 

Green  Pea 

6.9 

Vegetable  with  Beef  (Frozen) 

5.4 

When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 

• From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


for  almost  every  patient  and  diet 
..for  every  meal 
and,  it’s  made  by 


A distinctive  combination  containing  1 mg.  of  ethynodiol  diacetate,  '•  - 
Searle's  unique  progestin  with  an  unmatched  record  of 

acceptance  in  or^  contraception,  and  50  meg.  of  ethinyl  estradiol 
The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
all  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


/ n 


<^Jre8^oice 


in  oral  contraception  ^ 

^emluleri 

£ac/i  tablet  contains  1 mg  ethynodhl  diacetate  1 50  meg  ^hinyl  estradiol 


Actions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Rep>orted  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

/ndicafion— Demulen  is  indicated  for  oral  con- 
traception. 

Confraindicafions — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain^  leading  to  this  conclusion,  and  one^  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll*'5  was  about  sevenfold,  while  Sartwell  and 
associates*  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration. and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives — A statistically  significant 
association  has  been  demonstrated  between  use 
of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
^ edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  refx>rted  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted:  anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache. nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13  : 
267-279  (May). 1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey.  M.  P.,  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E.  : Thromboembolism  and  Oral  Con- 
traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969.  0A4 


SEARLE 


Where  “The  Pill”  Began 

G.  D.  Searle  & Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G. Lgas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 
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Once  more  a requiem  on  marriage— this  time,  1970. 


The  Sociologic 
Aspects  Of  Marriage* 


James  L.  Mathis,  M.D. /Richmond,  Va. 

The  pairing  of  males  and  females  in  a more 
or  less  permanent  arrangement  is  an  ancient 
social  habit  not  restricted  to  liomo  sapiens. 
This  habit  had  already  become  a social  cus- 
tom by  the  datvn  of  man’s  recorded  history. 
However,  marriage  as  a .social  institution  regu- 
lated by  codification  probaltly  is  a relatively 
recent  product  of  Menes  (Naimer),  the  first 
great  leader  of  ancient  F.g)|jt.' 

Mariiage  is  a social  institution  rooted  in  the 
family,  rather  than  the  family  in  marriage. 
After  all,  it  is  primarily  for  the  benefit  of  the 
voting  of  the  family  that  man  and  woman 
continue  to  live  together.  It  is  questionable 
whether  the  benefits  to  the  male  would  have 
Ijeen  sufficient  to  perpetuate  the  institution. 
Species  survival  depends  upon  the  perjtetua- 
tion  of  life  through  offspring.  Sunival  of  a 
culture  depends  upon  the  family  unit  to 
transmit  its  patterns  to  the  young.  I’hus  mar- 
riage is  deptendent  upon  the  family  for  its 
existence,  and  the  family  will  change  as  does 
the  culture  it  exists  to  transmit. 

This  discussion  will  be  confined  to  middle 
class  United  States,  primarily  urban  or  sub- 
urban. A discussion  of  sub-cultural  variations 
is  a task  beyond  the  scope  of  this  paper. 

Marriage  occurs  in  every  known  society,  but 
its  forms  vary  according  to  the  needs  of  that 
scxiety.*  A social  institution  does  not  continue 
to  exist  for  centuries  unless  it  serves  a func- 
tion. .Some  of  its  major  functions  in  our  .so- 
ciety are: 

1.  'the  transmission  of  ailuirc  from  one  generation 
to  another. 


2.  The  physical  anti  emotional  care  of  children. 

3.  The  protection  and  maintenance  of  the  female. 

-4.  The  legalization  of  sexual  lights. 

An  alteration  of  values  means  ati  aheratioti  of 
the  institittioti.  So,  the  sociology  of  marriage, 
like  all  aspects  of  our  lives,  is  changing  with 
increasitig  rapidity.  Historical  facts  may  be 
evident,  bitt  present  data  are  less  certain  and 
future  ])rojections  require  almost  pure  gitess- 
work.  I'he  factors  that  appear  ojterative  at 
this  time  are: 

1.  The  loss  of  the  extended  family. 

2.  The  tendency  toward  unisex:  (a)  redefinition  of 

masculinity  and  femininity;  (b)  sexual  and  economic 
equality  of  the  female;  and  (c)  declining  value  of 
the  role  of  housewife. 

3.  The  devaluation  of  child  raising. 

4.  The  abdication  of  parental  rights  and  responsi- 
bilities. 

а.  The  effects  of  affluence. 

б.  The  changing  attitude  toward  divorce. 

7.  The  mobility  of  family  units. 

The  ititerrelationship  and  overlap  of  these 
factors  will  become  even  more  evidetit  as  we 
discuss  them. 

1.  The  loss  of  the  extended  family:  The 
nuclear  family  of  father,  mother,  and  children 
now  exists  in  place  of  the  extended  family  of 
the  past.  Economic  advancement  and  indus- 

• Read  before  the  Section  on  Psychiatry  and  Neur- 
olg)',  204th  Annual  Meeting,  The  Medical  Society  of 
New  Jersey,  Atlantic  City,  May  17,  1970.  At  that  time 
Dr.  Mathis  was  associate  professor  of  Psychiatry  at 
Rutgers  Medical  School,  Neyv  Brunswick,  New  jersey; 
he  is  now  professor  and  chairman  of  the  Department 
of  Psychiatry  at  the  Medical  College  of  Virginia,  Rich- 
mond, Virginia. 
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U'ialization  have  destroyed  the  extended 
family  living  in  a circumscribed  area  and 
consisting  of  parents,  siblings,  grandparents, 
aunts,  uncles,  cousins,  and  so  forth.  Much  of 
the  guiding  and  supporting  inlluence  of  the 
relatives  is  no  longer  present.  This  forces  the 
nuclear  family  members  into  complete  de- 
jjendence  upon  and  in  continual  contact  with 
each  other.  Emotional  crises  are  intensified 
and  confined  to  this  small  unit,  and  those 
which  cannot  be  resolved  in  this  context  must 
be  parceled  out  to  impersonal  and  frequently 
overloaded  social  agencies.  Family  members 
have  no  middle  ground  for  working  out  the 
vicissitudes  of  living  together;  they  must 
either  go  it  alone  or  turn  it  over  to  outside 
arbitrators  who,  however  well  intentioned,  are 
limited  in  inlluence. 

2.  The  tendency  toward  iniisex:  The  distinct 
polarization  of  the  sexes  is  now  history.  Sev- 
eral factors  may  be  operative  in  the  tendency 
toward  unisex.  Three  are; 

a.  The  redefmitinn  of  masculinity  and  femi- 
ninity— The  day  of  the  subsistence  society  is 
gone.  The  great  need  for  bratvn  and  endur- 
ance is  historic  and  even  that  is  being  de- 
valued. ’iVhatever  horizons  are  to  be  con- 
quered now  demand  brains  and  intellectual 
activity;  not  muscle.  The  masculine  role  no 
longer  contrasts  with  the  feminine,  but  rather 
complements  it  or  runs  neutrally  by  its  side. 
Masculinity  is  a concept  which  a society  de- 
fines according  to  its  needs,  and  it  is  not, 
therefore,  stable.® 

h.  Sexual  and  economic  equality  of  the  fejnale 
— Modern  woman  has  been  told  what  many 
already  knew;  that  sex  can  be  fun  for  her  too. 
The  age  of  the  female  orgasm  without  moral 
overtones  coincided  with  the  new  era  of  free- 
dom from  fear  of  pregnancy.  A sexual  evolu- 
tion which  began  in  World  AVar  I has  reached 
a point  Avhere  sex  can  lie  talked  about  openly, 
and  in  the  process,  sexual  intercourse  may 
have  become  less  a thing  of  passion  than  an 
act  of  play.  The  male  always  has  allowed  him- 
self sex  purely  for  momentary  entertainment, 
but  he  until  recently  has  denied  this  right  to 
the  female  for  many  complicated  reasons. 
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Sexual  equality  goes  hand  in  hand  with  eco- 
nomic equality.  Only  when  the  female  can 
afford  indepiendence  can  she  make  any  de- 
mands in  her  own  right,  sexual  or  otherwise. 
Modern  standards  frequently  require  ttvo  in- 
comes because  of  the  snowballing  effect  of 
increasingly  available  material  goods.  Today 
over  three-fifths  of  married  tvomen  contribute 
to  the  family  income  and  one-third  of  all 
workers  are  female.® 

c.  Declining  xmlue  of  the  role  of  housewife — 
Simultaneously,  the  social  value  of  being  a 
housewife  has  declined.  It  is  referred  to  as 
“only  a housewife”  or  “just  a housewife”  in 
order  to  devalue  the  designation.  In  effect, 
this  mirrors  the  devaluation  of  the  family. 
The  Av'oman  who  lacks  complete  security  in 
her  own  right  may  find  self-esteem  difficult  to 
maintain  unless  she  can  identify  herself  with 
some  outside  agency,  job,  or  profession.  Her 
energies  will  no  longer  be  focused  on  the 
husband,  children,  and  the  home,  but  will  be 
divided  with  the  “other  life.” 

5.  Devaluation  of  child  rearing:  Evolution 

may  have  little  concern  for  a single  species,  or 
it  may  simply  ha\e  played  a monstrous  joke 
on  man.  At  any  rate,  the  ^'er^■  drive  toward 
reproduction  which  insures  species  sunival 
may  well  have  determined  man’s  destruction. 
Over-popidation  with  its  sequelae  is  the  great- 
est threat  facing  mankind  today.  The  grooving 
awareness  of  this  has  re\  ersed  the  previous 
social  attitude  toward  the  family.  Large  num- 
bers of  children  are  no  longer  vietved  with 
pride,  but  are  realistically  seen  as  a social  evil. 
Even  within  the  family,  children  are  no  longer 
the  tangible  assets  they  once  were  in  rural 
settings.  Inflation  and  urban  living  have  made 
them  a costly  coTumodity  with  decreasing 
positive  returns. 

4.  The  abdication  of  parental  rights  and  re- 
sponsibilities: The  loss  of  the  extended  family 
has  forced  tlie  nuclear  family  to  turn  to  the 
outside  for  help  with  its  internal  problems. 
The  post-war  concepts  of  equality,  freedom, 
and  permissiveness  became  confused  with 
rights,  duties,  and  responsibilities,  .\uthority 
became  a word  ranking  between  bad  and 
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obscene.  Concern  with  immediate  feelings 
became  over-emphasized,  and  child  rearing 
took  on  the  complexities  of  nuclear  physics. 
Parents  became  afraid  of  their  children,  un- 
sure of  their  own  ideas  and  attitudes,  and 
began  to  abdicate  the  family  responsibility 
and  turn  it  over  to  third  parties — usually  im- 
personal agencies.  The  idea  of  two  people 
working  together  to  raise  the  family  according 
to  their  own  standards  and  values  became 
passe.  The  family  role  of  culture  bearer  began 
receding  into  histor)'. 

5.  The  effects  of  affluence:  Hermann’s  formula 
is  "the  number  of  marriages  in  any  period 
expresses  the  expectations  of  the  economic 
prosperity  prevailing  at  that  time.”  Modern 
marriages  reflect  this  in  the  decreasing  age  of 
marriage  among  the  middle  classes.  Simul- 
taneously, more  people  are  seeking  advanced 
degrees  as  the  value  of  the  simple  college  edu- 
cation declines,  thereby  prolonging  the  de- 
pendency period.  Approximately  50  per  cent 
of  these  late  adolescent  marriages  fail  be- 
fore the  fifth  year.^  Early  marriage  also  in- 
creases the  possibility  of  producing  larger 
numbers  of  children,  an  undesirable  side 
effect.® 

Affluence  also  has  made  possil)le  the  sj)read  of 
family  energies  and  commitments.  Leisure 
time  no  longer  is  spent  in  the  home,  and  when 
it  is,  objects  and  things  have  replaced  inter- 
personal relations. 

6.  The  changing  attitudes  toieard  dworce:  A 
short  while  ago  divorce  was  a disgrace  for  all 
except  the  two  extremes  of  the  socio-economic 
classes.  Marriage  was  a distinct  part  of  the 
moral  value  system  and  was  considered  part  of 
the  religious  aspect  of  the  family  and  com- 
munity. It  rapidly  has  become  more  purely  a 
legal  contract  for  the  protection  of  property 
rights  and  individual  freedoms.  The  religious 
rituals  remain  as  matters  of  form,  but  the  con- 
tent is  virtually  without  meaning. 

7.  The  increasing  family  mobility:  Mobility 
undreamed  of  a few  decades  ago  now  occurs 


on  ttvo  planes.  Geographic  mobility  is  a neces- 
sity in  rapidly  growing  industrial  societies, 
and  uptvard  socio-economic  mobility  is  the 
great  .American  dream  for  which  all  else  can 
be  reasonably  sacrificed.  Today  it  is  even  more 
than  a dream,  it  is  a right.  The  nuclear 
family  does  not  take  root  deeply  in  a com- 
munity in  which  its  ties  are  purely  economic. 
The  upward  social  mobility  is  not  directed 
toward  an  end,  but  rather  has  become  a goal 
in  itself. 

The  consequences  of  all  these  changes  cannot 
be  predicted  because  they  are  dynamic  and 
still  in  process.  Marriage  as  a social  institu- 
tion must  continue  to  change,  because  the 
family  is  in  this  dynamic  relationship  Avith  a 
culture  which  is  changing  at  almost  revolu- 
tionary pace.  The  family  as  a transmitter  of 
culture  may  be  on  its  way  to  extinction. 
Schools  and  governmental  agencies  are  taking 
greater  and  greater  responsibility  for  this  func- 
tion. If  this  is  true  (and  it  is  considered  with 
the  fact  that  smaller  and  smaller  family  units 
must  occur),  then  these  nvo  factors  may  indi- 
cate increasingly  less  need  for  a stable  institu- 
tion of  maiTiage.  Children  mav  be  cared  for 
physically  and  emotionally  by  third  party  pro- 
fessionals, although  this  seems  less  than  opti- 
mal. Sexual  freedoms  may  soon  be  accepted  in 
a manner  that  no  longer  requires  legalization 
via  ceremony.  Equal  rights  of  the  female  in 
the  economic  world  now  make  her  capable  of 
caring  for  herself.  There  are  then,  some  indi- 
cations that  the  functions  served  by  the  insti- 
tution of  marriage  as  we  know  it  are  no  longer 
valued  by  our  society.  .An  institution  not  serv- 
ing a function  must  be  discarded  or  altered 
radically. 

The  medical  profession  and  its  ancillary 
branches  tvill  become  more  and  more  involved 
because  a system  in  the  process  of  change  is 
more  vulnerable  to  stress.  Rapid  and  radical 
change  always  catches  many  people  with  one 
foot  in  each  of  two  eras.  These  stresses  will 
produce  problems  which  tvill  be  presented  to 
outside  agencies  for  solution,  and  one  of  the.se 
agencies  is  ilie  physician.  .Another  reason  for 
medical  invohement  is  that  marital  difficulties 
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frequently  present  as  sexual  problems  or  so- 
matic difficulties  with  sexual  overtones.  All 
generalities  are  suspect,  including  all  of  these, 
but  a good  rule  of  thumb  is  that  sexual  prob- 
lems in  marriage  (excluding  the  overt  pa- 
thologies) are  symptonrs  of  marital  difficulties 
rather  than  entities  in  themselves.  Competent 
diagnosis  and  proper  guidance  requires  an 
understanding  of  what  is  going  on  in  current 
social  institutions. 

Purely  personal  factors  also  enter  the  picture 
in  that  physicians  are  middle  class  members 
of  society,  usually  married,  and  usually  with 
children.  They,  therefore,  have  a dual  interest 


in  the  process  which  influences  both  their  pro- 
fessional and  private  lives. 
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Dying  Of  Rescue  Efforts 


The  Employers  Insurance  Company  of  'W'^au- 
sau,  in  a recent  bulletin,  comments  that, 
“Dying  on  the  way  to  a hospital  is  the  vdti- 
mate  insult,  isn’t  it?  When  vou  survive  an 
accident,  you’d  also  like  to  be  allowed  to 
survive  the  aid  of  your  rescuers.  But  last  year 
20,000  people  made  it  only  over  the  first 
hurdle.  Tlie  second  was  too  much  for  them. 
Thev  became  victims  of  double  jeopardy. 

“They  died  (and  another  25,000  were  per- 
manently disabled)  because  they  were  lifted 
wlien  they  should  have  been  left  alone,  or 
because  they  weren’t  treated  for  shock  or 
didn’t  get  enough  oxygen  or  ran  out  of  blood 
on  the  way  to  the  hospital. 

“In  many  states  a hairdresser  is  required  to 
Iiave  more  training  than  an  ambulance  attend- 
ant. Only  18  of  our  50  states  regulate  ambu- 
lance personnel  training  at  all. 


“Death  and  maiming  by  double  jeopardy  is  a 
community  problem.  Its  remedy  begins  with 
an  awareness  by  community  leaders  of  the 
need  for  trained  personnel,  improved  equip- 
ment and  communications.’’ 

The  “remedy”  is  now  being  advanced  by  a 
vigorous  program  conducted  jointly  by  the 
.A.MA  and  the  Junior  Chamber  of  Commerce. 
Dr.  Irvin  E.  Hendrv'son,  Vice-Chairman  of 
the  AM.\  Board  of  Trustees,  and  Chairman 
of  the  AM.\  Commission  on  Emergency  Medi- 
cal Service,  explained  that,  “We  believe  that 
the  Jaycees,  with  a manpower  resource  of 
325,000  young  men  across  this  country  can 
become  the  effective  community  catalysts  in 
bringing  to  the  attention  of  the  public  the 
need  for  standardized  emergency  vehicle 
equipment,  properly  trained  medical  attend- 
ants, and  a better  communications  system  be- 
tween emergency  vehicles  and  hospitals. 
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Trustees'  Minutes 

November  15,  1970 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  November  15,  1970,  at  the  Execu- 
tive Olhces  in  Trenton.  Detailed  minutes  are 
on  file  with  the  secretary  of  your  county  medi- 
cal society.  A summary  of  the  significant 
actions  follows: 

Symposium — ‘‘The  Physician’s  Assistant”  . . . 
-Agreed  to  join  the  -Academy  of  Medicine  in 
sponsoring  a symposium  on  “The  Physician’s 
-Assistant’’ — to  explore  and  make  suggestions 
to  relieve  the  man[x)wer  shortage  in  the 
health  field  in  New  Jersey- 

Liability  of  Hospitals  and  Blood  Banks  Fur- 
nishing Blood  or  Other  Human  Tissue  . . . 
Received  the  following  report  of  Legal  Coun- 
sel concerning  the  accountability  of  hospitals 
and  blood  banks  furnishing  blood  and  othei 
human  tissue:  (1  his  report  had  been  jjre- 

pared  in  compliance  with  a request  from  the 
Board  of  I rustees,  after  it  was  learned  that  a 
recent  decision  ot  the  Illinois  Supreme  Cour 
had  declared  that  both  hospitals  and  liloou 
banks  are  “strictly  liable’’  to  patients  whe, 
contract  transfusion-induced  hepatitis,  evei- 
without  proof  of  negligence.) 

.Accountability  of  Hospitals  and  Blood  Banks 
Furnishing  Blood  or  Other  Human  Tissue 

1.  Case  law  in  New  Jersey  is  unclear  on  the  issue  of 
whether  a commercial  blolxl  bank  or  hospital  may  be 
held  accountable  on  the  basis  of  implied  warranty  or 
strict  liability  in  tort  where  the  furnishing  of  blood 
or  other  human  tissue  results  in  consequential  injury. 

2.  This  issue  has  been  considered  in  the  recent  cases  of 
Jackson  vs.  Muhlenberg  Hospital  (96  N.J.  .Super  314— 
l.aw  Div.  1967—53  N.J.  138— 1969— Supreme  Court)  and 
Baptista  vs.  Saint  Barnabas  Medical  Center  (109  N.J. 
217  Super  Crt,  Appellate  Div.)  . In  each  case  the  court 
elected  to  rely  upon  the  principles  of  negligence  rather 
than  upon  the  doctrine  of  implied  warranty  or  strict 
liability  in  tort.  The  dissenting  opinion  in  the  Baptista 
case  stresses  the  steady  progress  of  the  law  toward 
implied  warranty  and  strict  liability  in  tort.  1 suspect 
the  pendulum  will  swing  to  the  dissenting  opinion 
views  unless  stayed  by  statute  to  the  contrary. 


3.  In  the  case  of  Jackson  vs.  Muhlenberg  Hospital,  the 
plaintiff  contended  she  had  contracted  hepatitis  at- 
tributable to  blood  transfusions  and  based  her  com- 
plaint against  the  hospital  and  blood  bank  on  negli- 
gence, express  and  implied  warranty.  The  trial  court 
held  the  presence  of  hepatitis  virus  in  the  blood  fur- 
nished did  not  give  rise  to  any  cause  of  action  sounding 
in  implied  warranty  or  strict  liability  in  tort.  The  Law- 
Division  of  the  Superior  Court  held  that  the  transac- 
tion was  a “sale"  and  that  the  supplying  blood  bank 
and  hospital  should  be  held  liable  for  the  harm  caused 
by  the  defective  product  or  blood  they  “sold.”  On 
appeal  to  the  Supreme  Court,  the  plaintiff  abandoned 
that  part  of  her  complaint  based  on  negligence  and 
relied  solely  upon  the  doctrine  of  implied  warranty 
and  strict  liability  in  tort.  The  Supreme  Court  evaded 
this  issue  by  reinstating  the  negligence  count  in  the 
complaint  and  remanding  the  case  to  the  trial  court  for 
further  hearings. 

4.  In  the  case  of  Baptista  vs.  Saint  Barnabas  Medical 
Center,  the  Superior  Court,  Appellate  Division,  referred 
favorably  to  the  Jackson  case  and  on  the  complaint  of 
injury  caused  by  transfusion  of  incompatible  blood 
held  in  the  absence  of  proof  of  negligence  there  was 
no  liability  for  death  of  a patient  on  the  grounds  of 
implied  warranty  or  strict  liability  in  tort.  The  dis- 
senting opinion  of  this  case  stresses  the  steady  progress 
of  the  law  toward  implied  warranty  and  strict  liability- 
in  tort. 

5.  Legislation  introduced  by  Senators  Wallwork,  Mat- 
turi,  Guilliano,  DelTufo  and  Dowd  in  196S,  known  as 
S-334,  would  have  resolved  the  problem  by  amending 
the  I’niform  Commercial  Code  to  provide  that  implied 
warranties  of  merchantability  and  fitness  (liability 
without  fault)  shall  not  be  applicable  to  a contract  for 
the  sale  of  human  blood,  blcxKl  plasma,  or  other  tissue 
or  organs  but  shall  be  considered  as  medical  services. 
This  bill  advanced  to  second  reading  in  the  .Assembly- 
hut  did  not  pass.  This  year  the  same  bill,  known  as 
S-752,  has  been  iirtrodiiced  by  the  same  sponsors.  Since 
its  introduction  this  bill  has  not  been  released  from 
committee.  The  Medical  Society  of  New  Jersey  is  giving 
this  bill  active  support  and  urges  all  concerned  with 
this  problem  to  take  appropriate  action  to  enhance 
its  passage. 

Arbitration  of  Medical  Malpractice  Claims 
. . . Authorized  Legal  Counsel  to  investigate 
with  -American  .Arbitration  .Association  offi- 
cials the  feasibility  of  arbitration  agreements 
in  maljjractice  claims  in  New  Jersey. 

Council  on  Legislation  . . . Took  the  follow- 
ing actions  on  the  report  of  October  22  meet- 
ing of  the  Council  on  Legislation: 

1.  Voted  to  sustain  the  previous  action  of  dis- 
approval of  S-838  (to  provide  that  any  M.D. 
employee  of  a licensed  hospital  may  perform 
emergency  medical  service  under  the  super- 
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vision  of  a licensed  physician)  and  of  A-929 
(to  permit  noncitizens  to  be  registered  as  phy- 
sical therapists) — Council  had  referred  both 
back  to  the  Board  for  reconsideration. 

2.  Approved,  as  amended,  Council’s  recom- 
mended position  on  bills  of  medical  import: 

S-896  —To  appropriate  $100,000  to  the  Department  of 
Health  for  administration  of  renal  disease  pro- 
gram. APPROVED 

S-913  —To  provide  that  any  person  18  years  of  age  or 
over  can  donate  blood  in  any  voluntary  and 
non-compensatory  program  without  obtaining 
parental  permission.  APPROVED 

S-949  —To  provide  that  a standard  serological  test  for 
syphilis  shall  be  a test  approved  by  the  De- 
partment of  Health  and  shall  be  made  at 
approved  laboratories;  to  permit  such  labora- 
tory tests  to  be  made  free  of  charge  by  the 
Department  of  Health.  DISAPPROVED,  on 
the  grounds  that  the  bill  would  impose  an 
economic  hardship  on  the  people  of  New  Jer- 
sey. The  test  is  mandated  by  state  law  and 
therefore  the  cost  thereof  should  be  borne  by 
the  State  of  New  Jersey. 

Note:  The  Board  directed  that  this  bill  be  referred 
back  to  Council  with  the  recommendation  that 
the  position  be  changed  to  approved. 

S-931  —To  provide  for  the  licensing  of  medical  care 
facilities  and  to  transfer  certain  powers  and 
duties  from  the  Department  of  Institutions 
and  Agencies  to  the  Department  of  Health. 
DISAPPROVED,  because  of  our  position  of 
-Approval  of  A- 1203,  but  also  because  of  Sec- 
tion 16  which  would  empower  Hospital  Service 
Corporations  to  enter  into  contracts  for  the 
rendering  of  Medical-Care  Services  which 
should  be  restricted  to  Medical  Service  Cor- 
porations. 

S-956  —To  abolish  the  State  Board  of  Control  of 
Institutions  and  Agencies  and  transfer  its 
functions,  powers  and  duties  to  the  Depart- 
ment of  Institutions  and  Agencies  and  to  create 
therein  a State  Advisory  Council.  DISAP- 
PROVED, because  there  is  no  evidence  that  a 
change  in  the  organizational  structure  would 
result  in  the  improvement  of  the  operational 
functions  of  the  present  system. 

S-960  —To  appropriate  .$75,000  to  the  Department  of 
Health  for  purchase  of  therapeutic  and  edu- 
cational materials  for  distribution  for  the 
treatment  of  venereal  disease.  APPROVED. 

S 977  —To  provide  a supplementary  appropriation  of 
$1,629,871  for  the  New  Jersey  College  of  Medi- 
cine and  Dentistrv  for  the  fiscal  year  ending 
June  31,  1971.  APINWVED 

-A-1135— To  provide  for  penalties  concerning  selling, 
dispensing  or  giving  away  of  marijuana  and 
other  narcotic  (Iriigs.  NO  ACTION  in  view  of 
enactment  of  S-851. 

,\-1163— To  empower  the  board  of  trustees  of  the  New 
Jersey  College  of  Medicine  and  Dentistry  to 


acquire  the  Newark  Citv  Hospital.  AP- 
PROVED 

A-1184— To  appropriate  $100,000  to  the  Department  of 
Education  for  teacher  training  projects,  com- 
munity drug  education  programs  and  for  mo- 
bile classrooms  for  drug  education  programs. 
APPROVED  LAW,  CHAPTER  228. 

A-1186— To  abolish  the  requirement  that  the  driver  of 
a motor  vehicle  must  give  an  audible  warning 
by  horn  before  passing  another  vehicle  pro- 
ceeding in  the  same  direction.  APPROVED 

.\-1198— To  regulate  the  sale  of  non-prescription  drugs 
containing  ethyl  alcohol,  dextromethorphan, 
phenobarbital,  etc.  APPROVED 

A-1203— This  bill  would  transfer  all  powers,  duties  and 
respon.sibilities  of  the  State  Board  of  Control, 
the  Hospital  Licensing  Board,  the  Commis- 
sioner of  Institutions  and  .Agencies,  and  the 
Department  of  Institutions  and  .Agencies  re- 
lated to  medical  care  facilities  to  the  State 
Department  of  Health.  (Substitute  for  A-941) 
APPROVED 

Note:  The  Board  deferred  action  and  directed  that  the 
bill  be  returned  to  Council  for  reconsideration 
in  view  of  an  article  in  the  November  15  issue 
of  the  Neiuark  Star  Ledger. 

A- 1207— To  require  approval,  inspection  and  regulation 
of  narcotic  treatment  centers  by  the  Commis- 
sioner of  Health.  APPROVED 

A-1211— To  establish  a state  wide  system  of  Drug  .Abuse 
Treatment  and  Counseling  Clinics  under  the 
direction  of  the  Commissioner  of  Health. 
APPROVED 

A-1213— Requires  the  written  consent  of  a parent  or 
guardian  of  a pupil,  and  of  a physician  of  the 
parent’s  or  guardian’s  choice,  prior  to  the 
administration  to  a pupil  by  public  school 
authorities  of  any  drug  or  medication  for 
experimental  purposes  or  for  stimulating  the 
learning  process.  APPROVED 

.A-1216— To  direct  the  Commissioner  of  Health  to 
combat  lead  poisoning  in  children  and  to 
appropriate  $100,000.  NO  .4CTION  in  view  of 
position  taken  on  .A-1295. 

.A-1219— To  appropriate  $240,000  to  the  Department  of 
Education  for  additional  expenses  incurred  in 
the  operation  of  drug  education  programs  in 
secondary  schools,  for  implementation  of 
teacher  training  programs  and  acquisition  of 
audio-visual  equipment.  APPROVED  I..AW, 
CHAP  EER  229. 

.A-1236— To  authorize  the  Commissioner  of  Health  to 
provide  for  the  care  and  treatment  of  drug 
addicts  by  public  and  private  facilities,  in- 
cluding out-patient  care  and  rehabilitation 
treatment  and  to  appropriate  5300,000.  AP- 
PROVED 

.A-1252— To  add  the  Commissioner  of  Health  to  the 
Board  of  Trustees  of  the  College  of  Medicine 
and  Dentistry  of  New  Jersey.  APPROVED 

A-1258- To  provide  that  no  person  shall  be  fitted  with 
footwear  while  barefexit  and  to  provide  that 
anyone  who  violates  this  act  shall  be  a dis- 
orderly person.  NO  ACTION 
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A-1260— To  provide  that  no  person  shall  distribute, 
sell  or  deliver  any  eye  glasses  or  sun  glasses 
unless  they  are  fitted  with  heat-treated  glass 
lenses,  plastic  lenses  or  laminated  lenses  and 
capable  of  withstanding  an  impact  test  of  a 
steel  ball  dropped  fifty  inches  and  to  pro- 
vide that  no  person  may  fabricate,  sell  or  have 
in  his  possession  frames  manufactured  from 
cellulose  nitrate  or  other  highly  flammable 
materials.  DISAPPROVED,  because  Section  3 
of  the  bill  is  much  too  broad  and  might  result 
in  an  undue  economic  burden. 

.\-1271— To  provide  that  the  consent  of  a minor  who 
is  suffering  from  mental  illness  to  provisions 
of  medical  or  mental  health  care  or  services 
shall  be  valid  and  binding.  DISAPPROVED, 
because  the  bill,  as  written,  is  inherently  un- 
sound in  that  it  calls  for  reliable  judgment 
from  an  individual  who  by  definition  is  in- 
capable of  rendering  tbc  same. 

A-1291— To  provide  for  the  regulation  of  mass  gather- 
ings and  for  the  establishment  in  the  State 
Department  of  Health  of  a Mass  Gathering 
Review  Board.  APPROVED 

.■\-1295— To  provide  that  no  person  shall  apply  lead 
paint  to  toys,  furniture  or  the  interior  surfaces 
of  any  dwelling,  dwelling  unit,  rooming  house, 
rooming  unit  or  facility  occupied  or  used  by- 
children;  to  authorize  the  Commissioner  of 
Health  to  promulgate  rules  and  regfulations 
and  to  institute  legal  action  if  he  finds  that 
any  municipality  is  not  enforcing  provisions 
of  this  act.  APPROVED 

A- 1307— To  provide  for  a New  Jersey  Controlled  Dan- 
gerous Substances  Act.  NO  ACTION,  in  view 
of  the  enactment  of  S-851. 

Council  on  Medical  Services  . . . .\pj3r0vecl 
the  report  of  the  October  21st  meeting  of  the 
Council  on  Medical  Services,  including  the 
following  recommendations; 

1.  That  The  Medical  Society  of  New  Jersey,  through 
its  Board  of  Trustees,  record  itself  as  supporting  the 
.AM.\’s  objections  to  repeal  of  States’  Antisubstitution 
Laws,  and  encourage  the  AMA  to  resist  vigorously  any 
future  attempts  at  repeal.  Also,  that  the  Board  of 
Trustees  convey  its  opinion  to  the  New  Jersey  Pharma- 
ceutical Association. 

2.  That  MSNJ  record  itself  as  opposing  the  Bennett 
.Amendment,  in  support  of  the  AMA’s  stand.  (See  page 
817,  December  1970  issue.  The  Journal,  MSNJ) 

Council  on  Mental  Health  . . . Approved  the 
report  of  the  October  28th  meeting  of  the 
Council  on  Mental  Health,  including  the  fol- 
lowing recommendation: 

That  each  component  medical  society  be  urged  to 
stimulate  the  development  of  facilities  for  the  detec- 
tion and  treatment  of  alcoholism  and  related  condi- 
tions in  cooperation  with  all  medical  and  social 
organizations  that  can  assist  in  such  a program.  That 
the  county  societies  and  the  detection  and  treatment 


facilities  be  urged  to  effect  close  liaison  between  prac- 
ticing physicians  and  the  facilities,  and  that  The  Medi- 
cal Society  of  New  Jersey  recommend  that  each  of  the 
presently  existing  alcoholism  facilities  as  well  as  those 
established  in  the  future  be  placed  under  the  super- 
vision of  a physician  fully  licensed  by  the  State  of 
New  Jersey. 

Council  on  Public  Relations  . . . .Approved 
the  Council’s  recommended  continuing  proj- 
ects for  1970-1971 : 

1.  Publication  and  distribution  of  Junior  Health  Hints; 
tbe  Membership  Newsletter;  and  a Periodical  News- 
letter to  cooperating  agencies  or  individuals,  as  re- 
quired. 

2.  Publication  of  special  news  releases  as  required  in 
furtherance  of  the  Society’s  activities,  including  (a) 
Eye  Health  Screening  Program;  (b)  .Annual  Meeting: 
(c)  Child  Safety  ^Veek;  (d)  Selected  Official  Programs. 

3.  Golden  Aferit  .Awards. 

4.  Information  Center  and  Press  Releases  at  .Annual 
Meeting. 

.5.  Orientation  program  for  new  members  under  spon- 
sorship of  component  societies. 

6.  Encouragement  of  statewide  emergencs-  medical  care 
coverage. 

7.  Encouragement  of  Future  Physicians’  Clubs. 

. . . .Approved  the  following  recommendation 
as  amended: 

That  the  Board  of  Trustees  address  a communication 
to  the  Chairman  of  the  .AM.A  Council  on  Legislation 
requesting  that  copies  of  “Legislative  Roundup,”  a 
weekly  report  on  national  medical  legislation  compiled 
and  issu^  by  the  .AM.A  Council  on  Legislation,  be 
supplied  each  week  by  the  AM.A  Council  on  Legislation 
to  the  chief  of  staff  of  each  of  the  hospitals  of  New 
Jersey  for  posting  on  bulletin  boards.  (Italics  indicate 
amendment  by  the  Board  of  Trustees.) 

Proctosigmoidoscopic  Examinations  under 
Medicare/Medicaid  . . . Directed  that  the  fol- 
lowing reply,  to  a communication  from  the 
Board  of  Trustees,  from  the  .Medical  Director 
of  the  governmental  health  programs  under 
Prudential  Insurance  Company  of  .America  be 
referred  to  the  Council  on  Public  Health: 

“.As  the  Medicare  and  Medicaid  carrier  for  the  State  of 
New  Jersey,  the  Prudential  Insurance  Company  is  in 
complete  agreement  with  the  Council  on  Public  Health 
and  the  Board  of  Trustees  of  MSNJ  'that  proctosig- 
moidoscopic examination  related  to  the  complaint  is 
an  indicated  procedure  for  patients.’  We  might  also 
agree  with  those  who  would  feel  that  it  is  an  indicated 
periodic  e.xamination  even  in  the  absence  of  symptoms, 
however,  there  could  not  be  any  reimbursement  for 
such  a screening  examination  under  the  Medicare 
Program.” 
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The  gas/acid  group  of  disorders 

‘The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patietU  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times 150  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gel 


Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AH'[^OBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


: 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 
Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-eflfects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


(continuous  release  form) 


(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
ess.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 


Contraindications:  Concurrently  with  MAO  inhibitors.  In  potients  hypersensitive  to 
this  drug;  In  emotionally  unstoble  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  sofer  than  the  omphetomlnes,  use  with  greet  caution  In 
patients  with  severe  hypertension  or  severe  cordiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuotlon  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relatively 'low  Incidence.  As  Is  charocteristic  of  sympathomimetic  agents,  it  may 
occoslonolly  cause  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  onxiety. 


ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  Increose  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscu/or  effects  reported  Include  ones  such  os  tachycardia,  precordial  pain, 
arrhythmia,  polpitotion,  ond  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride,-  this  wos  on  Isoloted  experience,  which  has  not  been 
reported  by  others.  A/fergic  phenomeno  reported  Include  such  conditions  as  rash, 
urtlcorlo,  ecchymosis,  and  erythema.  Gostrointest/no/  effects  such  os  diorrheo, 
constipation,  nousea,  vomiting,  ond  obdomlnal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reoctlons  have  been  reported  by  physicions.  These  include  complaints  such  os  dry 
mouth,  heodache,  dyspnea,  menstruol  upset,  hoir  loss,  muscle  pain,  decreosed 
libido,  dysuria,  and  polyurlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  tablet 
dolly,  swallowed  whole.  In  mIdmornIng  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  dolly,  one  hour  before  meats.  If  desired,  on  additional  toblet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  yeors  of  oge  is  not 
recommended.  t.oo«a  / i/?o  / u.s.  patent  no.  3,001.910 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfote,  260  mg.,  Aminophylllne,  195 
mg.  Indications;  For  the  prevention  ond  treatment  of  nocturnol  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  orteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  Instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbonce.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosoge  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfote  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  November  1970; 


Aseptic  meningitis  

Primary  encephalitis  .... 

Infectious  hepatitis  

Serum  hepatitis  

Malaria— Military  .... 

Malaria— Civilian  

Meningococcal  meningitis 
Mumps 

German  measles 

Measles  

Salmonella 

Shigella  . 


1970 

November 

30 

3 

216 

63 

2 

0 

8 

219 

28 

11 

90 

41 


1969 

November 

6 

6 

174 

36 

10 

1 

7 

177 

26 

9 

38 

66 


Pertussis 

Although  not  a reportable  disease,  the  New 
Jersey  State  Department  of  Health  has  Iteen 
informed  of  six  cases  of  ]>ertussis-Iike  illness 
from  a metropolitan  area  within  the  past  two 
months.  Diagnoses  were  made  on  the  basis 
of  clinical  evidence,  without  bacteriologic 
confirmation.  Information  indicates  that  tlic 
immunization  status  of  these  children  was  in- 
complete. The  importance  of  firndy  establish- 
ing a diagnosis  of  pertussis  must  be  strongly 
emphasized,  since  it  is  a preventable  disea.se. 

.\  definitive  diagnosis  of  whoo|)ing  cough  can 
be  made  only  by  bacteriologic  identification 
of  Bordetella  pertussis.  This  organism  re- 
(juires  a complex  medium  for  isolation,  the 
most  suitable  being  Bordet-Gengou  medium 
which  contains  blood,  potato  extract,  and 
glycerol.  Penicillin  is  added  to  inhibit  the 
growth  of  other  organisms.  Inoculation  with 
a nasopharyngeal  swab  is  preferable  to  the 
traditional  cough  plate.  Since  laboratories  do 
not  ordinarly  inoculate  Bordet-Gengou  plates, 
they  must  be  informed  that  jiertussis  is  sus- 
pected .so  that  the  medium  may  be  prepared. 
The  organism  is  most  consistently  isolated 
during  the  early  catarrhal  phase  of  the  ill- 
ness, prior  to  the  onset  of  the  characteristic 
cough  from  which  the  disease  derives  its 
name.  Culturing  siblings  of  the  index  case 
may  enhance  the  chances  of  recovering  the 
organism. 


Pertussis  in  any  community  reflects  an  in- 
adequately immunized  segment  of  the  popu- 
lation. The  implications  of  this  immunity  gap 
extend  beyond  pertussis.  The.se  children  are 
susceptible  to  tetanus  and  diphtheria  as  well. 
The  documentation  of  pertussis,  then,  indi- 
cates the  need  for  a vigorous  immunization 
program,  particidarly  among  the  jjreschool 
population. 

Foodborne  Gastroenteritis, 

Monmouth  County 

.\n  outbreak  of  gastroenteritis  occurred  in  a 
Monmouth  County  regional  high  school  in 
early  November.  .Among  540  students  and 
facultv  members  who  completed  question- 
naires, 117  persons  were  ill,  an  attack  rate  of 
21.6  per  cent.  The  most  frequently  reported 
symptoms  were  abdominal  cramps  (68.4  per 
cent)  and  diarrhea  (71.8  per  cent)  lasting 
10  to  14  hours.  Notably  infre(|uent  in  their 
occurrence  were  vomiting  (6  per  cent)  and 
fever  (8  per  cent).  Mean  and  median  incuba- 
tion periods  were  11  to  12  hours.  7'he  sus- 
pected .source  of  illness  was  a turkey  lunch 
served  in  the  school  cafeteria  to  about  300 
people.  .\n  estimated  200  people  were  ill, 
probably  due  to  Clostridium  pcrjringens 
which  was  isolated  from  both  leftover  turkey 
samples  and  stool  specimens  by  the  State 
Bacteriolog)’  Laboratory.  No  obvious  lault 
was  found  in  reviewing  the  preparation  of  the 
food  items;  however,  jtrolonged  heating  at  an 
inadetpiate  temperature  may  have  been  the 
factor  responsible  for  the  episode. 


Widows  and  Orphans  Society 

Support  the  Society  for  Relief  of  Widows 
and  Orphans  of  Medical  Men  of  New 
Jersey.  W rite  to  P.O.  Box  95,  Belleville, 
New  Jersey,  for  information. 
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AMA's  Peer  Review  Plan 

“Peer  Review”  is  the  “in”  phrase  these  days. 
Just  as  you  would  not  want  to  review  the 
professional  competence  of  the  work  of  a 
dentist,  so  you  should  not  agree  to  have  the 
quality  of  your  work  reviewed  by  a non- 
medical monitor.  The  concept  of  a Peer  Re- 
view Organization  (PRO)  was  approved  by 
the  American  Medical  Association’s  House  of 
Delegates  at  the  1970  Annual  Meeting. 

PRO  was  made  a part  of  the  Medicredit  pro- 
])osal  to  finance  national  health  insurance 
through  federal  income  tax  credits.  Under 
PRO,  the  secretary  of  the  U.  .S.  Department 
of  Health,  Education,  and  Welfare  would 
contract  with  a state  medical  society  (or  any 
organization  designated  by  a state  medical 
society)  for  the  establishment  and  operation 
of  a peer  review  organization  in  the  state. 

The  agreement  could  provide  for  a peer  re- 
\ iew  mechanism  established  in  accordance 
with  certain  requirements  set  out  in  the  bill 
approved  Ijy  Congress  or  under  a plan  in- 
tended to  accomplish  the  same  result  ap- 
]jroved  by  the  secretary  and  the  state  medical 
society. 

If  the  parties  agree  to  the  first  course  of  ac- 
tion, PRO  would  require  the  state  medical 
society  (or  the  entity  it  designates)  to  ap- 
])oint  an  advisory  council.  The  commission 
\vould  appoint  local  review  panels  to  review 
the  need  for  and  cpiality  of  medical  services 
furnished  under  federally  sujjported  pro- 
grams and  the  appropriateness  of  charges  for 
such  services.  The  commission  also  ^v•ould  ap- 
point local  advisory  councils. 

Each  panel  would  hold  hearings  and  decide 
if  disciplinary  action  is  warranted.  If  so,  it 
Avould  make  a recommendation  to  tlie  com- 
mission. If  the  commission  agrees,  it  would  so 
recommend  to  the  secretan-  of  HE\V  who 
could  accept  or  reduce,  but  not  increase,  the 
recommended  disciplinary  action. 

PRO  also  provides  that  the  actions  of  wit- 
nesses and  commission  and  panel  members 


would  not  be  the  basis  for  civil  action  for 
libel  or  slander;  that  records  and  evidence 
developed  in  the  hearing  could  not  be  used 
in  other  actions,  civil  or  criminal;  and  that 
either  party  could  terminate  the  agreement 
upon  giving  notice. 


Methadone  And  The 
Private  Practitioner 

The  following  is  relayed  to  you  at  the  request  of  the 
State  Commissioner  of  Health. 

A serious  increase  in  trafficking  in  methadone 
has  prompted  the  State  Department  of  Health 
to  submit  the  following  comments  and  recom- 
mendations for  your  consideration.  They  will 
be  of  assistance  to  practitioners  and  aid  in 
averting  diversion  of  the  dntg  into  illicit 
channels. 

It  is  urged,  with  no  intention  of  restricting 
the  practice  of  medicine,  that  practitioners 
avoid  over-prescribing.  Methadone  is  a nar- 
cotic. As  such,  its  prescription  for  analgesia 
or  as  an  antitussive  agent  should  be  strictly 
limited  in  keeping  with  good  medical  prac- 
tice. When  possible,  non-narcotic  drugs  should 
be  prescribed. 

Methadone  is  often  over-prescribed  in  the 
detoxification  of  opiate  addicts.  AVhile  dosage 
must  be  patient-related,  the  dangers  of  metha- 
done overdosage  cannot  be  too  strongly 
stressed.  The  following  detoxification  sched- 
ule, which  has  proved  effective  in  detoxifying 
over  90  per  cent  of  all  opiate  addicts  treated, 
is  strongly  recommended. 

Urine  monitoring  is  required  to  indicate  pos- 
sible concomitant  use  of  other  drugs  which 
can  lead  to  dangerous  cumulation.  Conse- 
quently, the  practitioner  should  have  avail- 
able clinical  laboratory  sendees  to  provide 
urine  monitoring.  Medication  should  be 
limited  to  oral  dosage  forms,  and  should  be 
administered  in  the  presence  of  the  practi- 
tioner, as  follows: 
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First  Day: 


25  milligrams  of  methadone  in  di- 
vided doses,  the  first  consisting  of 
15  milligrams.  The  second  dose  of 
10  milligrams  is  given  8 to  12  hours 
later. 


The  Mobile  Coronary 
Care  Unit 


Second  Day: 
Third  Day: 


Fourth  Day: 
Fifth  Day: 


The  same  dosage  as  on  the  first  day. 

Two  doses  of  10  milligrams,  the 
first  in  the  morning,  the  second  8 
to  12  hours  later.  Urine  monitoring 
should  be  conducted  on  this  and 
following  days. 

single  dose  of  10  milligrams. 

A single  dose  of  5 milligrams. 


Subsequent  Days:  If  additional  daily  doses  are  re- 

quired, 5 milligrams  may  be  given 
in  the  practitioner's  presence.  The 
detoxification  period  should  not  ex- 
ceed 10  days  of  therapy  nor  a total 
dosage  of  110  milligrams  in  that 
period. 


Methadone  is  legally  classed  as  an  experi- 
mental drug  Avhen  it  is  used  in  the  mainte- 
nance of  narcotic  addicts.  It  may  be  used 
legally  only  by  investigators  who  have  an  In- 
vestigational New  Drug  .Application  granted 
by  the  Federal  Food  and  Drug  Administra- 
tion. Its  use  in  this  area  is  subject  to  federal 
regulations  and  guidelines  or  rules  which  may 
be  established  by  the  State  of  NeAv  Jersey. 
Only  hard  core  addicts  (who  have  been  ad- 
dicted for  at  least  one  year)  should  be  con- 
sidered eligible  for  maintenance. 


To  avoid  iatrogenic  addiction,  before  selecting 
a patient  for  treatment,  you  must  determine 
unequivocally  that  he  is  indeed  a helpless 
addict.  For  the  youngster  who  merely  experi- 
ments with  drugs  or  may  be  only  acutely 
intoxicated,  other  forms  of  treatment  are 
required. 

All  addicts  do  not  respond  adequately  to 
methadone  maintenance.  The  rate  of  failure 
is  lowest  among  addicts  Avho  believe  that 
methadone  represents  a real  solution  to  their 
problems. 


Each  year  thousands  of  New  Jersey  heart  at- 
tack victims  die  before  they  can  reach  a hos- 
pital to  receive  special  care.  However,  at 
least  85  per  cent  could  be  saved  if  they  had 
access  to  a mobile  coronary  care  unit.  Mor- 
timer L.  Schwartz,  M.D.  (Professor  of  Medi- 
cine and  Director  of  Clinical  Cardiology",  New 
Jersey  College  of  Medicine  and  Dentistry)  has 
reported  that,  for  our  state,  the  annual  death 
toll  from  heart  attacks  is  21,000.  Of  that 
number,  some  14,000  never  reach  a hospital 
alive.  Dr.  Schwartz  estimates  that  “about  85 
per  cent  or  12,000  of  these  14,000  victims 
could  live  if  Ave  could  get  them  into  a mobile 
coronary  care  unit,”  such  as  the  one  that  his 
team  has  been  ojrerating  from  NeAvark’s  Mart- 
land  Hospital. 

In  the  last  four  months,  this  demonstration 
mol)ile  coronary  care  unit  has  responded  to 
325  calls.  Of  that  number,  283  patients  Avere 
actually  screened  by  a physician;  60  Avere 
admitted  to  Martland’s  coronary  care  unit;  43 
Avere  admitted  to  the  general  medical  Avards  at 
Martland;  32  Avere  taken  to  other  hospitals; 
114  Avere  examined  and  released;  34  died;  and 
42  calls  Avere  canceled  or  classified  as  crank 
calls.  Thus,  a third  of  all  of  the  calls  received 
during  that  month  Avere  "absolutely  unnece.s- 
sary.” 

The  mobile  coronary  care  project  Avas  first 
made  possible  through  an  initial  grant  of 
.84,500  from  the  NeAv  Jersey  Department  of 
Health.  Portable,  battery'-operated  equipment 
(electrocardiograph,  monitor-defibrillator,  and 
suction  apparatus)  Avas  purchased.  Each  time 
an  emergency  call  Avas  received  this  equipment 
had  to  be  loaded  into  Avhatever  ambulance 
Avas  available.  This  process  accounted  for  a 
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loss  of  four  minutes  for  each  emergency  call. 
With  a second  grant  from  the  State  Depart- 
ment of  Health,  an  old  ambulance  was  re- 
modeled into  a special  coronary  ambulance 
eliminating  the  need  for  loading  and  reload- 
ing equipment.  Whth  this,  median  time  for 
bringing  emergency  coronary  care  to  a pa- 
tient’s bedside  dropped  from  ten  to  six  min- 
utes. 

.According  to  Dr.  Schwartz,  some  .^150,000  is 
necessary  for  additional  equipment  to  put 
this  demonstration  project  out  front  in  coro- 
nary care.  A gift  of  $500  was  recently  received 
from  the  ^V^oman’s  Auxiliary  of  the  Essex 
Countv  Medical  Society.  This,  however,  is  the 
only  such  gift  received  from  a “private”  or- 
ganization. The  project  has  had  to  operate 
virtually  without  a budget  and  to  rely  upon 
governmental  grants  to  continue  its  operation. 

The  ambulance  now  operates  on  a five-day 
week,  eight-hour  day  schedule.  The  unit  has 
responded  to  an  average  of  1 calls  per  day 
(325  for  the  first  year).  It  has  brought  in  50 
per  cent  of  Martland’s  coronary  care  patients 
and  it  has  moved  closer  toward  its  goal  of 
bridging  the  gap  between  the  two  out'  of  ever)- 
three  heart  attack  victims  who  never  reach  a 
hospital  alive. 


Your  AMA  Dues 

Dr.  Burt  L.  Davis,  chairman  of  the  AMA 
Finance  Committee,  in  an  interview,  ex- 
plained the  AMA’s  position  on  dues  as  fol- 
lows. For  ntany  years,  our  two  main  sources 
of  income  have  been  advertising  and  dues. 
I here  are  some  other  sources — sidrscriptions, 
books,  jtamphlets,  royalties,  sale  of  exhibit 
s])ace,  and  return  from  our  investments — but 
advertising  and  dues  are  our  main  support. 

Fen  years  ago  the  .\M.\  got  50  per  cent  of  its 
income  Irom  atlvertising;  only  23  j)cr  cent 
came  from  dues,  d'his  year,  we  ll  get  39  per 
cent  ()1  our  income  from  dues;  only  34  per 
cent  from  advertising.  Dues  are  our  most 
stal)le  income  source.  I he  tax  bill  enacted  by 


the  last  session  of  Congress  contains  a provi- 
sion which  levies  a tax  on  profit  from  acher- 
tising  in  AMA  publications.  The  government 
intends  to  tax  otherwise  tax-exenqrt  organiza- 
tions for  profit-making  activities  which  aren’t 
directly  related  to  their  tax-exempt  purposes. 
Wdiile  this  is  a disputable  matter,  the  Inter- 
nal Revenue  Service  considers  drug  advertis- 
ing in  scientific  journals  taxable  income.  The 
government  has  made  it  obvious  to  us — and  a 
lot  of  other  tax-exempt  organizations — that 
we’ll  ha\’e  to  rely  upon  dues  income  as  the 
chief  source  of  revenue  in  the  future. 

Both  dues  and  advertising  income  are  eroded 
by  inflation,  but  each  dollar  of  profit  from 
advertising,  when  taxed,  will  actually  be 
worth  only  52  cents.  Overdependence  on  ad- 
vertising revenue  would  put  the  AM.\  in  a 
dangerous  financial  situation. 

Four  years  ago  the  Board  and  our  accoun- 
tants agreed  that  at  .some  point  Ave’d  reach  an 
iqjper  limit  on  our  non-dues  income.  Based 
on  the  past  few  years’  figures,  that  limit  ap- 
pears to  be  about  SI 9.5  million,  but  it’ll  be 
less  when  taxes  are  levied  on  advertising.  If 
we  had  no  outside  income  at  all,  dues  Avould 
have  to  have  been  $188  for  1970 — to  put  it 
another  Avay,  each  of  our  members  is  receiA- 
ing  $188  Avorth  of  services  for  $70. 

•At  the  beginning  of  this  year,  Ave  had  S15.2 
millions  in  litjuid  reserAes,  Avhich  isn’t  suffici- 
ent to  meet  the  House’s  requirement  of  90 
per  cent  of  our  operating  costs.  That  Avould 
require  about  $28  millions  in  reser\es.  Fur- 
ther, our  reserves  must  contain  money  to  coa- 
er  the  eAentuality  that  Ave  have  a tax  liability 
for  athertisiug  revenue  for  the  last  three 
years.  In  future  years,  beginning  Avith  the 
fiscal  year  that  starts  December  1,  1970,  such 
taxes  Avould  come  out  of  operating  funds. 

I'he  decline  in  stock  juices  has  hit  us  just  as 
it  did  everyone  else — at  one  jjoint  our  jmrt- 
lolio  declined  in  Aahie  about  15  jier  cent  in 
tAvo  months.  In  the  last  fiscal  year,  the  value 
of  our  securities  imestments  drojAjjed  bv 
about  SI. 3 million,  and  this  certainlv  comjAli- 
caies  our  financial  ])lanning. 
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ANNOUNCEMENTS 


Effects  of  Ionizing  Radiation 

The  National  Academy  of  Sciences-National 
Research  Council  invites  submission  of  cur- 
rent data  on  somatic,  genetic,  and  environ- 
mental effects  of  low-level  ionizing  radiation, 
including  effects  on  human  growth  and 
development.  This  material  is  requested 
whether  or  not  it  has  been  published.  Work 
in  progress  which  is  yet  to  be  reported  is  of 
particular  interest.  The  request  is  made  to 
assist  the  National  Research  Council  in  its 
deliberations  concerning  ionizing  radiation 
effects  upon  human  populations.  Please  send 
material  to  the  Division  of  Medical  Sciences, 
attention  of  A.  W.  Hilberg,  M.D.,  National 
Academy  of  Sciences,  2101  Constitution  .Ave- 
nue, Washington,  D.C.  20418. 

Cancer— Prevention  and 
Treatment  Course 

Available  to  you  in  Flemington  is  a series  of 
programs  on  the  prevention  and  treatment 
of  malignancies.  These  sessions  are  held  on 
Saturday  mornings  at  10:30  a.m.  in  the 
Hunterdon  County  Medical  Center,  just 
north  of  Flemington  on  Route  31.  The  lec- 
tures and  demonstrations  terminate  at  12:30 
with  a luncheon.  On  January  23,  the  subjects 
will  be  leukemias  and  lymphomata.  The 
March  6 topic  will  be  gynecologic  malig- 
nancies. Cancer  of  the  gastrointestinal  tract 
will  be  reviewed  on  March  27,  and  pediatric 
malignancies  on  April  24.  The  final  program, 
on  May  8,  will  focus  on  malignancies  of  the 
head  and  neck.  For  registration  or  more  de- 
tails, write  to  Dr.  John  D.  Coleman,  Regional 
Medical  Program,  7 Glenwood  .Avenue,  East 
Orange,  New  Jersey  07017. 

Clinical  Application  Of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital 
series  on  clinical  application  of  the  basic 


sciences  has  arranged  the  following  programs 
for  February: 

February  4 Immunology'  and  Neoplastic  Diseases 

February  1 1 Fibrinolysis  and  Fibrinolytic  .Agents 

February  18  Emotional  and  Psycho- Social 
Maturation 

February  25  Physiology  of  Puberty  and  Psycho- 
Sexual  Maturation 

.All  sessions  are  held  in  the  Common  Room  of 
the  T.  }.  Summey  Building  at  the  hospital  and 
convene  promptly  at  3:30.  One  and  a half 
credits  per  session  are  allowed  by  the  .Ameri- 
can .Academy  of  General  Practice.  For  further 
information,  contact  the  Department  of  Medi- 
cal Education,  Burlington  County  Memorial 
Hospital,  175  Madison  .Avenue,  Mount  Holly 
08060. 

Rehabilitation  In  Lung  Diseases 

New  York  University  offers  a full-time  course 
on  “Rehabilitation  in  Chronic  Lung  Dis- 
eases” March  1 and  2,  1971.  This  course  will 
translate  the  theory  and  symbolic  language  of 
respiratory  physiology  into  clear,  clinical  lan- 
guage of  use  to  the  practicing  physician.  It 
will  einphasize  the  practical  aspects  of  pul- 
monary function  testing  and  the  clinical  ra- 
tionale of  physical  therapeutic  measures  in 
rehabilitating  patients  ill  with  such  lung 
diseases  as  chronic  bronchitis  and  chronic 
pulmonary  emphysema,  and  with  neuro- 
muscular and  skeletal  disorders  of  the  thor- 
ax. Tuition  is  SlOO  and  legistration  is  limited. 
For  an  application  please  write  to  Dr.  Ed- 
ward H.  Bergofsky,  NYU  Institute  of  Re- 
habilitation Medicine,  400  East  34th  Street, 
New  A’ork  10016. 

Cryosurgery  Meeting 

The  Society  of  Cnosurgerv'  will  hold  a meet- 
ing March  1 to  March  6,  1971  at  the  Diplo- 
mat Hotel  and  Country  Club  in  Hollywood, 
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Florida.  An  outstanding  group  ot  speakers 
will  present  papers  on  all  aspects  of  cry'o- 
surgery.  Dr.  Richard  Lillehei,  Department  of 
Surgery,  University  of  Minnesota,  will  pre- 
side. 

Each  section  will  be  headed  by  an  acknowl- 
edged leader  in  his  field.  Because  of  great  de- 
mand for  a longer  session,  the  Ophthalmol- 
ogy section  will  hold  a three-day  meeting 
Afarch  4,  5,  and  6. 

For  further  information,  please  write  to  Mary 
Trueblood,  Society  for  Cryosurgery,  30  North 
Michigan  .\venue,  Chicago,  Illinois  60602. 


Gynecologic  Endoscopy 

Announcement  is  made  of  three  courses  in 
gynecologic  endoscopy  to  be  offered  at  the 
Saint  Barnabas  Medical  Center  in  Livingston 
on  March  4 and  5,  on  June  3 and  4,  and  on 
December  2 and  3;  all  dates  are  1971.  This  is 
an  intensive  course  in  which  the  physicians 
themselves  will  have  opportunity  to  perform 
culdoscopies  and  peritoneoscopies,  as  well  as 
to  become  lamiliar  with  the  latest  technics 
and  interpretation  of  findings.  The  registra- 
tion fee  of  $200  includes  two  luncheons.  For 
further  information,  write  to  James  L.  Breen, 
M.D.,  Director  of  the  Department  of  Obstet- 
rics and  Gynecology,  Saint  Barnabas  Medical 
Center,  Old  Short  Hills  Road,  Livingston, 
New  Jersey  07039. 


AAGP  Convention 

March  17  to  21,  1971  are  the  dates  and  the 
Host  Farms,  Lancaster,  Pennsylvania,  is  the 
place  for  the  next  convention  and  graduate 
education  course  of  the  American  Academy  of 
General  Practice.  This  year’s  meeting  will 
include  courses  in  sigmoidoscopy,  intrauterine 
contraceptive  devices,  pediatrics,  cardiac  ar- 
rythmias,  and  gastroenterology.  For  further 
details  write  to  the  Executive  Secretary,  Mr. 
.Arthur  Ellenberger,  144  South  Harrison 
Street,  East  Orange  07018. 


Otolaryngology:  1971 

The  Department  of  Otolaryngology  of  Jeffer- 
son Medical  College  (Thomas  Jefferson  Uni- 
versity, Philadelphia)  announces  a graduate 
symposium  April  1 and  April  2,  1971. 

Theme  will  be  “Therapy  in  Otolaryngology — 
1971.’’  It  focuses  on  both  medical  and  surgi- 
cal treatment  and  includes  otology,  rhinolo- 
gy,  sinus  disease,  allergy,  head  and  neck  can- 
cer, trauma,  and  maxillofacial  surgery.  Regis- 
tration fee  of  $50  for  practicing  physicians 
and  $10  for  residents  will  include  lunches  on 
both  days,  and  a dinner  meeting.  For  further 
information,  write  to  AFilliam  H.  Baltzell, 
M.D.,  Department  of  Otolaryngology,  Jeffer- 
son Medical  College,  1025  \Valnut  Street, 
Philadelphia  19107. 


Course  In  The  Vestibular  Apparatus 

\ part-time,  three-day  course  will  be  given 
from  9 a.m.  to  5 p.m.,  Monday  and  Tuesday, 
May  3 and  4,  and  9 a.m.  to  noon  on  "Wednes- 
day, May  5,  1971.  This  course  deals  with  the 
anatomic  and  physiologic  aspects  of  vestibular 
testing  and  stresses  the  practical  application 
of  these  tests.  .Attention  is  paid  to  the  evalua- 
tion and  assessment  of  test  results  as  part  of 
the  audio-logic  and  otoneurologic  workup. 
The  program  is  given  under  the  direction  of 
Francis  M.  Fodor,  M.D.,  Director  of  Otolaryn- 
gology at  the  New  A’ork  Eye  and  Ear  In- 
firmary, where  the  course  is  given.  Tuition  is 
$100.  For  registration  or  more  details,  write 
to  Post-Graduate  Institute,  New  York  Eye  and 
Ear  Infirmaiy,  310  East  Fourteenth  Street, 
New  York  10003. 


History  Of  Medicine  Journal  Available 

A new  journal,  History  of  Medicine,  a (juar- 
terly  publication  printed  in  Great  Britain,  is 
now  available  to  American  physicians.  The 
annual  subscription  is  $6  including  postage. 
A’our  attention  is  called  to  the  advertisement 
inside  the  back  cover  of  the  December  1970 
issue  of  The  Journal,  AISNJ. 
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MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1971 

January 

6 Camden  County  Medical  Society 
Tavistock  Country  Club 

Haddonfield 

6, 13,  Columbus  Hospital 
20,  27  Hospital  Annex 

Simplified  ECG  for  the  family  physician 

6, 13,  Academy  of  Medicine  of  New  Jersey 
20,  27  St.  Michael’s  Medical  Center,  Newark 

Cardiology 

6, 13,  Muhlenberg  Hospital 
20, 27  Plainfield 

Gastroenterolog)' 

7 Burlington  County  Memorial  Hospital 
Mount  Holly 

Lymphoid-Immune  System 

10  Bergen  County  Medical  Society 

10  Gloucester  County  Medical  Society 

10  TB-Respiratory  Disease  Association  of 

Southern  New  Jersey 

10  Ocean  County  Medical  Society 

10  Middlesex  County  Medical  Society 

10  Warren  County  Medical  Society 

13  Academy  of  Medicine  of  New  Jersey 
State  Hospital,  Trenton 

Drug  .Addiction 

14  Burlington  County  Memorial  Hospital 
Mount  Holly 

Immunity,  Genetics,  and  Virus  Infections 

16  New  Jersey  Regional  Medical  Program 

NJCMD,  Newark 

Breast  Cancer 

19  Academy  of  Medicine  of  New  Jersey 
Warren  Hospital,  Phillipsburg 

Leukemia  and  Lymphoma 

20  .\cademy  of  Medicine  of  New  Jersey 
VA  Hospital,  Lyons 

Emergency  Room  Care 
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21  Burlington  County  Memorial  Hospital 

Mount  Holly 

Immune  Mechanisms  in  Lupus  Erythematosus 
and  Rheumatoid  Variants 

23  New  Jersey  Regional  Medical  Program 

NJCMD,  Newark 

Gynecological  Cancer 

28  Burlington  County  Memorial  Hospital 

Mount  Holly 

Immunologic  .Abnormalities  in  Neurologic  Dis- 
eases 

30  New  Jersey  Regional  Medical  Program 

NJCMD,  Newark 

Lung  Cancer 
Februaiw 

2 Hudson  County  Medical  Society 

3 Academy  of  Medicine  of  New  Jersey 

Runnells  Hospital,  Berkeley  Heights 

Diagnosis  and  Treatment  of  Shock 

3 Nfuhlenberg  Hospital 

Plainfield 

Gastroenterology 

3 Academy  of  Medicine  of  New  Jersey 
and  St.  Michael’s  Medical  Center 

10  Newark 

Cineangiography 

3, 10,  Columbus  Hospital 
17,24  Hospital  Annex,  Newark 

Simplified  ECG  for  the  family  physician 

3,  10,  Muhlenberg  Hospital 
17,24  Plainfield 

Neurology 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

Immunology  and  Neoplastic  Diseases 

4 Saint  Barnabas  Medical  Center, 
Livingston 
Hormonal  Cytology 

9 .\cademy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
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Morristown 

Antibiotics 

11  Burlington  County  Memorial  Hospital 
Mount  Holly 

Fibrinolysis  and  Fibrinolytic  Agents 

16  Academy  of  Medicine  of  New  Jersey 
Englewood  Hospital,  Englewood 

Diagnosis  and  Treatment  of  Shock 

18  Burlington  County  Memorial  Hospital 

Mount  Holly 

Emotional  and  Psycho-social  Maturation 

24  Academy  of  Medicine  of  New  Jersey 
Albert  Einstein  Medical  Center, 
Newark 

Pediatric  Renal  Disease 

25  Burlington  County  Memorial  Hospital 
Mount  Holly 

Physiology  of  Puberty  and  Psycho-sexual  Ma- 
turation 


March 

2 Hudson  County  Medical  Society 

2 Academy  of  Medicine  of  New  Jersey 
Section  on  Dentistry 

Academy  of  Medicine  Offices 
Bloomfield 

Saliva  in  Reference  to  Systemic  Disease 

3 Camden  County  Medical  Society 
Tavistock  Countiy  Club 

Haddonfield 

3, 10,  Muhlenberg  Hospital 
17,  24  Plainfield 

Neurology 

3, 10,  Columbus  Hospital 
17,  24,  Hospital  Annex,  Newark 

31  Simplified  ECG  for  the  family  physician 

4 Academy  of  Medicine  of  New  Jersey 
Warren  Hospital,  Phillipsburg 

Drug  Addiction 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

Management  of  Infertile  Couple 

4 Academy  of  Medicine  of  New  Jersey 
National  Institutes  of  Health 
Bethesda,  Maryland 
Clinical  Infectious  Diseases 

7(i 


4 Saint  Barnabas  Medical  Center 
Livingston 
Multiparous  Trap 

4 St.  Barnabas  Medical  Center 

and  Livingston 

5 Gynecological  Endoscopy 

8 Academy  of  Medicine  of  New  Jersey 

Paul  Kimball  Hospital 
Lakewood 

Drug  Addiction 

9 Bergen  Coimty  Medical  Center 

9 TB-Bespiratory  Disease  Association  of 

Southern  New  Jersey 

9 Middlesex  County  Medical  Society 

10  Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital,  Summit 

Respiratory  Failure 

11  Burlington  County  Memorial  Hospital 
Mount  Holly 

Sexual  Problems  Seen  in  Office  Practice 

16  Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital,  Summit 

Renal  Failure 

16  Academy  of  Medicine  of  New  Jersey 
Burlington  County  Memorial  Hospital 
Mount  Holly 

Generation  Gap  in  Medicine 

17  Academy  of  Medicine  of  New  Jersey 
Atlantic  City  Hospital 

Emergency  Room  Care 

17  Academy  of  Medicine  of  New  Jersey 
Cornell  School  of  Medicine,  New  York 

Cardiac  Drugs 

18  Morris  County  Medical  Society 

18  Gloucester  County  Medical  Society 

18  Burlington  County  Memorial  Hospital 

Mount  Holly 

Biochemical  Parameters  of  Aging 

24  Academy  of  Medicine  of  New  Jersey 
Dental  Section 

Veterans  Hospital,  East  Orange 

Symposium  on  Intact  Dentition 

24  Academy  of  Medicine  of  New'  Jersey 

Massachusetts  General  Hospital,  Boston 

Gastrointestinal  Disease 
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25  Burlington  County  Memorial  Hospital 

Mount  Holly 

Hyperlipoproteinemias 

29  Cape  May  County  Society 

31  Academy  of  Medicine  of  New  Jersey 
Cornell  Medical  Center,  New  York 
Heart  Surgery 

31  Academy  of  Medicine  of  New  Jersey 
HofiFmann-LaRoche,  Nutley 
Symposium— Controversy  in  Medidne 

April 

1 Burlington  County  Memorial  Hospital 

Mount  Holly 

Pre-diabetic  Syndrome 

5 Academy  of  Medicine  of  New  Jersey 
Greenville  Hospital,  Jersey  City 

Emergency  Room  Care 

6 Hudson  County  Medical  Society 

7 Academy  of  Medicine  of  New  Jersey 
and  Holy  Name  Hospital,  Teaneck 

Uremia 

7, 14,  Columbus  Hospital 
21, 28  Hospital  Annex,  Newark 

Simplified  ECG  for  the  family  physician 

8 Biulington  County  Memorial  Hospital 
Mount  Holly 

Recent  Advances  in  Diabetes  Mellitus 

8 Saint  Barnabas  Medical  Center 

Livingston 
Irradiation  Therapy 

13  Ciunberland  County  Medical  Society 

13  Bergen  County  Medical  Society 

13  Middlesex  County  Medical  Society 

14  TB-Respiratory  Disease  Association  o{ 
Southern  New  Jersey 

14  Academy  of  Medicine  of  New  Jersey 
Runnells  Hospital,  Berkeley  Heights 

Difficult  Diabetic  Patient 

15  Gloucester  County  Medical  Society 

15  Morris  County  Medical  Society 


Burlington  County  Memorial  Hospital 
Mount  Holly 

Management  of  Exogenous  Obesity 

Warren  County  Medical  Society 

Academy  of  Medicine  of  New  Jersey 
Englewood  Hospital,  Englewood 

Leukemia  and  Lymphoma 

Academy  of  Medicine  of  New  Jersey 
Yale — New  Haven  Medical  Center 
New  Haven,  Connecticut 

Endocrinology 

Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center,  Newark 

Cardiovascular  Workshop 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Hypercalcemia 

Academy  of  Medicine  of  New  Jersey 
St.  Barnabas  Medical  Center 
Livingston 

Pre  and  Post  Operative  Care 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Interservice  Seminar 


Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Diagnosis  and  Treatment  of  Shock 

Academy  of  Medicine  of  New  Jersey 
Warren  Hospital,  Phillipsburg 

Drug  Addiction 

Camden  County  Medical  Society 
Tavistock  Country  Club 

Haddonfield 

Columbus  Hospital 

Hospital  Annex,  Newark 

Simplified  ECG  for  the  family  physician 

Saint  Barnabas  Medical  Center 

Livingston 

Familia  Toxemia 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Drug  Abuse 


15 

20 

20 

21 

21 

22 

28 

29 

Mav 

j 

4 

4 

5 

5, 12, 

19 

6 

6 
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...with  episodes  of  vertigo, 
headaehe,  eonfiision,  sensory  loss, 
slurred  speeeh,  eonsider 

UtSOlNLAIir 

SOXSUPRINE  HC 

to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  eerebral  blood  flow 


New  20  mg.  strength  now  availeble;  Vasodilan  20  mg.  tablets  for  greater  dosage 
simplicity  and  convenience.  Recommended  Initial  dose:  one  20  mg.  tablet  q.I.d. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,'  several  investigators^'^  have  reported  favorably  on  the  effects  of 
isoxsuprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objective  measurement^'^  and  observation  of  clinical  improvement.^'* 
Indications:  Cerebrovascular  Insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger’s  disease), 
Raynaud's  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic). 
Composition:  VASODIlaN  tablets,  isoxsuprine  hydrochloride  10  mg.  and  20  mg.  Dosage:  Oral  — 10  to  20  mg.  t.i.d.  or  q.I.d.  Contraindications 
and  Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
mg.  or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not 
recommended.  Complete  details  available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Fazekas, 

J.  F.;  Alman,  R.  W.;  Ticktin,  H.  E.:  Ehrmantraut,  W.  R.,  and  Savarese,  C.  J.:  Angiology  75;No.  2 (Feb.)  1964.  (2)  Horton, 

G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  7 7:190-192 
(June)  1960.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology 

75;82-87  (Feb.)  1964.  ® 1970  MEAD  JOHNSON  ft  COMPANY  • EVANSVILLE.  INDIANA  47721  75970 


LABORATORIES 


SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


OBITUARIES 

Dr.  Anthony  F.  Caprio 

Anthony  F.  Caprio,  M.D.,  died  at  the  age  of 
65  on  November  11,  1970.  Dr.  Caprio  was  in 
the  class  of  1934  at  the  Medical  School  of 
the  University  of  Naples.  He  was  a widely 
respected  family  doctor  who  served  the  peo- 
ple of  northern  Essex  and  southern  Passaic 
Counties  for  many  years.  Dr.  Caprio  was 
affiliated  with  the  Clara  Maass  Hospital  in 
Belleville  and  St.  Michael’s  Hospital  in  New- 
ark. He  was  a member  of  our  Essex  County 
Medical  Society. 

Dr.  Henry  DeVincentis 

One  of  our  state’s  best  known  orthopedic 
surgeons,  Henr)'  De\’incentis,  ^ED.,  died  on 
September  9,  1970.  Born  in  1900,  he  won  his 
M.D.  at  the  Medical  School  of  the  University 
of  Maryland  in  1926.  He  served  at  St.  Mary’s 
Hospital  in  Orange,  at  the  Crip|jled  Chil- 
dren’s Hospital  in  Newark,  at  St.  Barnabas 
Medical  Center  in  Livingston,  and  was  also 
affiliated  with  the  Maitland  Hospital  in  New- 
ark and  the  Hospital  Center  at  Orange.  He 
was  active  in  committee  work  for  our  Essex 
County  Medical  Society. 

Dr.  John  R.  Mabee 

At  the  untimely  age  of  53,  John  R.  Mabee, 
M.D.,  of  Little  Falls,  died  on  October  16, 
1970.  Dr.  Mabee  was  a general  practitioner 
who  was  graduated  from  the  Boston  Univer- 
sity Medical  School  in  1942.  He  was  a mem- 
ber of  the  Passaic  County  Medical  Society  and 
affiliated  with  the  Paterson  General  Hospital. 

Dr.  Albert  F.  Monte 

For  thirty  years  the  Harrington  Park  area  in 
Bergen  County  has  been  proud  of  Albert  F. 
Monte,  M.D.  He  was  a general  practitioner 
in  the  ancient  (and  now  revived)  concept  of 
the  “family  doctor.’’  He  was  associate  ob- 
stetrician to  the  Pascack  V^alley  Hospital  in 


Westwood.  Dr.  Monte  was  born  in  1913,  and 
received  his  M.D.  degree  at  Long  Island  in 
1939.  And  on  November  12,  1970,  Dr.  Monte 
died  at  the  age  of  57. 

Dr.  Elizabeth  Nesbitt 

One  of  our  State’s  pioneer  women  physicians, 
Elizabeth  Nesbitt,  M.D.,  died  on  October  21, 
1970.  Born  in  1886,  she  retired  at  the  age  of 
70,  in  1956.  She  was,  for  many  years,  active  in 
the  affairs  of  the  .American  Women’s  Medical 
Association.  Dr.  Nesbitt  won  her  M.D.  at  the 
University  of  Toronto  in  1929,  and  was  84 
years  old  at  the  time  of  her  death. 

Dr.  Morris  M.  Osher 

On  November  26,  1970,  at  the  age  of  63, 
Morris  M.  Osher,  M.D.,  a general  ])iactitioner 
from  Eanwood,  died  suddenly.  Dr.  Osher  was 
active  in  tlie  .American  .Academy  of  General 
Practice  and  was,  indeed,  the  senior  attending 
in  general  practice  at  the  Muhlenberg  Hos- 
pital in  Plainfield.  He  was  a memljer  of  our 
Union  County  Medical  .Society. 

Dr.  Louis  G.  Shapiro 

In  1963,  one  of  our  Golden  Merit  .Award 
laureates  was  Louis  Gershon  Shapiro,  M.D. 
Born  in  1892,  he  was  in  the  class  of  1913  at 
the  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  an  early  diplo- 
mate  of  the  .American  Board  of  Internal  Medi- 
cine and  served  for  many  years  as  an  attending 
physician  on  the  staff  of  the  Barnert  Memorial 
Hospital  in  Paterson.  Dr.  Shapiro  retired 
from  active  practice  three  years  ago,  and  died 
on  November  12,  1970. 

Dr.  Charlotte  Warner 

.At  the  untimely  age  of  58,  Charlotte  R. 
Warner,  M.D.,  died  on  October  18,  1970.  Born 
in  1911,  she  was  graduated  at  the  age  of  25 
from  the  Women’s  Medical  College  of  Phila- 
delphia. Dr.  Warner  was  affiliated  with  the 
Englewood  Hospital  and  was  a well-known 
Bergen  County  general  practitioner  for  two 
decades. 
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HALL-BROOKE  FOUNDATION,  INC. 

Albert  M.  Moss,  M.D. 
Medical  Director 

Elisabeth  Solomon 
Executive  Director 

HALL-BROOKE  HOSPITAL 

HALL-BROOKE  SCHOOL 

A JCAH  accredited  hospital  for  care  and  treatment 
of  psychiatric  disorders  within  a therapeutic  com- 
munity. 

Gordon  R.  Beem,  Administrator 
Leo  H.  Berman,  M.D.,  Director 
of  Professional  Services 

An  educational  facility  for  disturbed  adolescents, 
ages  14  to  18,  who  are  in  active  treatment. 

Edgar  J.  Appelman,  M.A. 

Director 

47  Long  Lots  Road 
Westport,  Connecticut 
Telephone  (203)  227-1251 

“Prescribe  With  Confidence” 

K A T E S BROS. 

SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


350  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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BOOK 

REVIEWS 

Big  Fleas  Have  Little  Fleas.  Robert  Hegner,  Ph.D. 
New  York,  1968,  Dover  Publications.  Pp.  285.  (Soft- 
back $2) 

III  1038,  Dr.  Hegner  (chairman  of  zoology  at  Jolin.s 
Hopkins)  wrote  Who’s  Who  among  the  Protozoa.  It 
is  here  reprinted  with  a new  introduction.  The  book 
includes  several  hundred  line  drawings,  most  of  them 
more  like  cartoons.  The  subject  is  one  about  which 
most  medical  clinicians  know  very  little.  Vet  human 
beings  are  richly  infested  with  all  sorts  of  protozoa. 
Dr.  Hegner  here  makes  the  story  an  interesting  one, 
lightened  by  many  witticisms,  bumerous  turns  of 
phrase,  and  vivid  analogies.  Thus,  the  reader  is  told 
that  he  is  being  taken  on  a journey  through  the  na- 
tive haunts  of  the  protozoa  “among  the  muscle  fibers, 
in  the  swift-flowing  blood  stream,  in  the  midst  of 
champing  teeth,  and  within  the  peristaltic  intestine.” 
The  author  points  out  that  in  terms  of  ability  to  sur- 
vive utider  difficulties,  protozoa  are  more  successful 
than  human  beings.  (“A  minute  particle  of  animated 
jelly  like  a protozoon  can  maintain  itself  in  the 
struggle  for  e.\istence  in  competition  with  the  larger 
animals.”) 

Clinically,  the  study  of  protozoology  has  paid  off  in 
the  control  of  malaria,  amebic  dysentery,  tnpanoso- 
miasis,  and  kala  azar.  Dr.  Hegner  even  reviews  the 
sex  life  of  protozoa,  which  is  of  interest  not  only  to 
other  protozoa,  but  to  students  of  human  genetics. 
Parasites  need  the  right  conditions  of  temperature, 
moisture,  and  ftxid— and  for  them,  the  human  body 
is  a veritable  garden.  Before  you  have  finished 
reading  this  book,  you  will  see  yourself  as  a “banquet 
hall  for  the  entertainment  of  amebas.”  I just  learned 
bere  that  the  flavoring  of  a steak  is  due  largely  to 
the  ciliates  digested  by  the  cattle! 

The  book  includes  a glossar)%  and  some  interesting 
data  about  the  history  of  our  knowledge  of  malaria, 
leishmaniasis,  and  other  parasite-caused  diseases.  This 
volume  will  not  help  you  in  your  daily  practice,  but 
it  will  give  an  added  dimension  in  your  understand- 
ing of  the  cycle  of  life. 

\ icTOR  Hlbfrm.vn,  M.D. 


Disability  in  Antiquity.  Farheed  Haj,  Ph.D.,  New  York, 
1970,  Philosophical  Library.  Pp.  188.  ($6.50) 

The  “atuiquity”  referred  to  in  this  book  title  is  the 
period  from  A.D.  600  to  .\.D.  1300,  and  the  only  area 
covered  is  the  Moslem  world  of  the  Near  East.  The 
text  is  a consideration  of  persons  who  were  deprived 
of  the  use  of  a faculty  or  organ,  with  manv  stories 
as  to  how  they  got  that  way.  The  commonest  disability 
in  that  place  and  period  was  blindness.  Some  was  due 
to  trachoma,  some  to  gonorrheal  conjunctivities,  some 
to  infectious  ophthalmitis;  but  much  of  it  was  due  to 
corporal  punishment.  .Apparently  it  was  a common 
practice  for  .Arab  potentates  to  discipline  their  op- 
ponents by  blinding  them.  It  was  also  common  to 
punish  thieves  and  other  miscreants  by  amputating 


a hand  for  each  oflcnse.  Ejiilepsy  and  psychoses  were 
less  common  causes  of  tlisability.  Rcteiences  are  also 
made  to  disability  caused  by  the  plague  and  by  rabies. 
In  general,  the  material  is  presented  as  a scries  of 
anecdotes.  There  is  very  little  discussion  of  treatment, 
public  health  controls,  or  of  efforts  to  rehabilitate 
the  disabled.  I’crhaps  this  was  too  much  to  expect 
for  those  early  centuries.  I'lie  text  is  enriched  by  163 
footnotes,  which  is  a valiant  cflort  to  exhaust  the 
subject,  without  exhausting  the  reader. 

.AiiRAii  wt  1. 1 I f,  M.D. 


The  Adolescent  Patient.  William  A.  Daniel,  Jr.,  M.D. 

St.  Louis,  1970,  Mosby.  Pp.  444.  76  Illustrations. 

($20.50) 

This  book  is  cither  too  long  or  too  short.  If  the  reader 
expects  to  lind  only  conditions  aflecting  the  adolescent, 
he  gets  much  more  than  he  cares  to  know  (six  whole 
jiages,  complete  with  food  value  tables  on  making  u[) 
a diabetic  diet).  On  the  other  hand,  if  he  is  looking 
for  every  condition  which  could  affect  the  adolescent 
he  will  have  to  look  further  mot  e\en  a mention  of 
ulccratice  colitis  or  Crohn's  disease). 

I would  have  liked  more  illustrations— for  cxanqile,  a 
few  samples  of  normal  adolescent  growth  curves,  or  a 
picture  of  a patient  in  a Milwaukee  brace  included  in 
the  seteral  pages  of  discussion  about  it.  lour  full 
pages  of  illustrations  are  detoted  to  specific  chromo- 
some arrangements  in  rare  genetic  disorders— not 
exactly  the  kind  of  information  the  ]nacticing  physi- 
cian will  remember  the  next  time  be  looks  through 
his  electron  microscope. 

I he  last  chapter  on  the  parents  of  the  adolescent  is 
one  of  the  best  I have  ever  read.  It  should  be  read  by 
everyone  who  has  anything  to  do  with  children  amDor 
parents. 

I.tLLt.W  M.  RoSKNBfRC,  M.D. 


Mutation  As  A Cellular  Process  (Ciba  Foundation). 

Edited  by  G.  E.  W.  Wolstenholme  and  Maeve 

O'Connor.  Baltimore,  1970,  Williams  and  Wilkins.  Pp. 

244.  Illustrated.  (Price  not  stated) 

This  additional  volume  in  the  scholarly  Ciba  .Sym- 
posium series  concerns  itself  with  mutation  as  a 
cellular  process  and  “not  just  an  isolated  e\ent,  a 
quantum  event  or  a simple  chemical  reaction.”  Muta- 
tion is  a complex  process  in  which  cellular  metabolism 
is  intimately  involved.  This  concept  offers  rational 
unity  to  the  problems  of  cellular  mutatioit  whether 
approached  from  the  view  of  the  physicist,  the  chemist, 
or  the  molecular  biologist.  I he  participants  are  from 
manv  countries  and  represent  the  three  discii)lines 
mentioned  iti  the  preteding  sentence. 

In  the  chairtnan’s  opening  remarks  it  is  stated  that  in 
cellular  mutation  three  main  steps  must  be  recog- 
nized: (1)  initiation.  (2)  fixation  (self-replicating),  and 
(3)  detection,  translation,  or  expression.  Included  are 
13  papers  which  discuss  these  aspects  of  mutation  as 
it  can  be  induced  by  various  chemicals  or  differing 
forms  of  radiant  energy  on  bacteriophages,  bacteria, 
and  drosophila.  This  is  a complex  subject  and  tbe 
book  requires  reading  of  a contemplative  type.  It 
should  be  rewarding  reading  for  geneticists,  molecular 
biologists,  and  biochemists,  who  are  working  in  the 
area  of  mutation  in  cells.  It  is  further  recommended 
for  all  biologic  scientists  who  are  interested  in  recent 
trends  in  this  important  field. 

Huc.tt  F.  I.L'DDECKE,  M.D. 
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Pathology  Annual:  1970.  Sheldon  C.  Sommers,  M.D., 

Editor.  N.ew  York,  1970,  Appleton-Century-Crofts.  Pp. 

436.  Illustrated.  ($15) 

This  hard  cover  book  contains  15  well-written  chap- 
ters of  original  work  by  20  authors.  References  are  as 
late  as  1968.  This  excellent  reference  book  for  the 
pathology  library,  in  combination  with  previous  yearly 
editions  of  this  series,  plus  the  Year  Books  of  Pathol- 
og)',  will  keep  readers  up  to  date  in  work  in  his  field 
even  if  some  of  the  tools  are  not  yet  at  his  disposal. 
This  edition  includes  material  on  ultra  structure,  prac- 
tical diagnostic  problems,  and  technical  procedures. 

Ultra  structure  of  normal  and  neoplastic  human  pros- 
tate, adrenal  medullary  tumors,  and  acute  inflamma- 
tory reaction  are  presented  in  a sophisticated  way. 
As  the  electron  microscope  becomes  more  available  to 
the  practicing  pathologist  these  considerations  will 
become  more  valuable  in  diagnostic  pathologv'. 

Practical  diagnostic  considerations  include:  patho- 

genicity of  the  antigen— antibody  complex,  pneumo- 
cystis  carinii  pneumonia,  embryonal  carcinoma  of  the 
testes,  primary  carcinoma  of  the  liver,  diagnostic  prob- 
lems in  lymph  nodes,  and  lupus  nephritis.  The  il- 
lustrations are  variable  in  photographic  quality.  They 
are  excellent  in  the  article  on  primary  carcinoma 
of  the  liver  but  only  fair  in  the  chapter  on  lymph 
nodes.  This  is  unfortunate  because  the  latter  is  of 
more  frequent  interest  than  the  former. 

Technical  considerations  include:  microdisection  of 
normal  and  abnormal  renal  structures,  tumor  regis- 
tries. use  of  polarized  light  in  microscopy,  and  tissue 
culture  of  human  tumors.  The  index  is  helpful  and 
useful,  especially  when  working  with  the  book  as 
part  of  a yearly  series. 

All.\n  L.^z.^r,  M.D. 


Microneurosurgery.  Robert  W.  Rand,  M.D.  Saint 
Louis,  1969,  Mosby.  ($25) 

This  textbook  explicitly  describes  the  new  technics  of 
neurosurgery  with  the  use  of  the  microscope.  This 
development  comes  largely  from  the  otologist  and  the 
ophthalmologist  who,  with  their  microsurgical  instru- 
ments, have  actually  opened  the  way  in  neurosurgical 
procedures.  Prime  purpose  of  the  microscope  is  to 
permit  better  visualization  of  tissue  which  was  not 
clearly  evident  before.  Therefore,  the  reconstruction  is 
more  accurate,  the  neurovascular  surgical  procedures 
are  more  precise  and  the  results  are  less  traumatic. 

Looking  through  the  microscope  is  somewhat  akin,  I 
think,  to  when  man  first  looked  through  the  telescope 
at  the  moon.  Structures  that  we  could  barely  see  are 
apparent  with  the  use  of  this  microscope.  Although  it 
does  require  specific  training  and  instruction,  its  appli- 
cations are  quite  shocking.  The  acoustic  tumors  and 
brain  tumors  which  were  attacked  before  appear  very 
gross  when  done  and  compared  with  the  use  of  the 
microscope  and  microinstruments.  Microsurgery,’  also 
permits  the  reconstruction  of  peripheral  nerves  and 
cerebral  aneurysms.  Tiny  blood  vessels  of  the  brain 
such  as  the  middle  cerebral  (which  is  only  2 to  3 mm. 
in  size)  are  now  visible  under  the  microscope  and, 
therefore,  are  surgically  attackable.  Malformations  of 
the  spinal  cord  now  are  corrected  under  microscope 
with  better  results. 

This  textbook  is  well  organized,  showing  and  indicat- 
ing the  applications,  the  use  of  the  surgical  microscope 
and  the  instruments  required.  There  is  a review  of  the 


neuroanatomy  and  the  results  of  some  of  the  leaders 
in  this  field,  the  technics  for  attacking  the  pituitary 
and  other  tumors  of  the  brain.  The  photographic  re- 
productions are  excellent  and  some  of  them  are  in 
color,  riiis  book  is  well  worthwhile  purchasing  for  all 
neurosurgeons  and  for  general  surgeons  who  contem- 
plate doing  microvascular  surgery. 

Arthur  Winter,  M.D. 


Effective  Utilization  of  Psychiatric  Evidence.  New 

York,  1970,  Practicing  Law  Institute.  Pp.  590.  ($15) 

Assembled  here,  between  hard  covers,  is  a set  of  28 
reprints  on  several  aspects  of  forensic  psychiatry— per- 
sonal injury  claims,  criminal  responsibility,  competence 
to  stand  trial,  and  the  psychiatrist  as  a witness.  There 
is  nothing  about  testamentary  capacity,  nor  about  mal- 
practice claims  against  psychiatrists.  At  least  I cannot 
find  any  such  reprints  here  and  since  the  book  has  no 
index,  there  would  be  no  way  of  tracking  down  this 
material  even  if  it  were  included.  I do  find  excellent 
thought-provoking  papers  by  Watson,  Pollack, 
Diamond,  and  Modlin,  all  previously  published— the 
paper  on  the  psychiatrist  as  an  expert  witness  (by 
Diamond  and  Louisell)  for  instance,  was  first  pub- 
lished in  1965.  Also  included  is  Dershowitz’s  brilliant 
if  somewhat  disturbing  paper,  “The  Knife  That  Cuts 
Both  Ways,”  which  is  uncomfortably  critical  about  the 
role  of  the  psychiatrist  in  commitment  procedures. 

The  publishers  took  photocopies  of  manuscripts  and 
published  articles  and  simply  bound  them  together. 
Thus  there  is  an  unevenness  about  the  printing,  and  a 
lack  of  any  editorial  comment  that  might  tie  the  mate- 
rial together.  Especially  unfortunate  is  the  complete 
lack  of  an  index,  which  makes  the  volume  almost  use- 
less for  reference  purposes. 

There  is  still  room  for  a practical,  well-indexed  refer- 
ence volume  on  the  effective  use  of  psychiatric  testi- 
mony. The  price— $15— for  a collection  of  reprints 
seems  a bit  high  even  in  these  inflationary  days. 

Henry  A.  Davidson,  M.D. 


Instructional  Course  Lectures,  (Vol.  19).  American 
Academy  of  Orthopaedic  Surgeons.  St.  Louis,  1970, 
Mosby.  Pp.  236.  Illustrated.  $19.50) 

The  return  of  the  “Instructional  Course  Lectures  of 
the  American  Academy  of  Orthopaedic  Surgeons”  in 
volume  form  after  an  absence  of  almost  ten  years  will 
be  appreciated  by  orthopedic  surgeons  everywhere. 
The  chance  to  review  courses  taken  at  the  annual 
.\cademy  meetings  and  to  study  the  subject  matter 
which  one  was  unable  to  take  is  a most  welcome  one. 

Each  of  the  13  courses  presented  is  by  a different  group 
of  authors  so  the  format  and  quality  of  the  discussions 
vary.  Most  of  them,  however,  have  been  presented  with 
modifications  over  a series  of  years  and  they  are  well 
organized,  well  illustrated,  and  well  presented.  .Mmost 
all  of  these  articles  will  be  of  interest  so  that  this  series 
belongs  in  your  permanent  librarv.  For  the  non- 
orthopedist, only  certain  of  the  articles  may  be  of 
interest  and  this  series  will  primarily  be  a reference 
source. 

Particularly  worthwhile  for  the  non-orthopedist  are  the 
papers  on  fractures  in  children;  orthopedic  manage- 
ment of  muscular  dystrophy;  clinical  applications  of 
electric  diagnostic  studies;  the  incidence  and  preven- 
tion of  thrombo  embolic  disease;  and  clinical  and 
pathologic  studies  of  fat  embolism. 

Rorert  G.  Greene,  M.D. 
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ilfs  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Ylice  Place  to  Well 


Medicenter  of  America  / Lakewood  • Neptune,  New  Jersey 


PHYSICIANS  WANTED 

Residency  in  Physical  Medicine  and  Rehabili- 
tation— Dynamic,  young  program  with  bal- 
anced academic  and  clinical  emphasis  under 
the  supervision  of  5 physiatrists.  Three  year 
program  with  opportunity  for  research  and 
pursuit  of  special  interests  both  in  medical 
school  and  private  hospital  settings.  One 
year’s  credit  for  4 years  of  general  practice 
experience  or  training  in  another  specialty. 
Partially  tax  free  stipends  from  $8800.00  to 
$10,000.00  depending  on  qualifications.  Gl 
schooling  benefits  available  for  veterans. 
Berry  plan  deferments  are  usually  obtainable 
for  physicians  anticipating  military  service. 
We  will  pay  for  visits  in  selected  cases.  Tele- 
phone or  write  for  information  to:  John  F. 
Ditunno,  Jr.,  M.D.,  Professor  and  Chairman, 
Department  of  Rehabilitation  Medicine, 
Thomas  Jefferson  University  Hospital.  11th 
and  Walnut  Streets,  Philadelphia,  Pa.  19107. 
Telephone:  (215)  829-6573. 


Director  of  Clinical  Investigation 
New  York  Area 

A well  established  ethical  pharmaceutical  company  in 
the  metropolitan  New  York  area  is  seeking  a qualified 
physician  for  the  position  of  Director  of  Clinical 
investigation.  In  addition  to  being  an  M.D.,  recent 
training  or  background  in  clinical  science  is  required, 
preferably,  with  some  experience  in  new  drug  develop- 
ment. The  candidate  will  coordinate  programs  from 
initial  clinical  pharmacology  to  product  release  for 
marketing.  A supportive  staff  is  available.  The  salary 
will  be  commensurate  with  the  candidate’s  qualifica- 
tions and  the  position.  There  are  excellent  fringe 
benefits.  Interested  candidates  may  write  in  confi- 
dence for  an  interview  enclosing  curriculum  vitae. 
Box  No.  182,  c/o  THE  JOURNAL 


ENT  SPECIALIST 

Needed  to  complement  staff  of  200-bed 
northern  New  Jersey  hospital.  Reply  in 
confidence,  with  full  resume  to: 

John  W.  Pollina,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  NJ.  07662 


EMERG  RM  PHYSICIANS 

300  bed  General  Hospital;  N.  J.  license 
required.  Minimum  income  of  $32,760 
for  42  hour  wk.  Contact:  Theo  B.  Pod- 
kul,  M.D.,  Director  Emergency  Serv- 
ices, Helene  Fuld  Hospital,  750  Bruns- 
wick Avenue,  Trenton,  New  Jersey 
08607. 


PHYSICIANS  WANTED 

Psychiatrist,  Internists,  General  Practitioners 
— Immediate  openings  to  work  on  Psychiatric, 
Medical  or  Geriatric  Services.  Also  openings 
in  community  mental  health  clinics  in  need 
of  expansion.  Jersey  Shore  area.  Excellent 
personnel  program  and  benefits.  May  have 
part-time  practice.  State  License  required. 
Salary  to  $24,208  depending  on  qualifica- 
tions. Send  resume  in  confidence  to  Michael 
R.  Simon,  M.D.,  Medical  Director,  New  Jersey 
State  Hospital,  Marlboro,  New  Jersey.  Tele- 
phone 201-946-8100. 


I IIK  lOl  RVM,  Of  I 111'.  Ml-niCAI  ,S()(  If-  I V ()l  NEW  JERSEY 


8f) 


CLASSIFIED  ADVERTISEMENTS 


CERTIFIED  SURGEON— Married,  34;  with  training  in 
trauma  and  vascular  surgery.  Available  for  group, 
partnership  or  academic  practice.  G.  Maddiwar,  M.D., 
41-30  43rd  St..  Sunnyside,  New  York  11104. 


GENERAL  SURGEON -University  trained  including 
vascular.  Desires  association  leading  to  partnership. 
.Available  luly,  1973  after  Army.  Box  No.  184,  c/o  THE 
JOURNAL. 


FOR  SALE  — Fanwood,  New  Jersey.  Spacious  colonial 
home  office  with  equipment  and  records  of  established 
general  practice.  Contact  Gary  Osher,  M.D.,  79  Elm- 
wood Drive,  Livingston,  New  Jersey  07039. 


FOR  RENT— Central  Bergen  County.  Fully  equipped 
office  with  x-ray.  Full  or  part-time.  Share  expenses 
with  established  physician.  Write  Box  No.  180,  c/o 
IHE  JOURNAL. 


OFFICE  AVAILABLE  — Park  Ridge,  New  Jersey.  1000 
square  feet  in  modern  air-conditioned  professional 
building  in  busy  shopping  center.  Low  rent  after  6 
months  free  rental.  \Vrite  Box  No.  185,  c/o  THE 
JOURNAL. 


OFFICES  AVAILABLE-Passaic,  New  Jersey.  Three 
suites  common  waiting  room,  2nd  floor,  Passaic  Medi- 
cal Group.  X-ray,  laboratory,  physiotherapy  facilities 
in  building.  149  Prospect  Street.  Call  (201)  473-3000. 


AVAILABLE— TVayne,  New  Jersey.  Four  bedroom  mod- 
ern office.  Radio  intercom,  220  wiring,  dishwasher, 
refrigerator,  washer.  Corner  position.  Call  (201)  696- 
3065. 


InformaHon  for  Advertisers— RATES:-$5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


PROFESSIONAL  RESIDENCE  AND  OFFICES. 
Here  is  a rare  opportunity  for  a young  pro- 
fessional man  to  establish  his  home  and 
practice  in  a most  desirable  area.  This  qual- 
ity constructed  custom  built  property  con- 
tains 2050  sq.  ft.  of  living  space  in  addition 
to  740  sq.  ft  of  office  space.  Beautifully 
landscaped  corner  lot  with  adequate  park- 
ing. Call  or  write  us  for  further  information. 
Price  $56,500.  B.  T.  Edgar  & Son,  Realtors, 
27  E.  Main  Street,  Moorestown,  N.  J.  08057 
(Phone  609-235-0101). 


WESTFIELD,  N.  J. 

Professional  offices  (1050  sq.  ft.)  in 
Medical  Group  Bldg.  Consists  of  sev- 
eral offices — lavatory,  nurses  station, 
waiting  room,  etc.  Prime  Westfield 
Medical-Dental  location.  Complete  de- 
tails on  request.  Call  Barrett  & Crain, 
Realtors,  232  or  233-1800. 
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Doctor, 

you 


These  days,  according  to  the  press,  a $54,000  medical  bill  is  not  uncommon. 
Unfortunately,  most  major  medical  plans  do  not  cover  all  the  costs  in- 
volved . . . they  weren't  designed  to.  Result:  a threat  to  your  cash-value 
life  insurance,  financial  security,  stocks  and  bonds.  Heartbreak,  because 
the  more  you  have,  the  more  you  tend  to  lose. 

Now  comes  Excess  MED,  a unique  second  generation  medical  policy  from 
NN  Insurance  Companies,  that  takes  over  where  your  group,  association 
or  individual  major  medical  runs  out.  This  double  deck  protection  is  what 
you  need.  It  pays  up  to  $100,000  for  all  accidents  or  illnesses.  Pays  100%  — 
not  75%  or  80% — of  all  eligible  medical,  surgical  and  dental  expenses 
for  all  family  members  after  only  one  family  deductible  is  met.  And  the 
policy  is  guaranteed  renewable  for  life. 


Excess  MED  has  several  other  "life-savings"  features  worth 
looking  into.  Why  not  ask  for  a folder  which  describes 
the  policy. 


The  more  you  have,  the  more 
you're  expected  to  pay  it. 


NN 


INSURANCE  COMPANIES 

MILWAUKEE,  WISCONSIN 


Write  Excess  MED,  W.  S.  Vogel  Agency,  Inc., 

498  William  Street,  East  Orange,  N.  J.  07017 
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NEW  JERSEY  ACADEMY  OF  GENERAL  PRACnCE 


NINETEENTH  ANNUAL  SOCIAL,  RUSINESS  AND  SCIENTIFIC  SESSIONS 

Wednesday,  March  17,  1971  to  Sunday,  March  21,  1971 


HOST  FARM  RESORT  MOTEL 

2300  Lincoln  Highway  East,  Lancaster,  Pa.  17602  Phone:  (717)  397-7631 

SCIENTIFIC  PROGRAM 

THLIKSDAY,  FRIDAY  AND  SATURDAY  MORNINGS 
y:30  A.M.-12:30  P.M.  March  1<S,  1<),  20 

LECTURES  AND  CITNICAL  SEMINARS  ON  PEDIATRICS, 
GASTROENTEROLOGY  AND  MEDICINE 
BY  LEADINC;  MEDICAL  AUTHORITIES 

Nine  Hours  prescribed  AA(»P  C.redit  allowed 

SOCIAL  PROGRAM 

\Vednesday,  March  17  ('ocktail  Party  followed  by  Special  St.  Patrick’s  Party 

with  bainl  and  dancing. 

I bursday,  March  18  (iaine  to  be  Played- — Art  as  an  investment.  Given  by 

the  famous  Reese  Palley.  “Invest  and  win.” 

Friday,  March  19  — Tour  of  Amisbiand  and  banner’s  Market 

Sign  up  at  Registration  Desk 

Peer  and  Oyster  Partv — Given  by  Marion  Laboratories 
Special  Pennsylvania  Dutch  Dinner 

Saturday,  March  20  Reception  and  C.ocktail  Party,  Private  Banquet  to 

follow.  Black  Tie  optional 

NAME  ENTEHTAINMENT  NIGHTLY 

for  further  information : 

See  your  G.P.  Bulletin  or  write  N.J.A.G.P.,  1T4  South  Harrison  Street, 
East  Orange,  New  Jersey  07018  or  G.  Restivo,  M.D.,  General  Chairman 

201-798-2900 


anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— hbs  demor^it^^^f^T^ 
usefulness  in  virtually  every  field  of  meaTcaTpractice  \A/here 
anxiety  complicates  the  patient's  condition. 

; JAN  141^^71 

; HEW  YHP" 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows : 

Indications:  Indicated  when  anxiety,  ten- 
sian  and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  aperating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage,-  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  af  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticaagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncape  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction,-  changes  in  EEG  pat- 
terns (law-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunctian 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 


Division  of  HoHm»on-Lj  Rocne  inc- 

Nuife?  Jtf»fjr07it0 
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Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 

surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DEIaware  3-4340 


Doctor 
Blue  Shield 

A great  man  was  honored  recently  by  the  Academy  of 
Medicine  of  New  Jersey.  Dr.  Edward  Wharton  Sprague.  The 
oldest  practicing  physician  in  our  state.  We  think  of  him  as 
“Doctor  Blue  Shield”,  because  he,  more  than  any  other 
individual,  was  responsible  for  the  creation  of  New  Jersey’s 
Blue  Shield.  The  plan  which  today  covers  over  3.4  million 
New  Jerseyans.  It  was  Dr.  Sprague  who  originated  our 
“service  benefit”  concept  for  members  of  modest  means. 

He  served  on  our  Blue  Shield  Board  of  Trustees  for  twenty-four 
years.  And  on  the  Board  of  our  companion  Plan,  Blue  Cross, 
for  thirty-eight  years.  Today,  at  ninety-two,  he  continues  to  give 
both  Boards  advice  and  inspiration  as  Trustee  Emeritus. 

We  join  the  Academy  of  Medicine  in  saluting 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  accidents  , 

and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 

be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 


GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY.  Nl 


lEW  YORK  10502  UNDER  LICENSE  FROM  BOEH RINGER  INGELHEIM  C.  M.  8.  M. 


I the  night  shift 

of  depression... 
linsonuiia 


I )epression  is  a 24-hour-a-day  problem.  And  insomnia  is 
>ften  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
;ey  symptom  in  establishing  the  diagnosis  of  depression. 

iiLAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
lelpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
)sychic  energizers  or  agents  that  merely  elevate  mood, 
iLAVIL  HCI  embodies  a mild  antianxiety  action  which 
I nanifests  itself  even  before  the  fundamental  antidepressant 
f activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
I )ccurs  in  some  patients,  usually  within  the  first  few 
fays  of  therapy. 

1 NOTE:  Not  recommended  during  the  acute  recovery  phase 
ollowing  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
:lass.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note.-  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confuslonal  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEC  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck&Co.,lnc.,  West  Point,  Pa.  19486 
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Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 
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EDITORIALS 

Your  State  Society  Dues 

Of  the  51  state  medical  societies  (including 
the  District  of  Columbia),  14  have  annual 
dues  of  SI 00  or  more.  The  blue  ribbon  winners 
in  this  derby  are:  Minnesota  (SlOO),  Arizona 
($105),  New  Mexico  ($105),  Illinois  ($105), 
Idaho  ($120),  Michigan  ($125),  Oregon 
($125),  North  Dakota  ($125,)  South  Dakota 
($125),  Hawaii  ($140),  North  Carolina  ($145), 
Wisconsin  ($145),  Iowa  ($150),  and  Alaska 
($200). 

Then  there  are  32  state  societies  with  annual 
dues  between  $60  and  $90,  and,  finally,  only 
5 with  dues  under  $60.  These  five  are  Massa- 
chusetts ($35),  Connecticut  ($50),  Ohio  ($50), 
New  Jersey  ($55),  and  Texas  ($55).  In  other 
words,  if  you  list  the  state  medical  societies 
in  order,  according  to  amount  of  dues.  New 
Jersey  is  48th  from  the  tojj — $55  a year  in 
dues,  tcHnpared  with  the  median  at  .$85. 

We  refrain  irom  comment. 


Doctor’s  Assistant  And 
The  Assistant  Doctor 

Last  month  in  this  Journal,  we  published  a 
thoughtful  article  by  Dr.  Henry  A.  Brodkin 
on  “family  practice.’’  One  of  Dr.  Brodkin’s 
points  was  that  we  should  not  try  to  solve  the 
doctor-shortage  problem  by  creating  a new 
corps  of  licensed  assistants  who  would  have  a 
much  shorter  educational  and  training  pro- 
gram than  the  M.D.  However,  in  November 
1970,  the  National  Academy  of  Sciences  sug- 
gested precisely  that.  Their  plan  would  be  to 
create  three  kinds  of  assistants.  As  reported  in 
the  November  30,  1970,  Modern  Medicine, 
this,  they  said,  “would  be  the  fastest  way  to 
relieve  the  medical  manpower  shortage.”  The 
bottom  level  in  this  three-tiered  hierarchy  of 
assistants  would  be,  in  the  words  of  the  Na- 


tional Academy  of  Sciences,  “to  medicine 
what  the  practical  nurse  is  to  nursing.”  At 
the  second  level,  the  “assistant”  would  be 
skilled  in  one  type  of  procedure  or  even  “one 
type  of  clinical  specialty.”  The  top  level 
would  be  a “physician  associate.”  The  “asso- 
ciate,” under  an  MD’s  sup>ervision,  would  be 
permitted  to  do  “diagnostic  and  therapeutic 
work.”  How  much  education  would  he  have 
to  have?  A high  school  diploma?  That’s  what 
the  National  Academy  of  Sciences  suggests. 

In  this  connection,  the  NAS  has  asked  the 
,\MA  “to  cooperate  in  eliminating  legal  bar- 
riers and  in  setting  educational  standards  for 
certification  of  physicians’  assistants.”  It  is  in- 
teresting that  NAS  recommends  not  licen- 
sure but  “certification.” 

The  problem  was  seen  in  a different  focus 
when  the  National  Congress  on  Health  Man- 
power met  in  December  1970  under  AM  A 
auspices.  I'liey  were  more  concerned  with 
defining  the  kinds  of  functions  that  an  MD 
could  delegate  than  they  were  with  creating  a 
new  bevy  of  legally  certified  assistants. 

Underlying  all  suggestions  for  new  “medical 
assistant”  categories  is  the  assumption  that 
the  practice  of  medicine  is  a craft  that  can  be 
learned  by  a kind  of  vocational  training,  the 
way  a young  man  can  be  taught  to  repair 
television  sets  or  set  permanent  waves  in  a 
beauty  parlor.  This  delusion  may  be,  in  part, 
our  own  fault.  That  is,  we  have  made  it  seem 
as  if  computers  could  give  us  a diagnosis  by 
one  kind  of  programing  and  then  print  out 
the  proper  treatment  by  pushing  some  addi- 
tional buttons.  Maybe  we  have  become  so 
enchanted  with  the  idea  that  we  are  vendors 
of  “medical  services”  that  we  have  forgotten 
that  we  are  also  standbys  for  people  in  trou- 
ble. Compassion  can’t  be  punched  into  a 
computer.  The  medical  school  isn’t  (or 
should  not  be)  a vocational  school.  The  deci- 
sion as  to  removing  a peptic  ulcer  surgically 
or  treating  it  medically  has  to  be  made  by  a 
physician  who  cannot  only  recite  the  doses  of 
the  gels  and  the  indications  for  surgery,  but 
who  also  has  a well  rounded  understanding 
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of  the  physiology  of  digestion,  the  pharmacol- 
ogy of  antacids,  the  complications  of  surgery, 
the  vagaries  of  the  human  personality,  and 
the  anatomy  of  the  gastrointestinal  tract. 

Medicine  has  reached  its  present  dignity  after 
a thousand  years  of  struggle.  Barbers  are  fine 
people  and  we  need  them.  But  they  are  not 
surgeons  in  spite  of  the  honorable  barber- 
surgeon  tradition  (memorialized  by  the  red 
and  white  striped  pole).  We  need  pharma- 
cists, certainly,  and  we  need  trainers  and 
coaches  for  football  teams  and  for  boxers. 
But  they  are  not  MDs  and  any  blurring  of 
the  line  would  be  a reactionary  move  back  to 
the  feldsher  or  to  the  barber-surgeon.  Let’s 
face  it.  The  road  to  medical  mastery  is  long 
and  arduous  and  there  are  no  short  cuts, 
bypasses,  or  backdoor  points  of  entry. 

It  Doesn’t  Always 
Come  Up  Roses* 

The  discovery  of  each  new  sidjstaiice  with 
biologic  activity  will  be  accompanied  by  some 
biologic  threat,  d'hus,  the  new  substance  may 
be  an  insecticide  which  damages  birds’  eggs, 
or  new  antibiotics  which  might  lead  to  the 
development  of  threatening  mutant  strains  of 
l)acteria. 

Every  time  the  clinician  develops  a new  artifi- 
cial situation  which  markedlv  affects  patients, 
search  should  be  made  for  adverse  effects.  In 
some  instances  the  adverse  effects  may  not 
only  threaten  a patient,  but  his  physician  as 
well.  An  example  is  the  danger  associated 
with  renal  dialysis  and  the  secondary  effects 
of  immunosuppression  for  the  patient  and 
indirectly  the  attending  staff.  Dangers  to  the 
patient  include  electrolyte  abnormalities,  pe- 
culiar alterations  of  hormonal  balances,  ob- 
scure adverse  effects  on  the  hematologic  sys- 
tem, susce])tibilily  to  infection,  and  even  ])sy- 
chologic  effects  which  are  difficult  to  meas- 
ure. An  illustration  of  the  danger  to  patients 

’’Re|)iiiUc(l  from  the  Oiioticr  1,  1970  AVic  York  State 
Jounial  of  Medicine 


treated  by  immunosuppression  is  the  threat 
of  undetected  cancer  cells  in  the  transplanted 
kidney  and  the  development  of  new  cancers 
from  the  patient’s  tissues.  As  immunosuppres- 
sion by  chemicals  and  antilymphocyte  globu- 
lin reduces  the  natural  surveillance  mechan- 
isms— probably  lymphocytes — abnormal  cells 
can  gain  a foothold,  grow,  and  then  generate 
their  own  antigenic  material  wliich  may  fur- 
ther neutralize  defense  mechanisms.  There 
are  reports  of  the  development  of  25  malig- 
nancies in  relatively  young  patients  treated 
with  immunosuppression  measures  for  a ferv 
years.  One  might  expect  that  other  diseases  in 
which  celhdar  immunity  plays  a major  role 
will  also  develop  in  such  patients. 

Outbreaks  of  hepatitis  are  common  in  pa- 
tients undergoing  renal  dialysis.  They  are  ex- 
posed to  multiple  blood  transfusions  and 
have  a reduction  of  normal  defenses.  The 
course  of  this  disease  is  not  as  severe  in  pa- 
tients under  immunosuppression,  probably 
because  the  antibody — antigen — tissue  reac- 
tion is  also  suppressed. 

These  outineaks  jrrovide  a threat  to  staff  mem- 
bers. The  number  of  nurses  and  physicians 
w’ho  have  developed  severe  hepatitis  has  be- 
come a problem  of  major  importance,  ft  is 
clear  that  immediate  steps  must  be  taken  to 
231'otect  the  staff  members  of  such  units.  The 
unit  shoidd  be  separated  from  hospital  acti\i- 
ties  and  appropriate  warnings  of  “Biological 
Hazard”  be  posted.  Apparently  the  jDiophy- 
lactic  treatment  of  the  staff  members  of  dialy- 
sis units  with  gamma  globulin  has  not  been 
effective,  but  a vigorous  assessment  of  the 
dangers  of  this  prophylactic  treatment  has 
not  been  made.  It  woidd  seem  wise  that  all 
medical  centers  inform  prospective  employees 
in  such  units  of  tlie  dangers  associated  with 
them  and  that  blood  samples  be  ol)tained 
before  employment  so  that  the  levels  of  the 
.\U-SH  antigen  be  detected.  Perhajjs  only 
persons  with  positive  .\U-SH  antigenicity 
should  f)e  employed. 

These  episodes  remind  us  that  iltere  is  a bio- 
logic price  to  pay  for  each  neev  de\elopment 
of  a biologic  acti\  e substance  or  procedure. 
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j works  on  the  appetite 
I not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
i tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  In  patients  hypersensitive  to 
I this  drug;  in  emotionally  unstable  potients  susceptible  to  drug  abuse. 

I Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  great  caution  in 
1 potients  with  severe  hypertension  or  severe  cardlovasculor  disease.  Do  not  use  dur- 
j ing  first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  Incidence.  As  Is  charocteristic  of  sympothomimetic  agents,  it  may 
occaslonolly  couse  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
orrhythmia,  polpitotion,  ond  increosed  blood  pressure.  One  published  report 
described  T-wave  chonges  in  the  ECG  of  a heolthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticorio,  ecchymosis,  ond  erythemo.  Gostrointesflno/  effects  such  os  diarrhea, 
constipotion,  nouseo,  vomiting,  ond  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  and  leukopenia.  A vorlety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  ond  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten*tab  toblets:  One  75  mg.  tablet 
daily,  swallowed  whole.  In  mIdmornIng  (10  a.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  r-ioa  / 2/?i  / u.s.  patent  no.  3,001,910 
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ond  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Here  described  is  an  association  between  mongolism 
and  renal  medullary  lesions,  never  previously  reported. 


Renal  Papillary  Fibrosis* 

Associated  With  Cardiac  Tamponade  In  A Patient  With  Down's  Syndrome 


Tetsuo  Shimamura,  M.D./New  Brunswick 

Some  diseases  involving  the  renal  medulla  in 
man  terminate  in  uremia.  Others  lead  to  more 
protracted  renal  functional  derangement.  For 
example,  pyelone])hritis  and  diabetes  mellitus 
are  not  infrequently  lollowed  by  renal  medul- 
lary necrosis.’'  - .\part  from  the  acute  lesion, 
renal  medullary  changes  are  apparent  in  many 
patients  with  these  diseases.  Few  aged  tnales 
are  free  from  prostatic  hypertrophy  which 
often  causes  urinary'  obstruction.  Fhis  can 
cause  renal  functional  impairment  such  as 
polyuria,'’'  * presumably  due  to  the  loss  of  con- 
centrating  ability  of  the  renal  medulla.  Fhe 
as.sociation  of  phenacetin  intake  and  renal 
medullary  necrosis  has  long  been  known,'- 
particularly  in  patients  with  rheumatoid 
arthritis."  renal  medullary  lesion  can  be 
due  to  sickle  cell  anemia.^  A renal  (oiuen- 
trating  defect  occurs  in  malnutrition,  and  it  is 
thought  that  the  decreased  urea  conceutraiion 
in  the  renal  methdla  is  the  cause  of  the  cleleci, 
although  no  morj)hological  alteration  of  the 
medulla  associated  with  it  has  been  described." 
Various  exjjerimental  means,’”''^’  including 
renal  vein  constriction--  also  induce  renal 
medullar)'  necrosis. 

The  author  has  observed  an  extensive  mechd- 
lary  fdwosis  occurring  in  a patient  with  Down’s 
syndrome  who  died  of  severe  constricti\  e ]>eri- 
carditis.  There  were  no  known  clinical  find- 
ings of  diabetes  mellitus,  pyelonejdu  itis,  uri- 
nary obstruction,  sickle  cell  anemia,  or  phe- 
nacetin abuse.  At  autojjsy,  both  renal  veins 
were  extremely  dilated,  reaching  the  si/e  ol 


an  achdt  inferior  vena  cava,  clue  to  severe 
constrictive  heart  failure  secondan  to  the 
cardiac  tamponade.  1 he  situation  observed  in 
this  case  closelv  simulates  an  experimental 
condition  ol  renal  mechdlarv  lesion  due  to 
renal  vein  constriction,  .\lthough  the  exact 
cause  ol  the  renal  medullary  fibrosis  in  this 
case  remains  unceriain,  the  finding  is  unic|ue 
and  worthy  of  record. 


I'igiiic  I— All  .x-ray  lilin  ul  ilu-  du  sl  ili  iiunm i .iics  a 
total  opacity  ol  the  Icll  lung  iic-ld.  i lie  iiiccliasliiiiiiii  is 
sliiflecl  to  tile  light. 


* t his  work  is  Iroiii  llie  Kiilgeis  Medical  School,  wlicic 
Dr.  Shiiiiaiiiiira  is  .\ssislaiil  I’rotcssor  ol  I’alhology. 
Kepriiil  rc(|iiesls  should  he  addressed  lo  him  at  Riilgers 
Medical  School.  New  Itriinswick,  New  |ersey  0890.S 
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A nineteen-year-old  male  with  Down’s  syndrome 
(mongolism),  a resident  of  the  Woodbridge  State  School 
for  the  retarded  children  in  New  Jersey,  was  coughing 
and  reported  as  “not  feeling  well.”  He  was  not  in 
acute  distress.  He  had  no  cyanosis.  Dullness  was 
present  at  the  base  of  the  left  chest  wall  and  tubular 
breath  sounds  were  heard  over  the  left  upper  chest.  He 
was  hospitalized  with  a diagnosis  of  bronchopneumonia 
of  the  left  lung.  A shadow  (thought  to  be  a pleural 
effusion  and  pulmonai-y  infiltrate)  in  the  left  upper 
lung  field  was  present  in  the  chest  x-ray  taken  on 
admission.  There  was  a moderate  leukocytosis  with  a 
shift  to  the  left.  Sputum  culture  showed  a heavy 
growth  of  Gram-negative  bacilli.  The  patient  was 
treated  with  Keflin®  and  Vibromycine®  after  sensitivity 
tests  had  been  carried  out.  During  the  subsequent  two 
weeks  of  the  treatment,  there  was  no  fever  or  distress. 
However,  there  was  a progressive  worsening  noted  in 
the  hnding  on  later  chest  x-ray  films  (Figure  1).  A 
consultant  diagnosed  “total  collapse  of  the  left  lung” 
and  scheduled  a bronchoscopy.  The  patient  appear^ 
tired  and  started  to  have  a spiking  temperature.  On 
the  19th  hospital  day,  shortness  of  breath  developed, 
and  he  was  placed  in  an  oxygen  tent.  On  the  20th 
hospital  day,  severe  respiratory  distress  unresponsive 
to  administration  of  aminophylin  and  epinephrine 
developed.  The  patient  died  before  having  the  broncho- 
scopic  examination. 


typical  nutmeg  appearance  with  a blunted  margin.  The 
right  kidney  weighed  90  Grams  and  the  left,  120 
Grams.  Kidneys  revealed  no  remarkable  abnormality 
at  fresh  stale,  but  distinct  grey  discoloration  uniformly 
involving  all  of  the  papillae  became  evident  after 
formalin  fixation  (Figure  2).  Each  adrenal  gland 
weighed  4 Grams  and  showed  a loss  of  deep  orange 
color  of  the  usual  adrenal  cortices.  The  thymus 
weighed  19  Grams  and  was  fleshy  in  appearance.  The 
cervical,  mediastinal,  para-aortic,  iliac,  and  mesenteric 
lymph  nodes  were  moderately  enlarged.  The  rest  of 
the  findings  appeared  irrelevant  to  this  report. 

Section  of  the  heart  revealed  a thick  layer  of  epicardial 
granulation  tissue  with  irregular  deposits  of  fibrinous 
material.  The  right  lung  contained  edema  fluid  in  the 
alveolar  spaces  and  had  a non-specific  mixed  cell  infil- 
tration in  the  alveolar  walls  and  lumina.  Pulmonary 
vessels  showed  scattered  recent  intra-alveolar  hemor- 
rhage. The  left  lung  was  atelectatic  with  acute  and 
chronic  inflammation  involving  alveoli,  bronchioles, 
and  bronchial  and  vascular  walls.  Massive  foamy 
histiocytes  and  scattered  deposits  of  fibrin  were  seen 
in  the  completely  distorted  pulmonary  parenchyma. 
The  liver  showed  atrophy  to  virtual  necrosis  of  hepato- 
cytes  in  the  centrilobular  areas.  The  central  veins  and 
sinusoids  were  dilated.  The  renal  cortical  tissue  was 
unremarkable,  but  there  was  fibrosis  of  all  renal 


Autopsy:  The  patient  was  poorly  developed  with  imma- 
ture secondary  sexual  characteristics.  Typical  somatic 
findings  of  Down’s  syndrome  were  present.  Upon  open- 
ing the  thorax  we  noted  that  the  pericardial  sac  was 
distended  with  a huge  amount  of  serosanguinous  fluid 
which  measured  at  least  1100  milliliters.  The  distended 
sac  almost  completely  occupied  the  entire  left  pleural 
cavity,  compressing  the  atelectatic  left  lung  to  the  size 
of  an  adult  fist.  The  entire  visceral  and  parietal  epi- 
cardial surfaces  were  covered  with  a grey,  lusterless, 
fibrinoid  material.  Tlie  right  lung  was  voluminous, 
congested,  and  edematous  with  an  increased  consist- 
ency. The  left  lung  was  fibrous  and  atelectatic  with 
often  obliterated  bronchial  lumina.  The  superior  and 
inferior  venae  cava  and  their  major  tributaries  were 
filled  with  blood  and  markedly  distended.  The  renal 
veins  and  their  tributaries  were  distended  with  blood, 
and  the  diameter  of  the  renal  veins  had  reached  the 
size  of  an  adult  inferior  vena  cava.  TIte  liver  had  a 


Figure  2— The  grey  discoloration  of  the  renal  papillae 
due  to  fibrosis  is  apparent.  Notice  a similar  extent  and 
degree  of  involvement  of  the  two  well-exposed  papillae. 
The  overt  distension  of  the  lumen  of  the  draining  site 
of  interlobar  veins  is  present  (larger  arrow)  together 
with  dilated  arcuate  veins  (smaller  arrow).  No  detect- 
able abnormalities  exist  in  the  pelvis  and  calyces. 
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Figure  3— The  interstitial  fibrosis  and  loss  of  renal 
tubular  structures  are  illustrated.  Notice  the  picnotic 
nuclei  of  some  of  the  remaining  collecting  tubular  epi- 
ihelia  (longer  arrow).  The  peritubular  capillaries  are 
engorged  with  erythrocytes  (shortei  arrow).  .Abundant 
interstitial  cell  nuclei  are  observable  in  the  fibrosed 
interstitium.  Hematoxylin  and  cosin  stain.  Mag.  X:  33. 
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Figure  4— The  loss  of  renal  tubular  structures  and  the 
interstitial  fibrosis  are  apparent.  Notice  the  presence 
of  engorged  capillaries  and  the  proliferation  of  inter- 
stitial cells  (arrow).  An  apparent  calcium  deposit  is 
seen  in  some  of  the  degenerating  renal  tubules.  Hema- 
toxylin and  eosin  stain.  Mag.  X:  310. 


papillae  of  uniform  degree.  The  loss  of  tubules  and 
degeneration  of  the  tubidar  epithelia  were  most  pro- 
nounced (Figure  3).  Scattered  foci  of  apparent  calcium 
deposits  were  noted  in  the  degenerating  tubular  struc- 
tures. (Figure  4).  Less  severely  involved  by  a similar 
process  were  capillary  endothelia  of  the  papillae.  The 
interstitial  cells  were  practically  uninvolved.  They 
tended  to  proliferate  in  the  areas  of  fibrosis.  Scattered 
microscopic  necrotic  foci  were  also  present  iti  the  pajiil- 
lae.  Fhere  was  a loss  of  adrenal  cortical  lipid.  1 he 
thymus  gland  was  cellular  for  his  age.  The  lymph 
nodes  and  thymus  gland  had  a proliferation  of  histio- 
cytes in  the  dilated  sinuses.  'Fhere  were  many  small 
lymphocytes  in  the  lympli  nodes  and  thymus,  but  the 
germinal  centers  were  indistinct  with  scanty  numbers 
of  the  blastic  form  of  lymphocytes. 

Electron  microscopic  findings  in  the  renal  tissue  were 
reported  as  follows:  The  formalin-fixed  renal  cortex 
and  papilla  were  post-fixed  in  one  per  cent  veronal- 
buffered  osmium  tetroxide  for  one  hour,  dehydrated, 
and  embedded  in  number  one  Epon-.Araldite®  mixture 
of  Mollenhauer.“  The  thin  sections  were  doubly  stained 


Figure  5— Numerous  subendothelial  osmiophilic  de- 
posits (arrow)  are  shown.  Extensive  fusion  of  fool 
jrrocesses  is  present  E:  endothelial  cell.  R:  erythrocyte. 
Ep;  epithelial  cell.  Mag  X:  9900. 


with  uranyl  acetate  and  lead  citrate,^  and  were  ex- 
amined under  a Zeiss  EM-9A  electron  microscope. 

Prominent  fusion  of  the  foot  processes  was  readily 
observable.  Scattered  throughout  the  glomeruli  were 
deposits  in  the  subendothelial  area  and  in  the  mesan- 
gial matrix  (Figure  5).  The  deposit  occasionally  re- 
vealed regularly  spaced  periodic  bands  having  intervals 
of  230  Angstroms  (Figure  6).  Collagen  fibers  were 
abundant  in  the  interstitium  of  the  renal  papilla.  In 
addition,  numerous  osmiophilic  deposits,  morphologi- 
cally similar  to  those  seen  in  the  glomeruli,  were  pres- 
ent in  the  interstitium.  Due  to  the  poor  ultrastructural 
preservation,  detailed  evaluations  of  cellular  altera- 
tions were  not  attempted  in  this  study. 


¥ 


Figure  6— The  osmiophilic  deposit  revealing  periodic 
bands  at  regular  intervals  of  230  angstroms  is  illus- 
trated (arrow).  Fusion  of  foot  processes  is  present. 
E:  endothelial  cell.  15M:  basement  membrane.  Ep; 
epithelial  cell.  Mag.  X:  40500. 

Despite  the  emerging  importance  of  the  renal 
medulla  in  urinary  concentration,  the  struc- 
ture of  the  medulla  has  only  recently  become 
the  subject  of  serious  study.  Changes  in  struc- 
ture and  function  which  take  place  in  the 
medulla  both  as  a result  of  disease  and  as  a 
consecjuence  of  experimentally  induced  lesions 
have  almost  completely  escaped  inquiry.  De- 
spite the  common  occurrence  of  a renal  medul- 
lary lesion  in  various  human  diseases,  it  is 
rarely  diagnosed. Medullary  necrosis  can  be 
produced  by  divergent  experimental  methods. 
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Exjjerimental  renal  vein  constriction  produces 
renal  papillary’  nenosis.^-  Therefore,  it  is 
conceivable  that  long-standing  renal  vein  con- 
gestion due  to  cardiac  tamponade  may  induce 
renal  papillary  alteration,  as  was  observed  in 
this  case.  Experimental  renal  vein  constric- 
tion, and  similarly,  renal  venous  congestion 
due  to  a severe  and  long-lasting  cardiac  tam- 
ponade may  alter  the  renal  medullarv'  circula- 
tion, thereby  changing  the  osmolarity  of  the 
medullan'  interstitial  and  intratidtular  fluids 
and  the  medullar}'  oxygen  tension.  One  can 
further  speculate  that  the  subsetjuent  derange- 
ment of  the  metabolic  process  in  the  medulla 
may  residt  from  the  production  of  a toxic 
metabolite  which  further  aggravates  the  patho- 
logic process  in  the  medtdla. 

1 here  appear  to  Ite  four  characteristic  patho- 
logic changes  in  this  jjresent  case:  (1)  all  of 
the  renal  papillae  were  invohed  to  a similar 
degree  of  severity  and  extent,  (21  tubular 
structures  were  most  severely  involved,  with 
much  less  severe  and  patchy  involvement  of  the 
cajjillary  walls,  (3)  the  interstitial  cells  were 
practically  uninvolved;  indeed,  they  tended 
to  proliferate,  and  (4)  an  active,  patchy, 
microsco|iic,  necrotic  process  was  noted.  Dif- 
ferential diagnosis  of  the  present  case  from 
the  other  types  of  papillary  necrosis  on  mor- 
phologic basis  may  not  be  easy,  for  very  little 
is  known  about  jjapillary  necrosis.  The  uni- 
form involvement  of  all  papillae  here  ob- 
served appears  to  be  different  from  the  dia- 
betic or  pyelonephritit  meilullar}'  necrosis 
in  which  the  pajtillae  tend  to  be  unevenly 
in\olved.“"  The  present  case  revealed  preser- 
vation of  interstitial  cells  while  virtually  all 
medullarv  cell  components  appear  to  be  in- 
volved in  diabetic  and  ]tvelonephritic  medul- 
larv necrasis.  Whether  the  differences  are 


simply  due  to  the  difference  in  severity  in  the 
insult  to  the  renal  medulla  is  uncertain,  for 
exjjerimental  renal  vein  constriction  cer- 
tainly can  produce  an  overt  renal  medullary 
necrosis.-^ 

Obviously,  other  causal  factors  for  the  medul- 
lary' fibrosis  here  need  to  be  considered. 
Down’s  syndrome  is  often  associated  with 
changes  in  other  parts  of  the  body.  I could 
not  find  any  report  in  which  an  association 
of  renal  medullary  lesion  and  Down’s  syn- 
drome teas  described.  The  circulatory  failure 
due  to  the  cardiac  tamponade  may  have 
induced  a serum  electrolyte  imbalance  and 
possibly  even  hyperaldosteronism.  In  rats  a 
renal  medullary  lesion  is  known  to  result  from 
potassium  deficiency.  Thus  we  had  to  con- 
sider the  possibility  that  hyperaldosteronism 
can  result  from  the  circulatory  failure  inci- 
dent to  cardiac  tamponade.  The  renal  medul- 
lary lesion  here  observed  differs  morpho- 
logically from  that  caused  by  potassium 
deficiency. -o  As  there  were  no  pyelone- 
phritic  changes  in  the  kidneys,  no  evidence  of 
diabetes  mellittis,  and  there  was  no  clinical 
history  of  phenacetin  abuse,  these  factors  can 
be  excluded.  Although  the  causal  relation- 
ship between  the  severe  pericartlitis  with 
cardiac  tamponade  and  the  renal  medullary 
fibrosis  still  remains  uncertain,  the  present 
case  certainly  warrants  future  study  on  this 
problem. 

This  study  was  supported  by  grant  \o.  .\M- 10.56.^-04 
from  the  United  States  Public  Health  Service.  The 
author  is  grateful  to  Dr.  .U.  B.  Morrison  for  reviewing 
the  manuscript  and  to  Dr.  J.  DaSilva,  medical  depart- 
ment of  tlie  tVoodbridge  State  School,  for  making 
available  the  autopsy  material.  I wish  to  acknowledge 
the  technical  assistance  of  Mrs.  D.  Lichtenljerger  and 
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Properly  prepared,  even  a 96  year-old  patient  can 
withstand  radical  surgery.  This  is  probably  the  oldest 
patient  ever  reported  to  have  tolerated  resection  of  an 
aneurysm. 

Expanding  Aneurysm  Of 

The  Abdominal  Aorta 

Successful  Surgery  In  A 96  Year-Old  Patient 


Mahmud  Bangash,  M.D., 

Joseph  J.  Timmes,  M.D.,  and 
Sun  II  Chang,  M.D. /Jersey  City 

Aneurysm  of  the  abdominal  aorta  is  a serious 
condition  most  commonly  found  in  patients 
in  their  seventh  decade.  However,  a wide  age 
range  (38  to  90)  has  been  reported.  Treat- 
ment is  available,  regardless  of  the  patient’s 
age.  The  expanding,  leaking,  and  rupturing 
forms  of  aneurysm  represent  a surgical  emer- 
gency. ^Vdiat  is  indicated  here  is  resection  of 
the  aneurv'sm,  and  replacement  with  a pros- 
thesis. The  emergency  carries  a high  mortali- 
ty which  is  directly  proportional  to  age  and 
other  associated  diseases. 

We  are  reporting  a case,  perhaps  the  oldest 
patient  in  the  literature,  which  illustrates  the 
importance  of  the  nature  of  the  lesion  and 
the  emergency  involved  due  to  the  expanding 
aneurysm  of  the  al)dominal  aorta. 

.\  96  ycai-old  woman  was  adinittcd  to  the  Geriatric 
Division  of  tlie  Poliak  Hospital  for  “extended  nursing 
care.”  An  anetirysin  of  the  abdominal  aorta  (7  by  10 
centimeters)  was  fontid.  Twelve  hours  later,  she  had 
multiple,  loose  bowel  movcmetits  and  complained  of 
pains  around  the  umbilictis.  The  pulsatile  mass  ap- 
peared twice  its  previous  size.  The  atieurystn  was  tender 
on  palpation.  The  abdomen  iti  general  was  soft  and 
non-rigid.  basal  cell  carcinoma,  three  centimeters  in 
diameter,  was  located  in  the  left  posterior  triangle  of 
the  upper  neck  which  was  mobile  on  tbe  underlying 
stntctures.  She  had  atrial  ftbrillations.  Her  blood 
presstire,  130/90,  remained  tuicbanged.  How’ever,  her 
apical  rate  rose  from  80  to  120  a minute.  The  blood 
cotint.  blood  chemistry,  electrolytes,  atid  urinalysis 

• I'his  work  is  Irorn  the  H.  S.  Poliak  Hospital  in  Jersey 
City,  where  Dr.  Timmes  is  chief  of  cardio-thoracic 
surgery.  The  two  ftther  authors  are  residents  in  that 
specialty. 


were  all  within  normal  limits.  X-ray  revealed  a stag- 
horn calculus  in  the  right  kidney.  This  was  verified  by 
intravenous  pyelogram. 

Through  a midline  approach  under  genertd  anesthesia 
of  Innovar®  intravenous  drip,  the  peritoneal  cavity 
was  opened.  .An  aneurysm  of  the  abdominal  aorta  was 
found.  It  was  14  by  10  centimeters.  It  had  a soft,  shin- 
ing anterior  wall.  A fluctuation  was  elicited.  There 
was  no  evidence  of  retroperitoneal  hemorrhage.  It  was 
apparent  that,  had  we  delayed,  rupture  would  have 
occurred  anteriorly.  The  aneurvsm  began  below  the 
renal  arteries,  and  did  not  involve  the  bifurcation. 
Therefore,  a tubular  Dacron®  graft  was  selected  as 
replacement  prosthesis.  Operative  dissection  was  lim- 
ited to  retraction  of  the  duodenum  cephalad  and  to 
the  right.  A French  catheter  was  encircled  around  the 
aorta,  proximal  to  the  aneurysm.  This  catheter  was 
booted  over  one  of  the  blades  of  the  aortic  clamp.  The 
common  iliac  arteries  were  controlled  with  umbilical 
tapes.  Heparin®,  totalling  30  milligrams,  was  used  in 
solution  periodically  into  the  arteries.  Direct  opening 
of  the  aneurysm  was  performed.  The  old  clots,  which 
looked  like  mud,  were  removed.  The  aorta  was  tran- 
sected proximally  and  distally.  tithe  Dacron®  pros- 
thesis was  inserted.  Mersilene  000  was  used  in  continu- 
ous fashion  for  the  anastomosis.  Mannitol®,  10  per 
cent,  was  infused  slowly  and  intravenously  during  the 
half  hour  of  cross  clamping  of  the  aorta.  Urinary  out- 
put, measured  during  surgery,  was  normal.  .After  the 
graft  insertion,  the  circulation  in  the  extremities  rvas 
satisfactory.  Bilateral  dorsalis  pedis  arteries  were 
palpable. 

Postopera  lively,  she  was  given  intravenous  infusion  for 
a few  days.  Nasogastric  suction  was  terminated  after 
24  hours.  However,  she  was  not  given  anything  by 
mouth  for  five  days. 

Prior  to  the  turn  of  the  century,  aneurysm  of 
the  abdominal  aorta  was  a medical  curiosity. 
Tn  190.5,  Osier-  reported  Hi  cases  of  aneu- 
rj'sm.  Later  Kampmaier^  added  to  the  litera- 
ture description  of  thoracic  and  abdominal 
aortic  aneurysm.  Present  treatment  follows  the 
technic  described  by  Dubost.^  He  successfully 
resectetl  the  aneurvsm  and  replaced  it  with  a 
homograft.  Recently  a modification  of  the 
procedure  has  been  used.  This  is  an  opening 
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of  the  aneunsm  after  cross  clamping  and  re- 
placement with  a Dacron®  graft  and  encase- 
ment of  the  graft  by  the  walls  of  the  aneu- 
rysm. Ninety  per  cent  of  the  patients  were 
male.^  The  female  patients  are  usually  old- 
er. Arteriosclerosis  is  the  usual  etiologic  fac- 
tor. 

Generally,  the  diagnosis  is  made  on  routine 
clinical  examination.  Pain  occurs  if  expan- 
sion, a retroperitoneal  leak,  or  rupturing  oc- 
curs. Constant,  “boring,”  mid-abdominal,  pel- 
vic, or  lumbar  pain  should  suggest  an  aneu- 
r\^sm.  A frank  rupture  results  in  rapid  exsan- 
guination,  hemorrhagic  shock,  and  death. 
Rupture  rarely  occurs  into  the  gastro- 
intestinal tract,  duodenum,  or  inferior  vena 
cava.  When  the  patient  is  meticulously  exam- 
ined, a pulsatile  mass  is  usually  palpable  in 
the  region  of  the  umbilicus.  In  that  area, 
tenderness  and  rigidity  are  often  present. 
X-ray  of  the  abdomen  may  reveal  haziness  of 
the  psoas  shadoAvs  and  a calcified  Avail  of  the 
aneurysm.  Intravenous  pyelogram  reveals  the 
anatomic  location  of  the  ureters  if  they  have 
been  displaced  by  the  aneurysm. 

The  treatment  is  surgical  removal  and  re- 
placement Avith  a graft  prosthesis.  If  the  bi- 
furcation is  not  involved,  it  is  imperative  that 
a tube  Dacron®  graft  be  installed.  If  there  is 
occlusiA’e  disease  of  the  iliac  arteries,  the  ar- 
teries are  bvpassed  Avith  the  limbs  of  the  bi- 
furcated Dacron®  graft.  The  surgeon  has  to 


be  able  to  rely  on  immediate  expeditious  sur- 
gery, expert  anesthesia,  adequate  blood  re- 
placement, and  care  of  renal  function.  This 
may  require  Mannitol®  intravenous  infusion. 
Cross  clamping  of  the  aorta  for  one-half  hour 
was  perhaps  the  major  factor  in  achieving 
success  and  survival.  Operative  mortality  is 
about  ten  per  cent.  In  emergency  resections, 
postoperative  mortality  ranges  34  to  80  per 
cent.^  The  five-year  survival  rate  in  all  re- 
p>orted  cases  has  been  estimated^  as  65  per 
cent.  Complications,  such  as  hemorrhage,  in- 
fection, renal  failure,  homologous  serum, 
jaundice,  and  pulmonary  embolism  have 
been  reported.  Hypertension  and  cardiac  dis- 
ease have  significantly  influenced  the  survival 
rate. 

Summary 

In  what  is  probably  the  oldest  reported  pa- 
tient in  literature,  Avith  abdominal  aortic 
aneurysnA,  a 96  year-old  Avoman  developed 
symptoms  Avhen  the  aneurysm  expanded.  The 
aneurysm  was  successfully  resected  in  an  emer- 
gency procedure.  Since  bifurcation  Avas  not 
involved,  a tubular  Dacron®  graft  Avas  in- 
serted. 
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California  Grants  Immunity  To  Resuscitation  Teams 


Persons  designated  by  any  hospital  as  mem- 
bers of  rescue  teams  in  emergencA^  cardio- 
pulmonary resuscitation  are  noAv  granted 
immunity  in  California  from  civil  suits  arising 
out  of  performance  of  their  duties. 

.\n  amendment  to  the  states  Health  Code 
applies  to  attempts  to  resuscitate  any  person 
“avIio  is  in  immediate  danger  of  loss  of  life.” 


The  immunity  provision  is  not  limited  to 
physicians.  It  embraces  the  hospital,  officers, 
members  of  the  staff,  nurses  and  “employees” 
of  the  hospital  “if  good  faith  is  exercised.” 

The  laAv  defines  rescue  teams  as  a special 
group  of  physicians  and  surgeons,  nurses  and 
employees  of  a hospital  avIio  have  been  trained 
in  cardiopulmonary  resuscitation. 
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DELTASONE^  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Re/af/Ve— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anoma'ies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effec 
in  mind  and  perform  periodic  serum  potassium  determinations  it 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidena 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  ha 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoii 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recover 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoid 
during  pregnancy,  since  spontaneous  remission  of  some  disease 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therap 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxi; 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-ray 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  anc 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom 
mended.  Since  prednisone  causes  less  salt  and  water  retentio 
than  many  other  glucocorticoids,  patients  should  be  observe 
closely  for  development  of  undesirable  hormonal  effects  that  ar 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hypei 
tension  due  to  salt  and  water  retention.  Continued  supervision  ( 
patients  after  cessation  of  therapy  is  essential,  since  there  may  b 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  cort 
coids  include:  Cushing’s  syndrome,  moon  facies. 'supraclaviculr 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuff 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  c 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggrj 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuri; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracture; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complicc 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggrj; 
vation  or  masking  of  infection;  increased  blood  pressurt 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  ir 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomni 
psychic  disturbances  especially  abnormal  euphoria;  nervousnes 
posterior  subcapsular  cataracts  occasionally  requiring  extractio 
increased  intraocular  tension;  increased  intracranial  pressure  wi 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  ang 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childre 
thromboembolic  complications;  facial  erythema;  allergic  skin  rear 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myof 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usualj 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  fcj 
strips. 

For  additional  product  information,  consult  the  package  inse 
or  see  your  Upjohn  representative.  MED  B-IS  (kqb| 
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Everyone  agrees  that  the  doctor  has  a duty  to  help  tn 
rehabilitation  of  the  stroke  victim.  But  what  is  needed 
is  a blue  print.  Dr.  Glass  provides  us  with  one. 


The  Practicing  Physician  In 
The  Rehabilitation  Of  The 
Stroke  Patienf 


Dorothea  D.  Glass,  M.D. /Philadelphia 

The  physician  treating  the  patient  who  has 
sustained  a catastrophic  stroke  with  resulting 
hemiplegia  and/or  aphasia  and  perceptual 
loss  must  assume  responsibility  for  the  initia- 
tion and  direction  of  an  orderly  and  appropri- 
ate program  which  will  enable  the  patient 
to  progress  from  dependency  to  the  ojjtimum 
function  possible.  Time  is  critical.  The  doctor 
must  take  advantage  of  the  period  of  rapid 
recovery  of  the  neurologic  substrate  once  the 
stroke  has  been  cx>ni[)leted,  the  vascular  status 
stabilized,  and  healing  begins. 

Many  hemiplegics  who  survive  the  acute  in- 
sult will  have  simple  enough  and  minimal 
enough  disability  to  be  handled  by  the  prac- 
titioner who  has  been  interested  enough 
adequately  to  expose  himself  to  and  train 
himself  in  rehabilitation  concepts;  and  by  a 
nursing  staff  trained  in  basic  rehabilitation 
technics  and  philosophy.^  According  to  a sur- 
vey in  California  some  years  ago  (where  it  is 
the  general  practitioner  who  is  the  primar)’ 
source  of  care  for  stroke  patients),  at  the  time 
of  discharge  from  the  acute  hospital,  more 
than  half  (55  per  cent)  of  these  stroke  victims 
were  incapable  of  caring  for  themselves;  30 
|>er  cent  were  discharged  to  a nursing  home;  2 
per  cent  were  non-ambidatory;  and  23  j>er- 
cent  had  indwelling  catheters.^  If  figures  like 
these  are  to  improve,  the  primal^  physician 
attending  the  stroke  patient  must  become 
more  sophisticated  about  rehabilitation.  The 
retraining  in  self-care  and  mobility,  the  knowl- 


edge necessar)’  to  prevent  the  complications  of 
deformity  and  disuse  must  become  part  of  his 
armamentarium  so  that  he  can  initiate  a pro- 
gram of  maintenance  and  prevention  as  soon 
as  the  life-threatening  situation  has  been  con- 
trolled. He  must  do  this  even  while  the 
patient  remains  unconscious  or  on  prolonged 
rigid  bed  rest  (as  in  cerebral  hemorrhage). 
He  must  learn  to  recognize,  early,  and  refer 
the  complex  case  if  his  time,  interest,  and 
facilities  are  not  adecjuate  to  handle  it.® 

Positioning — For  most  patients,  positioning 
is  simply  a matter  of  physician  interest  and 
jiersistence,  plus  gocxl  nursing  care.  The 
patient  should  be  placed  on  a flat,  firm  mat- 
tress with  a small  pillow  under  his  head, 
unless  he  requires  a semi-reclining  position 
because  of  cardiac  complications.  Pillows 
should  not  be  placed  under  knees  and  thighs 
for  comfort  because  they  will  lead  to  con- 
tractures. Extremities  should  be  placed  in  a 
functional  position  and  care  taken  to  prevent 
lying  in  one  position  causing  tissue  break- 
down over  pressure  points  such  as  the  heels, 
knees,  sacrum,  and  tuberosities.  Footboard 
and  footcradle  must  be  used  to  position  the 
feet  at  a right  angle  to  the  legs.  The  heels  in 
the  supine  position  and  the  toes  in  the  prone 
position  should  be  placed  in  free  space  be- 
tween the  end  of  the  mattress  and  the  foot- 
board to  prevent  decubiti  and  shortening  of 
the  Achilles  tendon.  Pillows  and  sandbags  may 

•Read  before  the  Section  on  Medicine,  20Ith  .Annual 
Meeting,  The  Medical  Society  of  New  Jersey,  .Atlantic 
C:ity,  May  18,  1<)7<). 
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be  used  so  as  to  prevent  prolonged  external 
rotation  of  the  lower  extremities.  The  in- 
volved upjjer  extremity  should  be  kept  in  ab- 
duction and  external  rotation  with  the  elbow 
alternately  flexed  and  extended,  the  w'rist  dor- 
si  Hexed  with  fingers  extended.^ 

Splints  commercially  obtained  or  individually 
formed  may  be  used  judiciously  and  inter- 
mittently to  maintain  extension  of  the  wrist, 
fingers,  and  knee,  and  dorsiflexion  of  the 
foot.  The  patient  who  is  completely  or  partly 
comatose,  or  who  is  not  yet  able  to  move  him- 
self, must  be  turned  every  two  hours  to  pre- 
vent decubiti,  or  be  placed  on  a water  mat- 
tress or  turning  frame.  An  ordered  routine 
of  pa.ssive  range  of  motion  exercises  should 
be  done  twice  daily  for  the  involved  extremi- 
ties in  both  the  unconscious  and  conscious 
patient,  and  the  patient  should,  if  possible, 
lie  prone  for  a given  period  of  time  to  prevent 
hip  flexion  contracture. 

Exercise — Active  movement  in  bed  should  be 
encouraged.  Some  provision  enabling  the 
patient  to  move  himself  around  in  bed  such 
as  an  overhead  trapeze  or  a side  rail  must  be 
furnished.  At  home  a sheet  may  be  tied  to  the 
end  of  the  bed  and  knotted  for  the  patient  to 
pull  himself  up.  He  must  be  trained  to  turn 
himself.  Once  spasticity  has  replaced  flac- 
cidity,  it  helps  to  apply  heat  in  the  form  of 
liot,  wet  packs  to  tight  joints  prior  to  the 
regime  of  passive  range  of  motion  exercises. 

Careful  evaluation  of  the  status  of  joints, 
muscles,  balance,  and  sensation  perception 
must  be  part  of  the  daily  examination  so  that 
applicable  training  methods  can  be  instituted 
or  discarded  at  the  appropriate  time  . 

As  soon  as  medically  feasible,  the  patient 
should  be  placed  in  a correct  wheelchair  and 
reintroduced  to  the  world  outside  his  bed.  He 
will  not  be  helped  by  prolonged  seclusion  in 
a darkened,  quiet  room  with  a minimum  of 
stimulation,  kor  the  patient  cvho  has  just 
sustained  a major  shock  to  his  perceptive  as 
well  as  his  motor  a])paratus,  this  will  worsen 
the  withdrawal  and  perceptual  deprivation 
that  often  ensues.  .As  soon  as  possible,  these 
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patients  should  be  placed  in  a situation  where 
they  will  be  exposed  to  stimulation  of  all  the 
senses  and  perceptions  that  they  have  remain- 
ing, including  exposure  to  other  patients, 
staff,  family,  television,  other  parts  of  the 
hospital  or  home.  If  their  state  is  complicated 
by  serious  sensory  loss,  such  as  aphasia,  hemi- 
anopsia, hypesthesia,  or  agnosia,  this  stimula- 
tion becomes  more  critical. 

Range  of  motion  exercises  should  include  full 
flexion  and  extension  and  abduction  for  the 
shoulder;  flexion  and  extension  of  the  elbow; 
pronation  and  supination  of  the  forearm;  and 
flexion  with  ulnar  and  radial  deviation  of  the 
wrist;  finger  extension,  flexion,  and  abduc  tion 
to  maintain  the  web  spaces;  flexion,  exten- 
sion, abduction,  and  internal  and  externa! 
rotation  of  the  hip;  flexion  and  extension  of 
the  knee;  dorsiflexion,  eversion,  and  inversion 
of  the  ankle.  These  movements  should  be 
done  slowly  and  fully.  Rapid  movements  in- 
crease spasticity. 1 A routine  should  be  taught 
the  patient  as  soon  as  possible  and  also  an 
interested  member  of  the  family  so  that  these 
exercises  may  be  continued  at  home  if  neces- 
sary. 

If  the  stroke  has  been  uncomplicated  by  coma, 
hemorrhage,  or  myocardial  infarct,  the  mildly 
involved  patient  may  be  out  of  bed  within  a 
day  or  two.  Complications  requiring  longer 
periods  of  bed  rest  need  an  established  rou- 
tine of  bed  exercises  to  maintain  range  of 
motion  on  the  paralyzed  side,  strength  in  the 
uninvolved  side,  and  prevent  the  numerous 
complications  of  bed  rest  including  thrombo- 
phlebitis. This  is  a commoner  complication 
than  was  previously  suspected,  occurring 
often  without  clinical  diagnosis  in  over  one- 
third  of  hemiplegics  recently  studied  in  a 
rehabilitation  center.®  Many  of  these  patients 
were  transferred  from  the  refening  institution 
with  unsuspected  acute  thrombopidebitis. 

Once  active  motion  starts  to  return,  the  in- 
volved muscles  must  be  actively  exercised  to 
prevent  atrophy,  regain  strenglli,  and  return 
perceptive  awareness.  These  may  be  assisted 
manually  or  with  devices  and  progressed  to 
resistance  in  accord  with  careful  periodic 
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evaluation.  Again  a routine  should  be  taught 
the  patient  and  family  member. 

Complications — Other  problems  requiring  at- 
tention include  the  development  of  pain  in 
the  involved  side  which  may  be  thalamic  or 
pseudothalamic,  or  may  be  due  to  subluxa- 
tion of  the  involved  shoulder  with  stretdiing 
of  the  ligaments  and  capsule.  This  is  often 
relieved  by  use  of  an  appropriate  sling,  heat, 
exercise,  and  mild  analgesic  medication. 

Dentures  often  become  ill-fitting  due  to  re- 
laxation of  the  involved  oral  musculature.  A 
patient  using  dentures  should  have  a dental 
re-evaluation  for  revision  so  that  there  is  an 
adequate  fit.  Failure  to  do  this  can  cause 
difliculties  in  swallowing  and  eating.  If  there 
has  been  previous  involvement  of  the  opposite 
side,  a pseudobulbar  palsy  may  be  evidenced 
with  swallowing  difficulties  and  inappropriate 
laughing  and  crying,  often  very  disturbing  to 
the  patient  and  his  family,  unless  it  is  ex- 
plained to  them  and  training  is  undertaken 
to  correct  it. 

Daily  Living  and  Wheelchair  Training — At 
the  same  time  as  an  active  exercise  program 
is  started,  a program  for  achieving  indepemi- 
ence  in  self-care,  or  activities  of  daily  living, 
should  begin.  Appropriate  devices  to  achieve 
independence  in  grooming,  toileting,  eating, 
and  mobility  are  often  necessary  and  must  be 
tailored  individually  to  the  patient.  Methods 
of  dressing,  grooming,  and  transfer  must  be 
taught  at  first  with  assistance  and  then  with 
supervision.  Since  many  of  these  patients 
have  suffered  sufficient  brain  damage  to  pro- 
duce symptoms  of  organicity  (such  as  short 
attention  span,  inability  to  concentrate,  poor 
memory  and  carryover,  and  concreteness), 
these  technics  must  be  carried  out  with 
scrupulous  consistency  and  in  a setting  that 
is  meaningful  to  the  patient.  Periodic  evalua- 
tions indicate  the  need  for  concentration  on 
a particular  skill  or  set  of  skills  necessary  to 
perform  these  functions.  Goals  must  be  set 
which  are  understood  by  the  |satient  and 
easily  enough  achieved  to  j>eimit  him  to 
enjoy  the  satisfaction  of  success.  These  pa- 
tients, once  consciousness  and  cognition  have 


returned,  become  aware  of  the  catastrophic 
loss  they  have  suffered  and  are  usually  de- 
pressed and  often  inert  and  negativistic.  They 
need  success  as  a therapy  and  their  regimen 
must  include  success  to  give  them  the  hope 
to  go  on. 

There  are  three  disabilities  which,  in  a ma- 
jority of  cases,  preclude  a patient’s  returning 
home:  the  need  to  be  lifted,  incontinence, 
and  the  need  for  constant  supervision.  Daily 
living  training  is  directed  at  correcting  these. 
Various  methods  and  devices  may  be  used  to 
assist  a patient  in  indep>endent  transfer,  in- 
cluding a trapeze  bar  and  side  rail,  which  can 
also  be  used  for  bed  exercises.  If  the  need 
for  lifting  assistance  continues  (usually  due 
to  a p>ersistent  and  severe  perceptual  loss,  or 
loss  of  balance),  then  a lifting  device,  such  as 
a Hoyer  lift,  is  used  which  requires  no 
strength  in  the  operator,  and  the  patient  and 
family  members  are  taught  to  use  it.  It  can 
also  be  adapted  for  use  in  a tub  and  an  auto- 
mobile. Eating  in  a community  dining-room 
with  other  patients  is  also  useful.  The  com- 
munication with  others  is  good  stimulation 
and  feeding  skills  are  learned  with  super- 
vision and  special  devices.  Wheelchairs  must 
be  individually  prescribed  and  the  patient 
taught  to  control  direction,  using  reciprocal 
movements  of  the  uninvolved  upper  and 
lower  extremities.  These  should  have  a large 
rear  wheel  and  an  8 inch  caster,  and  should 
inclurle  detachable  sides,  padded  arms,  a 4 
inch  cushion,  detachable  elevating  swing  away 
leg  rests,  brakes  with  a brake  extension  lever 
and  an  adequate  foot  rest.  Transport  type 
wheelchairs  are  inadequate  for  a patient  who 
has  to  learn  to  live  from  one.  Chairs  with 
the  large  wheel  in  front  increase  energy  costs 
and  cardiac  rate  and  are  too  difficidt  to  con- 
trol for  the  patient  who  has  to  live  entirely 
in  one,  even  temporarily.'* 

Ambulation — At  die  same  time,  ambulation 
training  should  be  started.  Patients  severely 
handicapped  in  ambulation  because  of  major 
motor  or  perceptual  deficits  are  probably  best 
referred  to  a suitable  center  for  training. 
Patients  who  have  been  subjected  to  pro- 
longed bed  rest  require  a period  of  recondi- 
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tioning  on  the  tilt  table  with  gradually  in- 
creasing verticalization,  monitored  by  pulse 
rate  and  blood  pressure  readings,  to  recondi- 
tion the  vascular  reflexes  and  prevent  ortho- 
static hypotension.  1 his  is  also  useful  for  the 
patient  who  may  have  sustained  a simul- 
taneous hip  fracture  to  provide  gradually 
increasing  weightbearing.  Patients  are  prog- 
ressed from  resting  and  balancing  in  the 
parallel  bars  to  ambulation  with  a walker,  if 
2>ossible,  and  then  a cane,  starting  with  a 
wide-based  tituul  cane  anti  ^-progressing  as 
rapidly  as  possiltle  with  careful  training, 
assistance,  and  supervision,  if  there  is  sig- 
nificant jjrojiiioceptive  loss,  dissociation,  dis- 
ttirbance  of  verticality,  or  hemianopsia,  other 
sensory  cues,  especially  visual,  must  be  em|Dha- 
sized  to  compensate.'  Therefore,  this  training 
is  done  in  front  of  mirrors  and  with  constant 
verbal  reinforcement.  Dorsi flexion  assistance 
via  individually  prescribed  and  fitted  braces 
may  be  needed,  and  if  so,  will  cut  down  on 
the  energy  used  in  walking.*’  The  jiatient 
must  also  be  trained  to  manipulate  stairs, 
curbs,  and  slanted  surfaces  since  architectural 
barriers  are  even'where.  A lack  of  these  skills 
dooms  the  j^atient  to  isolation  and  segregation 
from  the  world,  ff  independently  ambulatory, 
he  should  be  timed  crossing  the  street  so  that 
he  can  pace  himself  within  the  time  duration 
of  the  usual  traffic  light.  He  should  also  be 
trained  to  get  in  and  out  of  an  automobile, 
and  if  the  disability  is  mild  enough,  he  may 
be  trained  to  drive  again. 

lioivcl  ajid  Bladder  Training — Bowel  and 
bladder  training  must  be  among  the  first 
regimens  instituted.  Bowel  training  is  mostly 
dejjendent  on  a consistent,  ])ersistent  routine 
of  adequate  fluid  intake,  use  of  daily  stool 
softener,  u.se  of  a suppository  at  mealtime  to 
stimulate  toileting  following  a meal  to  take 
advantage  of  the  gastrocolic  reflex.  The  pa- 
tient must  also  be  given  enough  time  to  sit 
on  the  commode  in  comfort  and  with  sectirity. 
If  stronger  meastires  are  needed,  jirtine  juice, 
Dulcolax®  at  bed  lime  and  a Dtdcolax’'"  sup- 
pository are  added.  The  lime  .selected  should 
be  aj)proj)riate  for  the  j)atient’s  way  of  life. 
.-\  man  who  is  going  to  work  in  the  morning 
may  not  have  the  time  for  an  adeijuate  rou- 


tine after  breakfast  and,  therefore,  should  be 
trained  to  evacuate  after  the  evening  meal. 
Most  patients  will  not  have  or  need  a daily 
bowel  movement,  and  they  should  be  reas- 
sured that  every  second  or  third  day  may  be 
normal  and  healthful  for  them. 

Most  hemijjlegics  shoidd  not  recjuire  an  in- 
dwelling catheter  unless  they  are  so  severely 
damaged  mentally  that  control  is  impossible. 
There  are  very  few  so  badly  damaged.  After 
thorough  genito-urinary  evaluation  (to  rule 
out  organic  causes  of  incontinence)  the  cathe- 
ter should  be  removed  and  a jDiogram  of 
timed  voiding  instituted  (every  two-to-three 
hours  usually).  Residual  urine  must  be 
checked.  Outlet  obstruction  may  recjuire 
transurethral  resection  in  males  and  urethral 
dilation  in  females.  Any  infection  as  evi- 
denced by  a culture  should  be  treated  with 
the  aj)j3roj3riate  antibiotic. 

Terceplion  and  Sensation  — Imjjairment  of 
sensation  and  jjercejotion  diminishes  further 
the  hemijilegic  jiatient’s  ability  to  coj:)e  with, 
or  react  to,  changes  in  the  environment.  Psy- 
chological testing  will  define  what  j^ercejitual 
impairment  exists.  Asymmetric  loss  of  sensa- 
tion has  been  shown  to  be  severely  disabling 
in  the  j^erformance  of  motor  acts.  The  left 
hemijjlegic  is  esjjecially  likely  to  have  jier- 
ception  imjjairment  as  the  right  hemiplegic 
is  to  suffer  from  ajihasia.  Hemiaiiojisia  on 
the  involved  side  requires  retraining  to  com- 
jjensate.  Hearing  loss,  which  may  have  j^revi- 
ously  been  j^resent  but  comjDensated  for,  now 
becomes  more  significant  and  should  be  tested 
for  and  corrected  if  possible  with  a hearing 
aid  and  training.  Asterognosis  may  seriously 
interfere  with  the  ability  to  handle  utensils, 
manijDulate  objects,  and  ambulate.  The  j)a- 
tient  must  learn  to  compensate  for  this  visu- 
ally. .Some  jxitients  coinj^letely  dissociate  an 
involved  extremity,  as  though  they  had  lost 
the  endgram  in  the  brain,  and  exjjerience 
great  dilflculty  in  trying  to  control  a body 
jiart  of  which  they  are  unaware.  Body-image 
distortion  is  ecjually  damaging  to  skilled  jier- 
formance.  Stimulative  relearning  and  train- 
ing modalities  and  electrical  stinudation  may 
be  used  to  helj)  correct  tliis. 
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speech — Aphasia,  when  present,  usually  in- 
volves both  receptive  and  expressive  compo- 
nents. This  requires  the  services  of  a specially- 
trained  therapist,  if  severe.  Some  minor 
word-finding  difficultv  can  be  compensated 
for  by  circumlocution  and  other  compensa- 
tory mechanisms  without  significant  func- 
tional loss.  Often  receptive  difficulty  is  not 
obvious  because  a patient  has  learned  to 
approximate  social  response  well  enough  to 
cover  up.  Therefore,  skilled  testing  is  advis- 
able with  training  provided  as  needed.  If 
severe  aphasia  is  present,  it  is  important  to 
work  out  the  prognosis  for  functional  speech 
in  order  to  advise  the  familv  not  to  nursue 
this  goal  if  it  is  unlikely  to  be  achieved.  Loss 
of  stteech  is  one  of  the  greatest  frustrations 
the  hemiplegic  patient  must  bear.  Much  work 
needs  to  be  done  in  this  area  to  clarify  the 
mechanisms  and  improve  recoverv.  Dysarthria 
usually  improves  and  may  be  hastened  with 
a program  for  exercising  the  s|)eech  must  ida- 
ture,  unless  there  is  bilateral  involvement. 

PsychoJngic  Implication — The  normal  person 
faced  with  the  disaster  of  full-blown  hemi- 
plegia is  sure  to  be  depressed  once  he  has 
recovered  sufficient  awareness.  This  is  an 
expected  reactive  depression,  a grieving  time, 
and  he  must  be  helped  to  manage  it  and 
work  it  through  ma  an  active  and  sup|X)rtive 
psychological  treatment.  Crucial  factors  arc 
his  premorbid  personality  and  the  supijort 
his  family  is  able  to  give.  Many  of  these 
patients  suffer  from  inertia  and  perseveration. 
Those  responsible  for  his  retraining  must  be 
aware  of  this  and  work  consciously  to  correct 
it.  New  methods  of  training,  such  as  operant 
conditioning,  appear  worthy  of  trial  if  con- 
ditions can  be  set  up  to  utilize  them,  but  this 
recpiires  trained  personnel  and  constant  direc- 
tion. 

Family  and  Home — From  the  first,  the  family 
should  be  made  a part  of  the  jratieut’s  train- 
ing. Discharge  planning  should  be  started  as 
soon  as  the  eventual  functional  status  is  per- 
ceptible. .\n  active  Social  Service  Department 
is  practically  a necessity.  Many  patients  are 
extremely  fearful  concerning  the  attitudes  of 
their  family  members,  especially  their  mates. 


and  of  rejection  and  disposition  outside  the 
home.  The  enforced  dependency,  even  though 
it  may  be  brief,  can  severely  upset  the  patient’s 
self-concept  of  his  role  in  the  family. 

Sometimes  dependency  results  in  secondary 
gains  of  increased  attention,  and  coddling, 
with  regre.ssion  to  an  immature  relationship 
in  the  family  constellation.  Dependenc\-  mav 
also  reinesent  a chance  to  escape  from  a dis- 
tasteful work  situation  or  an  unwanted  posi- 
tion of  responsibility  in  the  family. 

Alienation  from  the  family  constellation  mav 
be  a problem  with  long-term  hospitalization. 
At  first,  the  loss  of  the  patient  from  the  family 
groiqi  leaves  a large  hole;  then,  as  the  daily 
life  of  the  family  goes  on  without  tlie  |)aiiein 
the  other  members  learn  to  adapt  and  com- 
jjcnsate — the  hole  closes  up,  and  may  leave  no 
room  for  the  return  of  the  patient,  es])ecially 
if  he  still  has  severe  enough  involvement  to 
require  major  revision  of  the  usual  routine  of 
family  life.  ^Veekend  leaves  from  the  hospital 
to  spend  time  at  home  while  learning  what 
adjustments,  both  physical  and  psychological, 
may  be  needed,  and  day  hos])ital  ami  home  care 
programs  are  useful  to  prevent  this  problem. 

Problems  of  sexual  activity  must  be  discussed 
with  the  ])atient  and  spouse  who  are  still 
sexually  active.  Rarely  will  the  patient  initi- 
ate this,  but  it  is  a major  source  of  concern 
to  both  and  should  be  worked  out  under  the 
carefid  control  of  the  jrhysician  and  in  keep- 
ing with  the  patient’s  general  medical  status. 

Follow-iqj  of  the  jzatient’s  functional  achieve- 
ments, as  well  as  his  medical  findings,  must  be 
part  of  any  rehabilitation  program.  Early 
problems,  such  as  impending  limitation  of 
motion,  brace  problems,  and  loss  of  func- 
tional control  can  be  thus  identified  and 
taken  care  of  before  they  develop  into  major 
problems  sometimes  reejuiring  rehospitaliza- 
tion. The  transition  period  between  hos]3ital 
and  home  is  a critical  one  and  one  that  is 
often  not  well  managed.  It  must  be  successful 
in  order  to  return  the  patient  to  his  optimum 
functioning  as  a human  being  rather  than 
continuing  as  a patient. 
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Vocntional  Rehabilitation  — Since  many  of 
the  patients  suffering  a stroke  are  in  the 
retirement,  or  near  retirement,  age  group 
vocational  rehabilitation  is  often  oserlooked. 

But  for  the  younger  age  hemiplegic  (the 
child,  or  young  tvage  earner,  or  the  house- 
u’ile,  suffering  from  the  rupture  of  an  aneu- 
rysm) the  need  to  make  a vocational  readjust- 
ment is  as  critical  as  any.  fair  number  of 
miklly  involved  patients  do  not  need  readjust- 
ment or  make  their  own.  Tlie  others  should 
have  hel]j  in  identifying  their  lesidual  skills, 
whether  or  not  these  can  be  adapted  to  their 
previous  work  situation,  or  if  retraining  is 
needed  for  a new  situation.  I'ransportation 
to  and  from  woik  is  often  an  impossible 
Itarrier  and,  tlierefore,  relearning  to  drive, 
mav  be  critical. 

Evaluation  and  retraining  may  require  spe- 
cial facilities.  The  phvsician  may  assist  the 
patient  by  referral  to  those  agencies  in  the 
community.  However,  this  is  often  an  area 
of  limited  potential,  and  much  more  investi- 
gative work  needs  to  be  done. 

Summary 

It  is  the  responsibilitv  and  duty  of  the  medi- 
cal doctor  managing  a hemiplegic  patient  to 
bring  all  the  knowledge  and  resources  of  the 
hospital  and  community  to  his  patient,  to 
help  him  develop  the  most  of  whatever  re- 
sidual ]X)tential  there  is  once  the  medical 
crisis  has  jjassed.  For  the  less  involved  pa- 
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tient,  this  can  often  be  best  managed  in  the 
home  or  primary  institution  bv  a well- 
informed  and  concerned  phvsician.  For  the 
maximally  involved  patient,  referral  to  a 
center  which  is  competent  to  handle  major 
disability  is  often  advisable.  Failing  to  ac- 
complish this  will  abandon  the  patient  to  the 
terrible  big  “l)’s"  of  Disability,  Deprivation, 
Dependency,  and  too  often.  Discard. 
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Corrective  Speech  in  Children 


It  may  come  as  a disap|jointment  to  many 
parents  to  learti  that  their  baity’s  first  ma-ma- 
nta-ma  and  da-da-da-da-da  liave  nolliing  to  do 
with  them.  These  are  simply  sounds;  they 
are,  however,  important  sounds  because  they 
provide  lip,  totigtic,  and  jaw  exercises. 

Helping  Yoitr  Child  Speak  Correctly,  by  John 


F.  Rrvant,  is  a new  Biiblic  .\flairs  Pamphlet 
that  explains  how  speech  develops,  offers 
.some  ideas  and  games  for  hel])ing  children 
learn  good  speech  pattertis,  and  discusses  the 
ro’ots  of  speech  disorders  atul  how  they  can  be 
corrected.  1 he  jtaniphlet  is  available  for  2.5 
cents  from  the  Public  .\ffairs  Committee,  381 
Park  .\venue  .South,  New  York,  N.V.  100 lb. 
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When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Doimagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  i$  much  more  than  just  a simple  kaolin-pectin 

combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job . . . 

® 


/l'H'[^OBINS 

A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8'/t. 
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cleaj*  the  tract 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  "flu" 

Robitussiif 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go" 

Cough  Calmers™ 

Each  Cough  Calmer  contains; 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin"“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin"' 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSINS 

ROBITUSSIN  A-C? 

ROBITUSSIN-DMS 

ROBITUSSIN-PES 

COUGH  CALMERS^"  ^ 

1 1 

1 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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in  cardiac  edema 


gets  the  water  out 
spekres  the  pota^ium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications;  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  RecVCtiorvs:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


120 


THF.  JOLRX.M.  OF  1 HF  MFOIC.M.  .SOCIFf  V OF  \F\\  )FRSFV 


Perhaps  it  is  time  to  establish  and  enforce  blood 
donor  screening  procedures. 


Drug  Detection  In  Urines 
Of  Commercial 
Blood  Bank  Donors 


Richard  J.  Coumbis,  Ph.D.,  et  al.*/ 
Newark 

Annual  usage  of  blood  now  amounts  to  ap- 
proximately six  million  units.  Commercial 
blood  banks  vary  widely  in  their  donor  selec- 
tion criteria  and  it  is  a considered  opinion 
that  many  donors  should  be  rejected  on  med- 
ical grounds.  Of  principal  concern  is  the  her- 
oin addict,  with  the  heightened  incidence  of 
infectious  hepatitis  in  such  a population. 
Blood  banks  use  a history,  an  abbreviated 
physical  examination,  and  blood  serolog)'  as 
the  jjrimary  screening  procedures.  They  are 
presently  in  the  process  of  introducing  a test 
for  the  presence  of  the  Australian  antigen. 
1 his  preliminary  study  reports  data  obtained 
from  the  analysis  of  urines  collected  from  50 
donors  who  gave  blood  at  a commercial 
blood  bank.  The  discovery  of  four  jjrobable 
heroin  addicts  attests  to  the  importance  of 
additional  screening  procedures.  Whether 
such  a urine  screening  program  should  be 
used  generally  or  in  a more  restricted  manner 
applicable  to  a local  donor  population  is  a 
moot  point. 

We  collected  50  urine  samples  obtained  at  a 
commercial  blood  bank  from  random  blood 
donors  (ages  18  to  21).  These  were  analyzed 
for  the  presence  of  drugs.  The  specimens 
were  fresh,  collected  without  a preservative, 
and  jjrocessed  the  same  day. 

Direct  extraction  at  a pH  2 with  ether  and  a 
pH  1 1 with  chloroform  were  applied  to  each 
sample.  Each  urine  in  addition  was  acid  hy- 
drolyzed and  extracted  with  chloroform  iso- 


propanol at  a pH  8.5. 

.Vcid  fractions  were  tested  with  cobalt  acetate 
lithium  hydroxide  reagents  for  barbiturate 
screening,  and  with  a ferric  chloride  reagent 
for  the  screening  of  salicylates.  Thin-layer 
chromatography  and  idtra\iolet  spectropho- 
tometry were  employed  for  positive  identifica- 
tion. Basic  fractions  were  spotted  on  silica  gel 
plates,  and  examined  for  fluorescence  and  the 
presence  of  other  unknown  com]}ounds.  Ultra- 
violet spectroscopy  and  chemical  crystallosco- 
py  were  utilized  for  final  and  definitive  iden- 
tification. Results  are  displayed  in  the  follow- 
ing table: 

DRUGS  IDENTIFIED  NUMBER  R.\  1 I(> 

Barbiturates  1 

Morphine  2 

Nicotine  2 

Quinine  . .S 

Salicylates  7 

Negati\e  33  70% 

Positive  15  30% 

A critical  evaluation  of  the  positive  urinary 
findings  in  these  cases  must  be  tempered  by 
the  absence  of  quantitation  and  the  simple 
non-contributaiy  history  on  each  donor,  indi- 
cating that  he  was  not  ill  and  not  on  any 
form  of  medication.  There  are  individuals 
who  Avould  probably  not  consider  salicylates 
as  medication,  and  indeed  the  same  might 
also  apply  to  barbiturates.  Whether  such  med- 
ication relates  to  a low  grade  illness  cannot 

•Co-authors  are  Edwin  .-Mhano,  M.D.,  State  Medical 
Examiner,  and  Michael  Lyons,  M.D.,  Dc])artinent  of 
Pathology,  New  Jersey  College  of  Medicine  and  Den- 
tistry. Dr.  Counihis  is  the  forensic  scientist  witli  the 
State  Medical  Examiner’s  Oflice. 
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be  determined.  Nicotine  undoubtedly  corre- 
lates with  smoking  and  is  considered  to  have 
no  further  meaning. 

Morphine  absolutely  and  quinine  relatively 
are  significant  findings.  Morphine,  unless 
prescribed,  is  an  indication  of  narcotic  (her- 
oin) abuse.  A simple  heroin  injection,  with 
a positive  urine  morphine  recovery,  would 
more  than  likely  indicate  addiction.  When 
quinine  is  found  in  association  with  mor- 
phine, it  is  virtually  pathognomonic  of  a drug 
abuse,  inasmuch  as  quinine  is  still  the  most 
common  adulterant  in  the  heroin  sample. 
Quinine  by  itself  may  simply  indicate  that 
the  person  has  been  drinking  beverages  con- 
taining quinine  compounds,  such  as  tonic 
water.  Since  quinine  urine  secretion  will  per- 
sist for  approximately  three  days  beyond  the 
last  point  of  urine  morphine  recovery,  one 


must  recognize  the  distinct  possibility  that  the 
findings  may  represent  a drug  abuser  with  an 
intermittent  habit. 

The  primary  purpose  of  our  report  is  to 
demonstrate  the  value  of  blood  donor  urine 
screening  procedures  to  uncover  drug  abusers, 
with  particular  reference  to  the  heroin 
addict  and  the  problem  of  transfusion 
hepatitis.  The  data  demonstrating  positive 
drug  urinalysis  (30  per  cent)  further  raises 
the  question  of  the  incidence  and  amount  of 
various  drugs  in  a unit  of  donor  blood.  The 
significance  and  effects  of  such  drugs  would 
depend  on  the  level  (s) , the  amount  of  blood 
given  the  patient,  and  the  patient’s  primary 
disease.  It  is  not  intended  to  over-react  to 
these  preliminary  data,  but  to  simply  indicate 
an  area  of  practical  importance,  which  merits 
further  attention  and  investigation. 


150  Cabinet  Street 


Collecting  Medical  Bills  From  The  Army 


I lere  are  four  easy  steps  for  civilian  physi- 
cians to  take  when  billing  tbe  Army  for  ser- 
vices to  military  personnel  retpiiring  emer- 
gency treatment  while  ab-sent  on  authorized 
leave  from  their  duty  stations: 

1.  Identificntion — Ask  for  identification  show- 
ing full  name,  rank,  social  security  account 
number  or  service  number,  and  duty  station. 
This  may  be  an  Armed  Forces  Identification 
Card,  an  authorized  pass,  official  orders,  Re- 
tpiest  and  Authority  for  leave,  or  travel  orders. 
The  document  should  be  copied  and  retained 
for  use  when  submitting  the  bills  for  servdce. 

2.  Nolificalion — d’he  patient’s  whereabouts 
and  physical  condition  must  be  made  known 
immediately  to  the  nearest  Army  Surgeon’s 
Office  when  emergency  civilian  medical  treat- 
ment is  recjuired.  The  telephone  call  may  be 
made  by  the  patient  or  a member  of  the 
liospital  staff.  Keep  a record  of  the  full  iden- 
tification of  the  person  accepting  the  call  for 


the  Army.  The  cost  incurred  in  notifying  the 
military  authority  is  a legitimate  charge  to 
the  Army  and  should  be  included  with  the 
medical  bill.  (Personal  calls  made  by  or  for 
the  patient  may  not  be  included.) 

3.  Billiufy — The  bill  should  be  submitted  in 
quadruplicate,  showing  all  the  information 
ac(|uired  in  step  I.  With  the  dates  of  service, 
the  bill  should  list  the  individual  charges  for 
each  type  of  service  (ambulance,  diagnostic, 
medical,  surgical,  or  other)  together  with  a 
signed  certificate  embodying  the  following 
statement:  “I  certify  that  the  .services  were 
necessary  in  the  treatment  of  the  above 
named  person;  that  the  services  were  as 
stated;  and  the  charges  are  not  in  excess  of 
those  customarily  made  in  this  vicinity.” 

4.  Mailinsi — The  bill  should  be  mailed  to  the 
appropriate  Army  .Surgeon  for  the  area  in 
which  the  service  was  rendered.  To  get  the 
address  call  (301)  077-2466  or  3616. 
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When  to  take  the  chest-injured  patient  to  the  oper- 
ating room,  and,  just  as  important,  when  not  to,  is 
reviewed  in  this  compact  monograph. 


Surgical  Indications 
In  Chest  Trauma* 


James  W.  Mackenzie,  M.D. 

New  Brunswick 

Among  males  from  15  to  30  years  of  age, 
trauma  is  the  most  common  cause  of  death. 
Automobile  injuries  are  the  most  frequent 
type  of  injury,  and  thoracic  wounds  are  .sec- 
ond only  to  cranial  wounds  as  the  cause  of 
death  from  trauma.  In  general,  even  patients 
suffering  severe  thoracic  trauma  are  best 
treated  ivithout  thoracotomy.  Proper  attention 
to  the  cardiopulmonary  status,  thoracentesis, 
insertion  of  large  intercostal  tuljes,  and,  occa- 
sionally, tracheostomy  with  controlled  ventila- 
tion usually  suffice.  These  conservative  tenets 
are  the  direct  result  of  experience  of  military 
surgeons  in  World  AVar  II  and  have  been 
supported  by  the  ex])erience  in  the  Korean 
\V'^ar^  as  well  as  in  the  conflict  in  Vietnam.® 
With  fuller  understanding  of  pulmonary 
physiolog}-,  wider  availability  of  well-trained 
anesthesiologists  and  surgeons,  and  sup|x>rted 
by  improving  laboratory  facilities,  cautious 
expansion  of  the  indications  for  thoracotomy 
is  being  evaluated.*'  *'• 

The  currently  well  accepted  indications  for 
thoracotomy  are  listed  in  Table  I.  .Also  note 
Table  II  which  lists  five  conditions,  the  treat- 
ment of  which  is  undergoing  re-evaluation. 

Large  Clotted  Hemothorax 
Most  ]>atients  with  significant  intrathoracic 
hemorrhage  after  trauma®  do  not  require 
thoracotomy.*  Perhaps  20  per  cent  of  these 
will  recpiire  thoracotomy  for  control  of  bleed- 
ing. The  hemothorax  of  patients  with  signifi- 
cant intrathoracic  bleeding  (who  do  not  re- 


quire thoracotomy  for  control  of  hemorrhage) 
is  usuallv  evacuated  adequately  by  thora- 
centesis or  insertion  of  large  intercostal  tubes. 
Occasionally,  however,  the  blood  clots  early 
and  rapidly.  Ra.sed  upon  the  military  experi- 
ence in  W'orld  War  II,  most  \\Titers®  advocate 
waiting  some  three  to  six  weeks  following  in- 
jury before  the  clot  is  evacuated.’-  Civilian 
experience,  however,  suggests  that  there  is 
nothing  magic  about  the  |)criod  of  three  to  six 
weeks  after  wounding.  If  the  patient’s  general 
condition  is  gootl  this  blood  can  be  safely 
evacuated  at  thoracotomy  with  saving  of  time 
in  the  hospital.  One  atlvantage  of  waiting  the 
prescribed  three  to  six  weeks  is  that  the  opera- 
tion may  not  be  indicated  as  the  pleural  sur- 
faces have  the  ability  to  absorb  significant 
amotints  of  blood.  Obviouslv,  therefore,  only 
large  amotints  of  blood  remaining  within  the 

TABLE  1 
Thoracic  Trauma 

Currently  .Accepted  Indications  lor  Tlioracoioiny 

1.  Tlioracoabdominal  wound. 

2.  Traumatic  thoracotomy. 

3.  Continued  hemorrhage. 

4.  .Suspected  tracheohronchial  laceration. 

5.  Suspected  esophageal  laceration. 

6.  Large  intrathoracic  foreign  body. 

TABLE  II 
Thoracic  Trauma 

Conditions  Undergoing  Re-evaluation 

1.  Large  clotted  hemothorax. 

2.  Cardiac  tamponade. 

3.  Mediastinal  widening. 

4.  Tranmatic  aneurysm. 

5.  Instability  of  sternum. 

*Read  before  the  joint  session  of  the  Seciion  on  Chest 
Diseases  and  the  .Section  on  Surgen,  204th  .Annual 
Meeting,  The  Medical  Society  of  New  Jersey,  Atlantic 
City,  May  18,  1970.  Dr.  Mackenzie  is  Professor  and 
Chairman,  Dcpariment  of  Surgcis,  Rutgers  .Medical 
School. 
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pleural  cavity  should  be  evacuated  by  thor- 
acotomv. 

Cardiac  Tamponade 

Most  physicians  are  familiar  tvith  the  effects 
of  acute  cardiac  tamponade.  There  is  a small 
quiet  heart  wfth  moderate  elevation  of  venous 
pressure  and  depression  of  arterial  pressure. 
Tutil  recentlv  it  was  tauglit’  that  tlie  proper 
initial  treatment  of  cardiac  tamponade  was 
pericardiocentesis.  Only  with  recurrence  of 
symptoms  was  cardiorrhaphy  thought  indi- 
cated.®’ ® .Such  an  approach  requires  meticu- 
lous observation  of  the  patient  following  the 
pericardiof  entesis,  and  facilities  and  personnel 
available  on  verv  .short  notice  for  control  of 
recurrent  intrapericardial  bleeding.  The  trend 
toward  immediate  thoracotomy  in  these  cases 
is  probably  a better  policv  for  most  hos- 
pitals.^’ 

Mediastinal  Widening 

Only  within  the  past  twelve  years  has  there 
been  general  recognition  of  the  significance  of 
mediastinal  widening  as  detected  by  chest 
x-ray  of  patients  who  have  suffered  recent 
trauma.  Mediastinal  widening  may  be  caused 
by  transection  of  a major  intrathoracic  vessel, 
usually  the  aorta.  .Surprisingly,  15  per  cent  of 
the  people  whcj  suffer  this  injury  may  survive 
long  enough  to  reach  the  hospital.”  It  is  often 
difficult  to  be  sure  tlie  apparent  mediastinal 
widening  is  real  because  of  the  known  dis- 
tortion of  the  mediastinum  associated  rvith 
portable  roentgenograms.  Disjrlacement  of 
the  trachea  to  the  right  and  elevation  of  the 
left  main  bronchus  are  confirmatory  signs  that 
one  is  dealing  with  transection  of  the  descend- 
ing aorta.  Fortunately,  most  patients  with 
“mediastinal  widening”  following  trauma  do 
Jiot  have  a ruptured  major  vessel.  Neverthe- 
less, those  whose  mediastinal  widening  is  due 
to  transection  of  the  aorta  are  in  a precarious 
state.  The  possibility  of  sudden  death  within 
a few  days  is  real.  Confirmation  of  the  diag- 
nosis is  necessary  in  all  jtatients  in  whom  this 
lesion  is  sus{>ected.  After  confirmation  by 
aortography,  repair  of  the  lesion  by  direct 
anastomosis  or,  mote  commonly,  by  insertion 
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of  a short  prosthesis  is  indicated  as  an  urgent 
procedure.  .Support  for  the  vascular  supply  to 
the  spinal  cord  and  to  the  abdominal  viscera 
is  necessary  during  the  procedure  as  is  decom- 
pression of  the  heart.  Several  satisfactorv 
methods  are  available  to  provide  this  protec- 
tion. Femoral  arterv  to  femoral  vein  bvpass 
('using  an  owgenator  in  the  circuits  left  atrium 
to  femoral  at  tery  bvpass,  or  the  use  of  a simple 
shunt  from  the  tiansverse  ascending  aorta  to 
the  distal  aorta  all  give  satisfactory  results. 

Traumatic  Aneurysm 

Some  patients  may  survive  acute  transection 
of  the  aorta  without  repair.®  They  then  may 
appear  with  aneurysm  of  the  aorta  .some  years 
later.'®  These  patients  usually  are  asympto- 
matic but  may  have  symptoms  from  local 
pre.ssure'  or  from  the  development  of  narrow- 
ing at  the  site  of  the  false  aneurvsm.”  Most 
surgeons  favor  operation  after  discoverv  of 
these  asymptomatic  aneurysms  because  thev 
fear  rupture  of  the  aneurysm.  In  this  regard 
it  shoidd  be  noted  that  rupture  has  been  re- 
ported some  eighteen  years  after  injury.® 
There  is  little  question  that  patients  with 
symptoms  from  these  anetny'snrs  or  those  in 
whom  it  has  been  demonstrated  that  the 
aneurysm  is  enlarging  require  operation.  The 
treatment  of  patients  of  middle  age  or  older 
who  have  had  a known  traumatic  aneurysm 
stable  for  manv  years  is  difficult  to  determine. 
The  true  life  historv  of  these  aneurysms  is 
unknown.  Our  own  preference  woidd  be 
toward  conservatism  in  these  asymptomatic 
patients  whose  aneunsm  is  known  to  have 
been  |)resent  atul  stable  lor  some  vears. 

Instability  of  Sternum 

Treatment  of  patients  with  crushing  injury  of 
the  chest  wall  is  usually  conservative.  Those 
patients  with  simple  uncomplicated  fractures 
of  the  ribs  and  sternum  may  be  treated  with 
analgesics  and,  occasionally,  intercostal  nerve 
block.  Some  patients  may  base  massive  jrara- 
doxical  motion  and  require  tracheostomy  with 
positive  pressure  ventilation  for  stabilization 
of  the  chest  wall  and  survival.  Direct  o{>en 
operation  for  stabilization  of  ribs  has  not  been 
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satisfactory.  Certain  patients,  however,  may 
have  simple  fracture  of  the  sternum  ^vith  sig- 
nificant overriding  of  the  fragments.  This 
fracture  oiay  contribute  significantly  to  the 
patient’s  discomfort  as  well  as  to  inefficient 
respiration.  Careful  reduction  of  the  fracture 
with  fixation  by  wire  suture  in  place  can  be 
of  real  help.  One  must  be  careful  when  per- 
forming this  procedure  that  absolute  immo- 
bility is  obtained;  otherwise  there  will  be 
breakage  of  the  wire. 

Summary 

1.  Most  patients  with  thoracic  trauma  are  best 
treated  by  conservative  means. 

2.  The  classical  indications  for  thoracotomy 
derived  from  the  experience  of  military  cam- 
paigns are  still  applicable  to  civilian  practice. 

3.  Cautious  expansion  of  the  indications  for 
thoracotomy  is  indicated. 
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Drug  Abuse  Telephone  Service 


Now  available  to  you  is  a twenty-four  house 
telephone  service  to  answer  requests  for  in- 
formation about  drug  abuse.  This  Clearing- 
hoitse  is  a branch  of  tlie  National  Institute  of 
Mental  Health.  The  telephone  number  is 
(.SOI)  496-7171. 

Dr.  Bertram  S.  Brown,  NIMH  Director,  de- 
scriltes  the  Clearinghouse  as  a “one  stop  store 
of  information  which  must  Ije  ])ut  in  the 
hands  of  parents,  students,  teachers,  law  en- 
forcement officers,  community  leaders,  and  all 
c itizens  concerned  with  the  problem. 

Publications  cjn  drug  abuse  produced  bv  Gov- 
ernment agencies  are  available  from  the 


Clearinghouse  on  recjuest.  The  first  publica- 
tion to  be  widely  distributed  by  the  Clearing- 
house is  “Federal  Source  Book:  Answers  to 
the  Most  Frequently  Asked  Questions  About 
Drugs,”  produced  cooperatively  by  federal 
agencies  concerned  with  drug  abuse  prob- 
letns.  Film  catalogues,  bibliographies,  and  cur- 
riculum guides  also  will  be  available  through 
the  Clearinghouse. 

Inciuiries  in  any  area  of  drug  abuse  should  be 
sent  to  the  National  Clearinghouse  for  Drug 
■Abuse  Information,  Box  1701,  Washington, 
D.C.  2001.3.  Requests  for  literature  should  be 
sent  to  “Publications”  and  requests  for  other 
services  should  go  to  “Information  Services.” 
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i His  wife  has  a lot  of  different 
aenopausal  symptoms,  but  only  a few 
■'eally  irritate  him.  Her  hot  flashes,  her 
I'ertigo,  her  palpitations — that’s  her 
I )roblem.  What  really  bothers  him  is 
Uer  nervousness,  her  irritability  and 
ler  excessive  anxiety,  often  expressed 
)y  endless  “book-shuffling,  chaim 
moking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
'ertigo,  palpitations  in  most 
nenopausal  women.  Menrium 
)rovides  the  well-known  antianxiety 
I iction  of  chlordiazepoxide  (Librium®) 
jind  water-soluble  esterihed  estrogens, 
t therefore  relieves  more  symptoms 
han  either  component  separately, 
t takes  care  of  the  vasomotor 
.ymptoms  as  well  as  the  emotional 
i.ymptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
liymptoms  that  irritate  him  most. 

I So,  to  help  them  both  get  through 
|ier  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and  or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  C.NS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
ot  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  pteclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularlv  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e  g.,  e.xcitement, 
stimulation  and  acute  rage)  have  been  re[X)rted  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  he  present 
and  protective  measures  necessary.  V'anable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
cpoxide)  and  oral  anticoagulants. 

Adverse  Reactions;  L'ntoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide.  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skm  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


SUSTAINED 


VITAMIN  C 
CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley’’  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Pancreatitis  is  an  exceedingly  rare  corn  plication  of 
salmonella  enteritis.  Here  is  one  sttcli  case. 


Pancreatitis  With 
Salmonella  Gastroenteritis* 


Newton  D.  Scherl,  M.D./Fort  Lee  and 
David  L.  H.  Patterson,  M.B. /Englewood 

Salmonella  infections  have  been  observed  with 
increased  frequency  during  the  past  decade. 
Although  numerous  other  clinical  patterns 
have  been  desaibed,  gastroenteritis,  the  most 
common,  is  present  in  about  70  per  cent  of 
cases.^ 

Certain  unusual  manifestations  of  the  disease, 
including  osteomyelitis,  aneurysms,  menin- 
gitis, and  appendicitis  have  been  reported. 
This  disease  has  also  been  seen  as  a compli- 
cation of  other  diseases,  including  cirrhosis, 
malaria,  and  sickle  cell  anemia. - 

.Although  gallbladder  disease  is  a freciuent 
setjuel  of  salmonella  infection,  the  literature 
does  not  record  pancreatitis  as  a complication. 
The  following  case  report  is  believed  to  repre- 
sent pancreatic  involvement  in  a case  of  sal- 
monella gastrcK'nteritis. 

Report  of  a Cose 

.\  12  year  old  boy  was  admitted  on  August  14.  1967, 
with  a 48  hour  history  of  fever  and  vomiting.  The  ill- 
ness began  suddenly  36  hours  after  a family  picnic.  .At 
the  time  ol  admission,  he  appeared  toxic  and  tlehy- 
drated.  His  temperature  was  102.  The  abdomen  was 
soft,  but  diffuselv  tender.  Shortly  after  admission,  pro- 
fuse diarrhea  was  noted.  The  abdomen  was  slightly 
distended  and  bowel  sounds  were  diminished.  .A  tran- 
sient erythematous  rash  was  observed.  Dilated  loops  of 
small  bowel,  with  air-fluid  levels,  were  seen  on  a plain 
film  of  the  abdomen.  Findings  on  sigmoidoscopic 
examination  were  unremarkable.  His  temperature 
ranged  between  102  and  103  from  .August  14.  1967 
through  .August  19.  1 reatment  with  chloramphenicol 
was  begun  on  .August  18,  1967  and  continued  for  one 
week.  On  August  20,  the  temperature  dropped  to  100 
and  remained  at  99  to  100  through  .August  26,  after 
which  the  patient  was  afebrile  for  the  remainder  of  his 
hospitalization. 


The  stool  cultures  failed  to  grow'  out  a salmonella  or 
any  other  enteric  pathogen.  The  agglutination  studies, 
however,  after  being  negative  on  August  18,  1967, 
showed  a rise  in  titre  of  paratyphi  C to  1 to  640  on 
.August  25,  1967.  This  titre  remained  elevated  on 
September  6 and  September  13,  before  returning  to 
negative  on  September  25,  1967.  In  addition,  the  titre 
to  salmonella  B.  C,  and  E rose  to  1 to  40  on  August  18, 
and  to  1 to  640  on  .August  25,  1967.  These  titres  re- 
mained elevated  on  September  6 and  September  13, 
before  decreasing  to  1 to  80  on  September  25,  1967.  .All 
other  titres  remained  negative. 

Early  in  the  illness,  a leukocytosis  with  a marked  shift 
to  the  left  (40  per  cent)  was  noted.  The  serum  bili- 
rubin, alkaline  phosphatase,  and  SCOT  were  all  within 
normal  limits. 

AV’ithin  a week  after  admission  the  nausea,  vomiting 
and  diarrhea  had  subsided.  The  abdomen  was  soft  and 
non-tender.  The  patient  was  given  oral  liquids  but  was 
unable  to  retain  them.  Three  hours  after  ingestion,  he 
would  vomit  a large  amount  of  ffreen,  watery  liquid. 
After  three  days  of  persistent  vomiting,  an  upper  gas- 
trointestinal x-ray  showed  a marked  delay  in  gastric 
emptying  without  evidence  of  obstruction.  The  stomach 
appeared  dilated.  .A  very  small  amount  of  barium 
passed  into  the  small  bowel.  Nasogastric  suction  was 
begun  and  on  .August  25,  1967  serum  amylase  was 
reported  as  250  units  (normal  60  to  160  units)  with 
a serum  lipase  of  4.0  units  fnormal  less  than  1 unit). 
The  urinai7  amylase  was  245  units  (normal  38  to  207 
units  per  hour).  The  patient  was  treated  with  continu- 
ous nasogastric  suction  and  intravenous  fluids.  Over 
the  next  two  weeks,  repeated  amylase  and  lipase  de- 
terminations showed  significant  elevations  with  a serum 
amylase  range  of  250  to  550  units  and  the  serum  lipase 
rising  to  a level  of  9.5  units.  The  patient  remained 
free  of  pain  but  continued  to  vomit  whenever  the  naso- 
gastric tube  was  clamped.  During  the  fifth  week  of 
hospitalization  (and  the  third  week  of  continuous 
nasogastric  suction)  the  patient  retained  his  first  oral 
feedings.  He  had  lost  20  pounds  since  admission.  Serum 
enzymes  were  still  elevated  at  the  time  of  discharge 
wiih  a lipase  of  3.5  units.  The  urinarv  amviase  was 
also  elevated  to  a level  of  455  units.  It  was  not  until 
two  weeks  after  discharge  that  the  enzyme  studies  were 
normal. 

Gallbladder  x-rays  obtained  shortly  after  discharge 
were  completely  normal.  The  patient  made  a complete 
recovery  after  discharge  from  the  hospital.  He  has  no 
evidence  of  pancreatic  calcification  on  x-ray  examina- 


• From  the  Medical  Sen  ice  of  Englewood  Hospital, 
Englewood,  New  jersey.  Reprint  requests  should  be 
directed  to  Dr.  Scherl  at  1319  .Anderson  .Avenue,  Fort 
Fee,  Neiv  Jersey  07024 
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tion  of  the  abdomen.  Numerous  stool  cultures  were 
negative. 

Comment 

Despite  the  absence  of  stool  culture  confirma- 
tion, the  clinical  course  and  elevated  salmon- 
ella titres  are  consistent  with  a clinical  diag- 
nosis of  salmonella  infection.  This  infection 
was  associated  with  pancreatic  involvement, 
prodticing  a painless  pancreatitis,  manifested 
by  severe  gastric  atony  and  dilatation.  The 
clinical  picture  simulated  a high  intestinal 
obstruction  and  this  diagnosis  was  considered, 
with  the  possibility  of  surgical  intervention, 
until  the  pancreatic  enzyme  studies  tvere 
obtained. 

Since  bile  is  an  ideal  medium  for  the  growth 
of  salmonella  organisms,  it  would  seem  pos- 
sible for  the  pancreas  to  become  involved 
secondarily  by  regurgitation  of  infected  bile 
into  the  pancreatic  duct  at  some  stage  of  the 
illness.  Indeed,  it  is  surprising  that  this  does 
not  occur  more  frequently.  Direct  hematologic 
spread  could  also  infect  the  pancreas.  This 
would  be  most  likely  to  occur  during  the 
bacteremia  often  associated  with  the  acute 
stage  of  the  disease.  Although  the  pancreatitis 
may  not  have  been  due  to  a bacterial  infec- 
tion, but  rather  a non-specific  pana'eatitis 


following  severe  abdominal  insult,  we  feel  the 
temporal  relationship  of  the  events  suggests  a 
salmonella  infection  of  the  pancreas. 

Summary 

A 12  year  old  boy  was  admitted  to  the  hos- 
pital with  an  acute  febrile  illness  and  severe 
diarrhea.  The  patient  developed  very  high 
titres  to  paratyphi  group  C and  salmonella 
groups  B,  C,  and  E.  After  treatment  with 
intravenous  chloramphenicol  the  dianhea 
ceased  and  temperature  returned  to  noiTnal. 
The  patient  however  develojaed  severe  gastric 
dilatation  and  atony  associated  with  inability 
to  retain  oral  feedings.  Serum  and  urinary' 
amylase  and  serum  lipase  levels  were  striking- 
ly elevated  and  remained  abnormal  for  five 
weeks.  The  patient  required  prolonged  treat- 
ment with  nasogastric  suction.  Gallbladder 
disease  was  not  demonstrated.  It  is  our  con- 
viction that  this  represents  a case  of  salmon- 
ella pancreatitis  complicating  an  acute  sal- 
monella gastroenteritis. 
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Colostomy  Booklet  Now  Available  For  Your  Patients 


Ex])lanations  of  the  different  types  of  colosto- 
mies (with  line  drawings)  and  their  manage- 
ment are  offered  in  a new  manual  giving 
practical  help  and  advice.  Colostomies — A 
Guide  was  written  by  Edith  Lenneberg  of  the 
New  England  Deaconness  Hospital,  Boston, 
and  .Vlan  Mendelssohn,  M.D. 

I'he  Itooklet’s  accent  is  on  a return  to  normal 
living  in  work,  social  and  sexual  life,  sports, 
travel,  and  diet.  'Written  in  three  sections,  the 
guide  covers:  (1)  physical  facts  about  colosto- 
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mies— types  of  colostomies  and  horv  they 
work;  (2)  living  with  a colostomy — eating, 
dailv  life,  methods  of  colostomv  care,  and 
helpful  ideas  (including,  step-by-step,  the 
jjroper  method  of  irrigation);  and  (,S)  practi- 
cal aids,  including  some  suppliers  of  ecjuip- 
ment. 

Copies  are  .S2  ((juantitv  prices  furnished  on 
reipiest)  and  may  be  ordered  from  the 
United  Ostomy  .Association,  fill  W’ilshire 
Boulevard,  Los  .Angeles,  California  90017. 
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Hyponatremia  does  not  automatically  mean  a sodium 
deficiency,  and  is  not  automatically  correctible  by  high 
sodium  intake.  It  can  mean  a lot  more— or  less. 


Hyponatremia  Of 
Diverse  Etiology 


Edwin  Kellerman,  M.D. /Margate 

Hyponatremia  is  a chemical  imbalance  not 
infrequently  encountered  in  the  management 
of  seriously  ill  patients.  Since  natrium  means 
“sodium,”  you  might  think  that  hyponatremia 
reflects  a deficiency  of  sodium  and  is  cor- 
rectable bv  tbe  administration  of  sodium.  In 
practice,  mechanisms  other  than  sodium  de- 
ficiency are  responsible  for  this  condition  so 
that  treatment  must  be  individualized  de- 
pending upon  the  pathophysiology  involved. 
In  this  paper.  I will  describe  five  separate  in- 
stances of  hyponatremia  encountered  in  the 
last  year  and  discuss  pathophysiology  and 
treatment. 

False  Hyponatremia 

A 60  year  old  female  was  admitted  to  the 
hospital  in  diabetic  coma.  Her  blocxl  sugar 
was  1225  milligrams  per  cent.  Her  serum 
acetone  was  ]X)sitive  in  50  units.  The  follow- 
ing electrolyte  values  were  obtained  on  ad- 
mission— N.\  115,  K 5.1,  CL  51,  CO2  16,  and 
pH  7.24.  .\t  first  glance,  it  might  be  con- 
cluded that  this  patient  was  markedly  de- 
pleted in  sodium.  Yet,  the  corrected  serum 
sodium  concentration  for  the  degree  of  hyper- 
glycemia would  indicate  that  the  major  deficit 
was  in  water  and  that  the  serum  sodium  con- 
centration was  falsely  depressed  due  to  the 
marked  hyperglycemia.  This  magnitude  of 
elevation  of  blood  sugar  raises  the  serum 
osmolality  by  more  than  50  milliosmoles  per 
kilogram.  This  created  a hyperosmolar  state 
requiring  large  amounts  of  hypotonic  fluids 
for  correction.  This  patient  was  given,  over 
the  next  72  hours,  approximately  10,000  cubic 


centimeters  of  21/2  per  cent  dextrose  in  half 
strength  saline.  As  a result,  sodium  concen- 
tration was  raised  to  132  meq/L,  and,  with 
appropriate  doses  of  insulin,  the  antecedent 
very  high  levels  of  blood  sugar  were  lowered, 
reducing  the  serum  osmolality  to  more  nor- 
mal levels.  Had  the  patient  been  given 
hypertonic  saline  in  this  instance,  a worsen- 
ing of  her  condition  could  have  been  ex- 
pected because  of  further  elevation  of  the 
hyperosmolality  which  existed  on  admission 
to  the  hospital. 

Hyponatremia  Secondary  to 
Hypokalemia 

A 57  year  old  male  was  admitted  to  the 
hospital  for  a severe  pneumonia.  There  was 
a past  history  of  hypertension  and  pulmonary 
emphysema.  His  electrolyte  pattern  was  as 
follows— NA  122,  K 2.9,  CL  70,  CO,  86,  and 
pH  7 .59.  There  rvas  marked  weakness  of  all 
of  his  extremities.  He  was  lethargic  and  con- 
fused. .An  aliquot  of  his  urine  revealed  a 
sodium  concentration  of  12  meq/L  and  potas- 
sium 25  meq/L  thereby  excluding  abnormal 
urinary  losses  of  sodium  and  p>otassium  as  a 
cause  of  his  hyponatremia  and  hypokalemia. 
Because  of  his  past  history  of  hypertension 
and  suspected  severe  vomiting  prior  to  ad- 
mission to  the  hospital,  it  was  decided  to 
administer  potassium  chloride  in  the  hope 
that  both  his  serum  potassium  and  sodium 
would  be  corrected  to  nonnal  levels.  It  must 
be  appreciated  that  with  severe  potassium  de- 
ficiency a degree  of  hyponatremia  is  likely  to 
develop  in  an  attempt  by  the  body  to  main- 
tain intracellular  and  extracellular  osmolality 
equal.  Potassium,  being  mainly  an  intra- 
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cellular  electrolyte,  when  it  is  significantly 
depleted  from  the  body,  will  cause  a lowering 
of  the  serum  sodium  concentration  as  sodium 
migrates  intracellularly.  This  patient,  over  a 
48  hour  period  of  time,  was  given  200  mecj. 
of  potassium  chloride  intravenously.  He  re- 
ceived no  sodium  therapy.  However,  at  the 
end  of  the  48  hour  {period  of  therapy  his 
electrolyte  values  were  as  follows — NA  131, 
K 4.1,  CL  85,  CO,  31,  and  pH  7.46.  Of  in- 
terest here  was  the  fact  that  despite  the  re- 
establishment of  a normal  serum  potassium 
concentration  with  a concomittant  elevation 
of  serum  sodium  concentration  there  re- 
mained a slight  degree  of  alkalosis  indicative 
of  the  potassium  deficiency. 

Hyponatremia  Secondary  to 
Inappropriate  Secretion  of 
Anti-Diuretic  Hormone 

.\n  80  year  old  female  was  admitted  to  the 
hospital  with  a traumatic  subarachnoid 
hemorrhage.  On  admission  her  serum  electro- 
lytes were  as  follows — NA  130,  K 3.8,  CL  90, 
and  CO,  31.  However,  despite  daily  intra- 
venous fluids  containing  approximately  4.5 
Grams  of  sodium  chloride,  in  addition 
to  Decadron,®  it  was  noted  that  her  serum 
sodium  concentration  was  falling  and  that 
she  was  becoming  progressively  more  coma- 
tose. Three  weeks  after  admission  to  the 
hosjhtal  her  electrolyte  pattern  was  as  fol- 
lows: NA  105,  K 5.9,  CL  75,  and  CO,  20. 
.\  24  hour  urine  specimen  at  that  time  re- 
vealed a .sodium  content  of  4.9  Grams  and  a 
potassium  content  of  1.6  Grams.  The  serum 
osmolality  was  249  with  a urine  osmolality  of 
655.  Tentative  diagnosis  was  hyponatremia 
secondar)’  to  the  inappropriate  secretion  of 
anti-diuretic  Iiormone.  This  is  an  interesting 
and  rare  syndrome  described  in  various  clini- 
cal settings  including  certain  neurologic  dis- 
turbances wherein  despite  severe  hypo- 
natremia and  hypo-osmolality  of  the  serum, 
there  is  an  excessive  loss  of  .sodium  in  the 
urine  wherein  the  urine  is  ]>ersistently  hy- 
pertonic to  the  serum.  Further  administra- 
tion of  saline  in  an  attempt  to  correct  the 
hyponatremia  in  this  condition  leads  only  to 
a worsening  of  the  hyponatremia  and  the  pa- 


tient’s clinical  state.  Therapy  in  this  instance 
is  directed  toward  a restriction  of  fluid  in- 
take which  results  in  a reduction  in  the  pro- 
duction and  effect  of  anti-diuretic  hormone, 
resulting  in  an  elevation  of  the  serum  sodium 
concentration.  In  this  instance,  fluids  were 
restricted  to  a total  volume  of  600  cubic 
•centimeters  a day  containing  a total  of  two 
Grams  of  sodium.  As  a result,  within  tlie 
next  24  hours  the  serum  sodium  concentra- 
tion began  to  rise  and  at  the  end  of  a week 
it  was  130,  with  a resultant  increase  in  the 
patient’s  level  of  consciousness  in  that  her 
previous  comatose  state  was  corrected  to  a 
state  in  which  she  was  able  to  respond  to 
verbal  stimuli. 

Dilutional  Hyponatremia 

An  81  year  old  woman  was  admitted  to  the 
hospital  for  resection  of  a carcinoma  of  the 
right  side  of  the  colon.  On  a previous  ad- 
mission, diagnosis  of  cirrhosis  of  the  liver 
had  been  made  and  confirmed  bv  liver  biopsy. 
Her  electrolyte  pattern  was  as  follows:  N.\ 
121,  K 4.6,  CL  84,  and  CO,  30.  The  first 
plan  was  to  give  her  intravenous  saline  in  an 
attempt  to  elevate  her  serum  sodium  concen- 
tration. However,  further  thought  and  eval- 
uation led  to  an  alternative  approach  more 
in  keeping  with  her  patho-physiolog\-.  It  Avas 
noted  that  she  had  considerable  body  edema, 
thought  to  be  related  to  her  chronic  cirrhosis. 
Her  serum  albumin  level  Avas  only  2.1  Grams. 
In  this  instance,  as  in  most  cases  Achen  there 
is  CA'ident  body  edema  (even  though  there  is 
a degree  of  hy|x>natremia)  it  is  important  to 
realize  that  this  hyponatremia  is  a dilutional 
effect  and  that  in  reality  total  body  sodium 
is  elevated  but  less  so  than  the  more  marked 
elevations  of  total  body  Avater,  thereby  creat- 
ing apparent  hyponatremia.  This  type  of 
dilutional  hyponatremia,  in  addition  to  being 
common  in  jjatients  Avith  cirrhosis  of  the  liver 
Avho  have  edema,  is  also  common  in  patients 
Aviih  chronic  congestiAe  heart  failure.  Ad- 
ministration of  saline  to  these  patients  only 
leads  to  a Avorsening  of  their  edematous,  con- 
gested state.  In  this  instance,  instead  of  the 
administration  of  saline,  it  Avas  recommended 
that  fluids  l)e  restricted.  .As  a result  the  serum 
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sodium  concentration  became  elevated  to 
normal  levels. 

True  Depletional  Hyponatremia 

A 76  year  old  female  was  admitted  to  the 
hospital  for  treatment  of  pneumonia.  She 
had  been  using  enemas  and  laxatives  on  a 
regular  basis,  prior  to  admission  to  the  hos- 
pital, to  ensure  a daily  bowel  movement.  Her 
condition  worsened  soon  after  admission  to 
the  hospital  with  the  development  of  a hy- 
potensive state.  Her  serum  electrolytes  were 
then  found  to  be  as  follows;  NA  103,  K 2.3, 
CL  59,  CO,  29  and  pH  7.49.  The  ])atient 
was  obviously  severely  dehydrated.  A central 
venous  pressure  catheter  was  inserted  with 
an  initial  reading  of  4 centimeters.  Provi- 
sional diagnosis  was  severe  sodium  depletion. 
In  the  next  18  hours  the  patient  received  in- 
travenously 1500  cubic  centimeters  of  nonnal 
saline  and  90  meq.  of  potassium  chloride.  .As 
a result,  her  hyjx)tension  was  corrected  with 
the  following  serum  electrolyte  concentra- 
tions—NA  116,  K 5.6,  CL  80,  and  CO,  24. 
It  was  concluded  that  her  overuse  of  enemas 
and  laxatives  had  led  to  a severe  electrolyte 
and  fluid  depletion  which  was  responsible  for 
her  hypotensive  state.  In  this  instance  the 
administration  of  saline  was  deemed  appro- 
priate and  in  fact  did  prove  beneficial  clini- 
cally. 


Summary 

^Ve  have  described  the  spectrum  of  hypo- 
natiemia  as  encountered  in  hospital  practice. 
WTile  at  first  glance  this  chemical  imbalance 
might  induce  some  clinicians  immediateb 
to  administer  saline,  this  form  of  therapy  is 
not  usually  appropriate.  It  is  only  by  an  un- 
derstanding of  the  pathophysiology  of  electro- 
lyte and  fluid  imbalances  that  one  can  in- 
telligently initiate  treatment  of  this  disorder. 
.As  exemplified  in  the  description  of  cases  in 
this  paper,  appropriate  therapy  could  consist 
of  (1)  .Administration  of  hypotonic  saline, 
(2)  .Administration  of  potassium,  (3)  Re- 
striction of  fluids  and  (4)  Lastly  the  admini- 
stration of  saline.  .As  in  most  instances  in 
medicine  a meticidous  history  and  physical 
examination  together  with  relevant  labora- 
tory studies  will,  with  an  appreciation  of  the 
patho-physiology  involved,  lead  to  the  most 
appropriate  treatment. 
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New  Eye  Bank  Service 


.A  New  Jersey  Eye  Bank  has  been  established 
by  the  Odd  Fellows,  the  Rebekas,  and  the 
New  Jersey  College  of  Medicine  and  Dentis- 
try at  Newark.  This  fdls  a major  gap  in  the 
national  network  of  over  80  eye  banks.  The 
new  state-wide  Eye  Bank  operates  on  a three- 
part  program:  patient  services,  research,  and 
professional  training  in  corneal  surgery.  The 
major  goal  is  restoring  sight  by  means  of  corne- 
al transplants.  The  college  is  responsible  for 
examination  and  utilization  of  donor  eves. 


training  of  medical  students  and  residents, 
continuing  education  for  practicing  physi- 
cians, and  public  education. 

Supervisors  are  .Alfonse  .A.  Cinotti,  M.D., 
Chief  of  the  Department  of  Ophthalmology 
at  the  Medical  School,  and  J.  Henry  White, 
M.D.,  Assistant  Professor  of  Surgery  and 
Medical  .Adviser  to  the  Eye  Bank.  Eligibility 
to  donate  or  becpieath  eyes  requires  the  indi- 
vidual’s signature  and  that  of  his  next-of-kin. 
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Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


For  the  treatment  of  the  aging  patient 


66% 


■ Cerebro-Nicin 
□ Piacebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazolc ..100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCt 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine !!!!!!!  3 mg, 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elIxirSoz.  bottles. 

CONTRAINDICATIONS;  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec* 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa* 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 
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The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 

. The  concept  of  chemotherapy  plus  the 

physician’s  psychological  support  is  confirmed 
mmM  as  effective  therapy. 


The  Treatment  of  Impotertce 
with  Methyttestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Choice  of  4 strengths: 

Android  Androld-HP 


Android-x  Android-Plus 


Eoth  yellow  tablet  contains- 
Methyl  Testeslerone  . 2.5  mg. 
Thyroid  Ell. (l/$  gr.)  . lOmg. 

Glutamic  Acid  50  mg 

Thiamine  MCt  10  mg 

Dose:  1 tablet  3 times  da>iy. 
Available: 

Bottles  of  100.  500,  1000 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..SO  mg. 
Thyroid  Eit.  {'/}  gr.)  ..  30  mg. 

Glutamic  Acid SO  mg 

Thiamine  HCL  10  mg. 

Dose.  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100.  500.  1000. 


EITRA  HIGH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.  (I  gr.)  ....G<mg. 

Glutamic  Acid  50  mg. 

Thiammc  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 

^I'ai/ob/e 

Bottles  of  60.  SOO. 
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WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  . 2 5 fflg 
Thyroid  Cil.(V4  gr.)  ..  15  mg 
Ascorbic  Acid  (Vit.C)  .250  mg 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyndoiine  HCL  5 rng 

Niacinamide  75  mg 

Calcium  Pantothenate  . 10  mg 

Vitamin  S-12  2.5  meg 

Riboflavin  5 mg 

Dose:  2 tablets  daily. 
Available:  Bottles  Of  60.  SOO. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications  Android  is  contraindicated  m patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism  Occasional 
cases  of  laundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  et  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  m heart  disease  and  hypertension 

Warnings:  Large  douges  may  cause  anorexia,  nausea,  vomiting  abdominal  pam.  diarrhea,  headache, 
duziness.  lethargy,  paresthesia,  sim  eruptions,  loss  of  libido  m males,  dysurit.  edema  congeslive  heart 
failure  and  mammary  carcinoma  m males 

Precaatiens  It  hypothyroidism  is  accompanied  by  adrenal  msutficiency  the  Utter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  ReKtieni  Since  Androgens,  in  general,  tend  to  promote  retention  of  todmm  and  water,  patients 
receiving  Methyl  Testosterone,  m particular  elderly  patients,  should  be  observed  tor  edema 
Hypercalcemia  may  occur,  particularly  m imnrobiiired  patients  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  delected. 
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sterile  solution  (300  ma  per  ml. ) 


Consider  Lincocin' 

(lincomycin  hydrochloride , Upjphn) 


and  single-dose  2 ml. 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 


■ccVUSterttaSoluUM  | 

Uncocin* 

OMcamycifi 
||fe«cMerfclt  injactioftf 


SQUIBB 

'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


© Cit.  Squibb  & Sont.  Inc.  1970 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
''a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 


Theragrau' 

High  Potency  Vitamin  Formula 

Theragiau’-M 

High  Potency  Vitamin  Formula  with  Minerals 


I \ once-popular  treatment  for  back  pains 
j/vas  to  have  the  seventh  son  of  a seventh  son 
litand  or  walk  on  the  patient's  back. 


'or  headache,  a sovereign  remedy  was 
o wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


mpirin 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Elodeine  Phosphate  gr.  1/2  (Warning— 

vlay  be  habit  forming),  Phenacetin  gr.  2 1 / 2,  t 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are  Wlr 

'lass  "B",  and  as  such  are  available  on  oral 
Jrescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.  J 

1,^  'Rickahoe,  N.Y.  m 


the  incomplete 
B-complex 

SPECIFICALLY  FOR  LEVODOPA  PATIENTS-NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINI 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  B*)— whicti 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.^^ 


Larobec  Tablets 


A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec'''  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C—but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 


1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D.:  Trans.  Amer.  Neurol.  Assoc.,  94;81,  1969. 

2.  Cotzias,  G.  C.;  J.A.M.A.,  270:1255.  1969. 
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Complete  Prescribing  Information: 

Each  Larobec  tablet  contains; 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  B^) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  Bn)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome.  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B6)  which  has 
been  reported'  ^ to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,  j. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1 . Duvoisin,  R.  C.,  et  al.:  Trans.  Amer. 

Neurol.  Assoc.,  94 : 81 , 1 969. 

2.  Cotzias,  G.  C.-.J.A.M.A.,  270:1255, 1969. 


high-potency 
nutritional  support  for 
the  levodopa  patient 


Larobec 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  It.  Specify  DICARBOSIL 
1 44' s — 144  tablets  in  1 2 rolls. 
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ARCH  LABORATORIES 

ij:  319  South  Fourth  Street  St  Louis.  Missouri  63102 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nulley.  N J.  07110 
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SCIENTIFIC  SHOE  FITTING 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 


CUSTOM  SHOE  SHOP  ON  PREMISES 


Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 


• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 


Management  of  the  Loss  Control  Program  which  includes 


• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 


JOSEPH  A.  BRITTON  AGENCY 


15  S.  Munn  Ave.,  E.  Orange,  N.  J.  07018 
(201)  • 673-3060 


A Shoe  and  Last  tor  Every  Foot 


350  MAIN  STREET 


HACKENSACK,  N.  J. 


201-487-1779 
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If  our  decaying  physical  environment  doesn’t  elimi- 
nate all  our  genes  first,  the  improvement  in  the  genes 
should  lead  to  a better  life  in  the  next  century.  Prac- 
tically everyone  bom  this  year  is  going  to  live  most 
of  his  life  in  the  twenty-first  century. 

Genetic  Considerations  In  Child 
Growth  And  Development* 


Theodore  Kushnick,  M.D. /Newark 

Each  of  us  inherits  23  chromosomes  (includ- 
ing one  sex  chromosome)  from  each  parent 
with  the  resultant  normal  total  of  46  chromo- 
somes. Too  much  or  too  little  chromosomal 
material  is  harmful.  Hundreds  of  genes  are 
located  on  each  chromosome  but  we  are  un- 
able to  visualize  them.  Although  the  genes 
cannot  be  seen,  the  expression  of  their  coded 
message  for  features  such  as  eye  color,  and  so 
on,  are  visible.  These  effects,  as  well  as  bio- 
chemical enzymatic  functions  and  blood 
groups  are  the  result  of  the  activities  of  single 
pairs  of  genes.  Traits  and  characteristics  such 
as  height,  weight,  intelligence,  and  body 
build  (and  probably  behavior,  to  some  ex- 
tent) are  an  expression  of  multiple  gene  ac- 
tivities and  are  classified  as  polygenic  or  mul- 
tifactorial inheritance. 

Even  prior  to  conception,  there  is  an  interac- 
tion in  the  gametes  between  genes,  their  car- 
rier chromosomes  and  the  environment.  This 
constant  interplay  determines  whether  the 
subsequently  fertilized  egg  will  be  involved 
with  a hidden  previously  non-expressed 
deleterious  gene  that  a parent  might  carry  or 
with  a new  genetic  mutation;  whether  the 
chromosomes  will  be  normal  in  numbers  or 
in  their  individual  configuration,  i.e.,  translo- 
cation chromosome  carrier  state  in  one  nor- 
mal appearing  parent,  and  the  sex  chromo- 
some composition  which  will  influence 
whether  there  will  be  a higher  risk  for  the 
appearance  of  certain  genetic  diseases  which 
are  dependent  for  their  expression  on  wheth- 
er the  child  is  a male  or  a female. 


Genetically,  we  are  not  all  created  equal.  The 
simplest  illustrations  of  that  fact  can  be 
found  in  comparison  between  Sophia  Loren 
and  Twiggy  or  John  Wayne  and  Truman 
Capote.  The  spectrum  of  genetic  variations  in 
individuals  has  important  survival  value  for 
the  human  species. 

There  is  a polygenetic  or  multifactorial  in- 
heritance pattern  for  many  traits.  These 
features  are  derived  by  small  contributions 
from  many  genes.  In  essence,  this  means  that 
there  is  a marked  spectrum  of  normal  varia- 
bility and  that  there  can  be  no  sharp  defini- 
tion between  normal  and  abnormal.  Thus, 
we  define  the  normal  standards  by  the  dis- 
tribution of  particular  traits  in  a particular 
population.  This  distribution  produces  a bell 
shaped  curve  for  each  trait  with  the  midpor- 
tion (50th  percentile)  wide  peak  of  the  bell 
curve  comprised  of  the  largest  groiqr  of  indi- 
viduals with  that  trait  as  quantitated  by  mea- 
surements. The  curve  falls  off  at  either  end 
with  plus  or  minus  two  standard  deviations 
from  the  mean  (50th  percentile)  containing 
approximately  95  per  cent  of  the  jmpulation 
with  the  characteristic  being  studied.  There  is 
extreme  normal  variation  at  each  end  of  the 
curve,  e.g.,  for  weight,  a 12  year  old  girl 
might  weigh  125  lbs.  or  62  lbs.  and  still  be 
considered  normal. 

•Presented  in  North  Brunswick,  New  Jersey  at  the 
Conference  on  Comprehensive  Child  Care  sponsored 
by  the  New  Jersey  Chapter  .American  ,\cadcmy  of 
Pediatrics  and  New  Jersey  Public  Health  Association, 
April  22,  1970.  Dr.  Kushnick  is  Professor  of  Pedi- 
atrics at  the  New  Jersey  College  of  Medicine  and 
Dentistry. 
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Environmental-genetic  interreaction  for  every 
normal  feature  (and  disease)  shows  variation 
as  to  the  ratio  contributed  by  each  factor  in  a 
specific  situation.  As  an  example,  a child  who 
is  destined  genetically  to  have  normal  intelli- 
gence, height  and  weight,  and  who  develops 
measles  encephalitis,  will  subsequently  show 
severe  failure  to  thrive  and  the  genetic  poten- 
tial for  his  height,  weight,  and  intelligence 
will  never  be  achieved.  In  this  case,  almost  all 
of  the  effect  is  due  to  environmental  causa- 
tion. 

Ultimately,  one  of  the  problems  in  dealing 
with  normal  variants  is  to  define  whether  a 
particular  characteristic  is  normal  in  compar- 
ison to  the  possible  extreme  variations  of  the 
norm.  If  the  characteristic  is  definitely  abnor- 
mal, then  the  problem  is  to  define  the  extent 
that  this  abnormality  is  dtie  to  genetic  or  to 
environmental  causation,  with  the  realization 
that  both  are  in\olved  to  some  degree.  As  an 
example,  short  parents  will  produce  short, 
slow-growing,  slow-maturing  but  normal  chil- 
dren. If  the  child  is  truly  dwarfed,  one  must 
diagnose  whether  this  is  genetic  on  a sporadic 
or  inherited  basis  or  whether  it  is  environ- 
mental in  origin. 

Impingement  of  the  environment  on  the 
genes  starts  prior  to  conception  and  contin- 
ues through  intrauterine  life  and  jiost-natally. 
The  peak  influence  is  in  the  early  infant  and 
childhood  years.  The  latter  as|iects  include 
such  influences  as  maternal  love  or  neglect  of 
the  child;  the  amount  of  intellectual  stimula- 
tion the  child  receives  in  the  home;  the  sensi- 
tive, but  not  critical,  periods  for  an  infant  to 
learn  new  skills  and  mature;  and,  most  im- 
portant, the  nutritutonal  state  of  the  child. 
This  is  a two-directional  affair  concerned 
with  what  the  child  seems  to  be  to  the  par- 
ents and  what  the  child  actually  is  genetically 
as  modified  by  his  environment. 

Intrauterine  Life 

Each  of  us  carries  3 to  8 hidden  deleterious 
or  lethal  genes.  The,se  may  be  expressed  with 
any  pregnancy.  Of  great  interest  is  the  j)Ossi- 
bilily  that  maternal  genes  alone  may  influ- 


ence the  earliest  development  of  the  fertilized 
egg  and  the  maternal  harmful  genes  might 
not  be  offset  by  paternal  normal  genes  at  this 
early  stage.  The  earliest  zygote  uses  cytoplas- 
mic stored  maternal  messenger  materials  be- 
fore the  paternal  genes  are  activated  in  the 
paternal  chromosomes.  There  is  experimen- 
tal animal  proof  for  this  and  it  does  raise  the 
possibility  that  a single  deleteriotis  gene  from 
the  mother  might  be  hannful  in  the  earliest 
stages  of  embryonic  development.^ 

Genes  are  responsible  for  the  control  of  the 
formation  and  differentiation  of  the  fetal  or- 
gans. Thus,  the  earlier  during  the  pregnancy 
that  any  adverse  gene  effects  are  exerted,  the 
more  likelihood  of  increased  adverse  affects  to 
the  fetus. 

If  the  mother  has  optimal  prenatal  care  and 
nutrition  w’ithont  the  abu.se  of  drugs  or  smok- 
ing there  is  the  best  potential  for  normal 
genetic  expression  in  the  development  of  the 
fetus. 

Health  Care  and  Evaluation 

If  a child  has  a normal  grotvth  process  rvith 
optimal  nutrition,  certain  features  of  physical 
growth  and  develojmient  can  be  expected  on 
a genetic  basis.^ 

Heights  are  an  expression  of  the  average  of 
the  parents’  heights.  Tables  have  been  formu- 
lated for  a child’s  height  at  variotis  ages  with 
this  mid-parent  height  average  as  the  basis. 
Tall  parents  will  produce  tall  children  and 
short  parents  will  produce  short  children.  All 
normal  children  will,  however,  have  their 
heights  within  plus  or  minus  two  standard 
deviations  of  the  50th  percentile  in  the  bell 
shaped  ctirve.  Sister-sister  heights  correlate 
very  well  and  slightly  better  than  brother- 
brother  heights.  Both  correlate  to  a greater 
degree  than  sister-brother  heights. 

The  weight  of  the  child  is  again  a reflection 
of  his  parents’  genes,  to  some  extent,  aiul  the 
eating  habits  of  his  poptilation  cidtnre.  .V 
lean  body  mass  (EBM)  as  determined  by 
boney  chest  breadth  (by  x-ray  examination) 
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reflects  the  parental  genes  in  that  the  average 
of  the  parents’  LBM  measures  correlates  with 
the  child’s  LBM.  If  the  parents’  LBM  is 
large,  they  will  have  large  children  by  LBM 
and  weight;  if  small,  the  child  will  be  small 
for  LBM  and  weight.  Reflecting  a combined 
genetic-environmental  interreaction  is  the  ob- 
servation that  if  both  parents  are  obese,  the 
child  has  an  80  per  cent  chance  of  being 
obese;  if  one  parent  is  obese,  there  is  a 50  per 
cent  risk  for  obesity  in  the  child;  and  if  both 
parents  are  thin,  there  is  a 20  per  cent  chance 
of  obesity  in  the  child. 

Age  of  sexual  maturation  is  primarily  genetic 
in  origin.  Mothers  and  daughters  will  have 
similar  ages  of  onset  of  menses  but  sisters  will 
have  even  closer  correlation  for  the  age  of 
menarche.  In  addition,  there  are  families  in 
which  male  and  female  early  or  late  sexual 
maturation  are  consistent  features.  As  a 
reflection  of  genetic  and  environmental  in- 
teraction, the  obese  girl  has  increased  height 
and  earlier  menses  as  compared  to  her 
chronologic  age  cohorts.  Lastly,  a primarily 
environmental  eflect,  which  is  probably  a 
reflection  of  better  nutrition,  is  the  earlier 
onset  of  menses  in  girls  this  century  as  com- 
pared to  children  in  the  last  century. 

Head  circumference  is  an  accurate  measure 
of  the  amount  of  brain  tissue  and  its  develop- 
ment. 7'he  head  circumference  of  the  child  is 
a reflection  of  his  parental  genes,  with  the 
parents  having  small  to  large  nonnal  head 
sizes  with  normal  amounts  of  brain  material. 
Once  again,  the  plus  or  minus  two  standard 
deviation  curve  allows  for  normal  variation. 

Emotional  Relationships  and  Behavior 

Schizophrenia  has  a large  genetic  component. 
An  even  greater  genetic  effect  is  seen  in  man- 
ic depressive  ps)chosis.  These  aspects  have 
been  proved  by  studies  of  identical  twins  who 
have  been  reared  apart  from  one  another. 
However,  a question  arises  as  to  the  extent  of 
the  genetic  basis  for  non-psychotic  emotional 
disturbance  or  normalness,  as  compared  to 
the  greater  area  of  environmental  modifica- 
tion. Since  fetal  organs  are  functioning  in 


utero,  (e.g.,  heart,  kidney,  liver,  and  so  on)  it 
seems  unlikely  that  the  largest  organ  of  the 
body — the  brain— with  10  billion  neurons  by 
the  time  of  birth,  does  not  have  some  in 
utero  function  as  well. 

Birch  and  his  colleagues  have  developed  a 
semiquantitative  system  for  evaluating  new- 
borns’ and  young  infants’  behavior.  \Ve  know 
that  some  babies  are  “smiley,”  happy,  pliable, 
and  pleasant  from  the  lime  that  they  are 
born.  Others  are  intense,  crying,  unhappy 
newborns  and  young  infants.  Dr.  Birch’s 
group  scored  the  qualities  that  reflected  the 
babies’  personalities,  such  as  sleep  and  wake 
cycles,  adaptability,  mood,  intensity  of  reac- 
tions, distractability  or  persistence  of  behavi- 
or, levels  of  activity,  and  threshholds  for  re- 
sponsiveness to  environmental  stimuli.®  They 
subsequently  made  evaluations  as  to  how  the 
child’s  behavior  was  modified  during  his 
growth  process  Ity  increasing  socialization  and 
environment.  It  was  found  that  at  school  age, 
of  those  children  who  had  “mother-killing 
features  of  organization”  as  a newborn  infant 
(i.e.,  arrythmic,  intense,  negativistic  moods, 
non-distractable,  non-adaptable)  one  third 
had  emotional  disturbances.  1 he  question 
arises  as  to  whether  this  is  abnormal  in 
nature  or  is,  in  reality,  an  extreme  normal 
variant  in  a plus  or  minus  two  standard  devi- 
ation bell  curve. 

Mental  Development 

^Ve  can  all  recognize  the  qualities  of  liigh 
intelligence  in  an  individual,  whether  or  not 
he  is  highly  educated,  but  difficulties  arise  in 
quantitating  these  factors.  The  qualities  of 
intelligence  have  to  do  with  abilities  for  ab- 
straction, synthesis,  foresight,  problem  solv- 
ing, learning  from  experience  and  applica- 
tion of  that  learning,  i.e.,  “common  sense.” 
Quantitation  is  complicated  by  the  differ- 
ences in  life  experiences  in  various  cultures 
and  the  utilization  of  intelligence  tests  de- 
rived from  other  cultures.  For  example,  a 
physician  colleague  of  mine  took  an  IQ  test 
prepared  by  the  people  from  Wyatts  and 
scored  in  the  vicinity  of  15.  I dare  say  that  I 
would  have  an  even  lower  score.  In  any 
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event,  the  cjuantitative  IQ  of  the  child  will  be 
in  the  range  of  plus  or  minus  15  points  of 
his  parents'  lO.  Genetically,  the  rates  of  intel- 
lectual growth  are  fairly  constant.  Fifty  per 
cent  of  what  is  measured  as  adult  IQ  is  de- 
veloped by  the  age  of  4 years  and  80  per  cent 
bv  8 years.  4 his  correlates  well  rvith  the  fact 
that  most  of  the  brain  weight  has  developed 
l)y  2 years  of  age  and  95  per  cent  of  the  adult 
brain  weight  is  attained  by  the  age  of  6.  In 
essence,  mental  ability  is  a reflection  of  num- 
bers of  brain  cells  and  their  interconnections. 

During  intrauterine  life  and  early  infancy 
there  are  increasing  numbers  of  brain  cells 
being  formed.  For  both  animal  and  human, ^ 
this  proliferation  of  numbers  of  cells  can  be 
markedly  interfered  ■with  in  utero  and  during 
the  early  months  of  postnatal  life  by  malnu- 
trition. Of  iriajor  importance  is  the  fact  that 
such  a reduction  in  numbers  of  cells  is  irre- 
versible. If  malnutrition  supervenes  after  6 
months  to  one  vear  of  age,  there  will  be 
normal  numbers  of  brain  cells  but  thev  will 
be  of  reduced  size.  This  aspect  is  reversible 
with  good  nutrition  and  is  reflected  bv  a rap- 
id increase  in  head  circumference,  i.e.,  brain 
weight,  so  that  a normal  intellectual  poten- 
tial can  still  be  expressed.  The  evorst  damage 
is  incurred  bv  combined  prenatal  and  early 
postnatal  interference. 

Resides  brain  develojjinent,  the  child  rep- 
resents the  superimjjosition  of  environmental 
intellectual  stimulation  at  sensitive  periods 
with  resultant  development  of  personality 
and  ability  to  learn,  i.e.,  the  development  of 
motivation,  achieving  processes,  “go-getter” 
attitudes,  and  so  on.  Of  course,  this  is  partlv 
determined  by  the  genetic  background  of  the 
jiarents. 

1 he  investigations  c;f  developmental  testing 
in  normal  children  have  demonstrated  that 
the  environment  has  a considerable  influence 
on  ihe  results.  Better  nutrition  in  the  modern 
normal  child  has  led  to  earlier  developmental 
maturation.  Infants  are  performing  test  items 
one  to  two  months  earlier  than  the  children 
of  the  previous  generation. 


The  genetic  influence  on  normal  develop- 
mental test  results  can  be  illustrated  by  the 
fact  that  girls  are  ahead  of  boys  in  most  tests 
for  the  first  two  years  of  life.  This  occurs 
mainly  in  the  area  of  speech,  with  girls  talk- 
ing earlier  and  a great  deal  more.  This  differ- 
ence persists  throughout  their  life  span.  Boys 
and  girls  are  equal  in  development  of  motor 
behavior.  Boys  are  ahead  of  girls  in  perceptu- 
al motor  behavior,  such  as  form  perception, 
copying  circles,  and  the  like.  Mental  develop- 
ment of  the  offspring  of  parents  with  a large 
LBM  occurs  at  a faster  rate  than  the  develop- 
ment of  the  children  of  parents  with  a small 
LBM.  In  addition,  the  genetic  influence  on 
development  is  revealed  by  good  correlation 
between  like  sex  siblings,  especially  sister- 
sister. 

In  the  educational  sphere,  one  can  observe 
these  genetic  and  environmental  factors  for 
mental  and  personality  development  contin- 
uing throughout  life.  Once  again,  the  prob- 
lems that  occur  require  definition  with  regard 
to  the  amount  of  genetic  or  the  amount  of 
environmental  influence.  As  an  example, 
word  blindness  or  dyslexia  or  reading  disabil- 
ity— or  any  term  you  prefer — occurs  in  16  per 
cent  of  the  males  but  only  4 per  cent  of 
females.  Thus,  there  is  some  genetic  basis  for 
this  disability  as  revealed  by  sex  incidence 
differences.  In  addition,  maturation  occurs  in 
some  of  the  children  with  a “catch-up”  peri- 
od at  8 to  9 years  of  age;  and  there  is  fre- 
quently a positive  family  history  for  the  disor- 
der. One  is  forced  to  speculate  that  this  is  of 
genetic  origin  with  a slow  maturation  of  cer- 
tain biochemical  processes.  However,  in  the 
group  of  dyslexic  children,  we  encounter 
those  with  environmental  causation  in  that 
there  is  an  increased  incidence  of  the  disorder 
in  the  children  from  lower  economic  and  so- 
cial backgrounds  and  reduced  home  reading 
interest.  Another  en\ ironmental  tvpe  of 
dyslexia  is  found  in  the  child  with  minimal 
central  nervous  system  damage  and  normal 

IQ- 

Community  Cultural  Aspect 

We  find  varying  incidences  of  genet icallv 
caused  diseases  in  specific  populations,  e.g., 
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pyloric  stenosis,  club  feet,  central  nervous  sys- 
tem disease,  and  so  on,  in  Caucasians,  Ne- 
groes, Orientals,  and  other  groups.  There  are 
normal  ethnic  genetic  variations  for  height 
and  weight  throughout  the  world.  Japanese 
measurements  differ  from  standard  Swedish 
measurements.  However,  there  has  been  no 
variation  between  populations  with  regard  to 
the  plus  or  minus  two  standard  deviation 
curve  for  average  head  circumferences 
(without  malnutrition  detriments)  through- 
out the  world.®  Thus,  brain  weights,  brain 
development,  and  intelligence  would  appear 
to  be  equivalent  for  all  ethnic  populations  of 
the  human  race. 

Speculations 

The  genetic  potential  is  never  fully  realized 
for  normal,  deleterious  and  beneficial  genes. 
The  expression  of  these  genes  is  always 
modified  by  the  environment.  As  a j^art  of 
the  environment  is  improved  (by  reduced 
infectious  disease,  improved  nutrition,  and  so 
on)  there  is  an  increased  expression  of 
beneficial  genetic  components  and  a reduc- 
tion in  the  expression  of  deleterious  genes. 
Environmental  pollution  will  always  produce 
more  harmful  effects  than  beneficial  ones.  In 
any  case,  environmental  improvement  or  wor- 
sening really  means  that  the  environment  is 
changing.  This,  in  turn,  implies  that  there  is 
a chance  for  the  expression  of  hidden  genes — 
(we  are  all  different) — some  of  which  have  a 
better  survival  value  in  the  neiv  environment, 
whether  or  not  that  particular  gene  is  harm- 
ful at  present  or  will  be  beneficial  four  to  five 
thousand  years  from  now.  The  important 
feature  is  that  with  the  change  in  environ- 
ment, the  plus  or  minus  two  standard  devia- 


tion “normal”  distribution  bell  curve  will 
also  change  so  that  the  future  norm  will  be 
quantitatively  different  from  the  present  one. 

Today’s  children  have  increased  intelligence, 
are  larger  in  height  and  weight,  and  have  an 
earlier  age  of  sexual  maturation,  meaning 
that  the  female  will  have  an  increased  span 
of  years  for  bearing  children.  Children  today 
are  experiencing  an  increased  length  of  time 
devoted  to  adolescence  and  emotional  imma- 
turity which  implies  adventurousness  and  ex- 
ploration of  multiple  experiences;  and  they 
can  expect  an  increased  total  length  of  life  in 
good  physical  condition.  These  features  can 
be  projected  as  leading  to  a ‘‘better  life”  on 
this  planet.  On  the  other  hand,  they  can  also 
be  projected  as  preparation  for  prolonged 
space  voyages  to  other  worlds  in  an  escape 
from  an  overpopulated,  environmentally  pol- 
luted, and  dying  planet.  Genetically,  there  is 
the  potential  for  future  generations  of  our 
children  to  accomplish  both  projections.  Un- 
fortunately, the  postscript  is  only  if  the  de- 
caying moral  and  physical  environment 
doesn’t  eliminate  all  genes  first. 
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Trustees'  Minutes 

December  20,  1970 

A regular  meeting  o£  the  Board  of  Trustees 
was  held  on  December  20,  1970  at  the  Execu- 
tive Offices  in  Trenton.  Detailed  minutes  are 
on  file  with  the  secretar)  of  your  county  medi- 
cal society.  A summar)’  of  the  significant 
actions  follows: 

Medicredit  Bill  . . . Received  as  informative  a 
statement  from  President  Satulsky  that  a com- 
mittee consisting  of  A.  Guy  Campo,  M.D., 
Charles  L.  Cunniff,  M.D.,  and  David  Eck- 
stein, M.D.  had  been  appointed  to  study  the 
Medicredit  Bill.  This  is  H.R.  18567,  an  AMA 
sponsored  health  insurance  proposal  combin- 
ing voluntary  insurance  with  a tax  credit  pro- 
posal whereby  individuals,  instead  of  receiv- 
ing money  or  free  medical  care,  may  take  a 
tax  deduction.  The  Committee  will  report 
findings  and  recommendations  to  the  Board 
at  the  February  meeting. 

Physicians’  Associates  . . . Referred  to  the 
Committee  on  Medical  Education,  for  study 
and  recommendation,  a proposal  of  the  Col- 
lege of  Medicine  and  Dentistry  at  Rutgers  (in 
cooperation  with  the  Livingston  College  of 
Rutgers  University)  to  establish  a Depart- 
ment of  Community  Metlicine  and  to  estab- 
lish a baccalaureate  program  for  physicians’ 
associates. 

Commission  on  Reorganization  of  State  Gov- 
ernment . . . Received  the  announcement  of 
President  .Sattdsky  that  he  has  aj)pointed  the 
following  to  study  and  make  recommenda- 
tions (at  the  request  of  Minoritv  Leader  Sen- 
ator Crabiel)  on  the  Management  Study 
Ciommission  Report  on  Reorganization  of 
State  (Government; 

Louis  F.  Albright,  M.D.,  Chairman 
Edward  G.  Bourns.  M.l’). 

Harold  L.  C;olburn,  |r..  M.D. 

1.  F.dward  Ornaf,  M.D. 


Council  on  Mental  Health  . . . Approved  the 
report  of  the  December  9th  meeting  of  the 
Council  on  Mental  Health,  including  the  fol- 
lowing recommendation; 

That  MSNJ  recommend  to  the  Governor  that  each 
state  hospital  establish  programs  devoted  to  the  treat- 
ment of  alcoholics,  plus  clinic  facilities  for  continued 
care;  and  that  these  programs  be  established  on  the 
basis  of  appropriate  funding. 

Medical  Defense  and  Insurance  . . . Ap- 
proved the  report  of  the  December  6th  meet- 
ing of  the  Committee  on  Medical  Defense 
and  Insurance,  including  the  following  rec- 
ommendation; 

That  the  Loss  Control  Program  approved  in  October 
1968  be  appropriately  amended  (as  outlined  below)  . 

1.  Add  item  D.  (7)  (a)  If  the  attorney  cannot  lo- 

cate an  expert  medical  witness  to  testifv  for  defense, 
the  committee  must  furnish  a witness  or  reverse  its 
decision  to  defend. 

2.  Change  item  D.  (6)  fc)  Defense  with  vote  of 
75  per  cent  or  more  of  the  members  present.  If  vote 
is  less  than  75  per  cent,  settlement  must  be  authorized. 

3.  Add  item  D.  (5)  (a)  If  the  committee  fails  to 

follow  the  attorney’s  recommendation  based  on  in- 
formation or  opinion  not  related  to  tbe  medical 
question,  MSNJ’s  official  broker  will  be  advised.  He 
will  discuss  the  controversy  with  the  committee  chair- 
man. If  it  is  not  satisfactorily  resolved,  he  w'ill  refer 
it  to  the  Committee  on  Medical  Defense  and  Insur- 
ance for  final  determination. 

4.  Add  item  D.  (8)  The  insurance  carrier  may  make 
settlement  without  prior  review  by  the  committee 
up  to  $500  in  any  claim  in  which  there  is  malpractice 
in  the  opinion  of  the  claim  manager,  and  written 
consent  of  the  insured  physician  is  obtained. 

5.  Add  item  B.  (3)  If  during  trial,  the  defense  is 
damaged  by  unexpected  acceptable  adverse  testimony 
or  other  important  adverse  conditions,  the  attorney, 
with  permission  of  the  insurance  carrier  and  written 
consent  of  the  insured  physician,  may  settle  the  case 
as  contrary  to  the  committee’s  decision. 

. . . Suggested  that  an  informational  bulletin 
be  issued  to  the  county  Medical  Review  and 
Advisory  Committee  chairmen  delineating 
the  procedures  to  be  followed  and  apprising 
them  of  the  fact  that  county  committees  have 
recourse  to  the  State  Society  Committee  on 
Medical  Defense  and  Insurance  when  county 
committees  do  not  agree  on  the  procedures  to 
be  followed. 
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Fublication  Committee  . . . Ajjproved  the 
following  recommendation  concerning  filler 
statements  relating  to  advertising  that  may 
appear  in  The  Journal  from  time  to  time: 

That  the  Board  of  Trustees  endorse  a general  ap- 
proval of  the  policy  suggested  (as  outlined  below)  . 

Note:  The  above  recommendation  resulted  from  con- 
sideration of  a complaint  from  a member-physician 
who  objected  to  filler  items  such  as  "Patronize  Our 
Advertisers"  and  to  any  indication  that  an  advertise- 
ment in  The  Journal  has  been  "approved.” 

In  a memorandum  to  the  Board,  from  the 
Editor  of  The  Journal  it  was  related  that 
practically  all  of  the  national  advertising  for 
The  Journal  comes  through  the  State  Medi- 
cal Journal  Advertising  Bureau.  The  com- 
panies that  advertise  prepare  a plate  from 
which  the  actual  advertisement  is  made.  7'his 
is  uniformly  sent  to  all  the  state  journals  that 
belong  to  SMJAB.  SMJ.\B  screens  the  ads 
before  they  are  sent  to  the  state  journals. 
Each  state  journal,  including  MSNJ’s,  has  a 
publication  committee  which  further  screens 
the  copy.  In  a sense,  therefore,  the  advertise- 
ments have  been  “approved.” 

The  confusion  develops  because  The  Journal 
is  approving  placement  of  the  ad,  not  ap- 
proving the  product.  The  Editor  further 
stated  that  the  complaining  physician  “may 
be  right  in  suggesting  that  this  distinction  is  a 
bit  subtle — by  indicating  that  the  copy  has 
been  approved  for  publication  as  an  adver- 
tisement, we  are  not  necessarily  putting  a seal 
of  approval  on  the  product.  Obviously,  no 
medical  journal  has  facilities  for  checking  the 
pharmacologic,  therapeutic,  or  clinical  merits 
or  disadvantages  of  the  drugs  advertised.” 

The  physician’s  grievance  was  taken  up  by 
the  Committee  on  Publication  and  it  is  their 
consensus  that  The  Journal  should  discontin- 
ue making  statements  which  imply  that  the 
•Society  is  endorsing  any  of  the  pharmaceuti- 
cals or  other  products  or  services  advertised. 
However,  the  Committee  does  not  wish  to 
discontinue  the  brief  filler  statements  such  as 
“Patronize  Our  Advertisers”  or  “Patronize 
Our  Advertisers — They  Merit  Your  Support,” 
and  believes  that  fonnat  and  type  stvles  for 


these  must  be  at  the  discretion  of  the  editorial 
office. 

Emergency  Medical  Care  Exercise  . . . Ap- 
proved the  following  recommendation  of  the 
Committee  on  Emergency  Medical  Care: 

That  The  Medical  Society  of  New  Jersey  co-sponsor 
—with  the  Division  of  Emergency'  Health  Services 
of  U.S.  Public  Health  Service  and  the  New  Jersey 
Hospital  .Association— an  annual  statewide  exercise 
for  the  next  five  years  to  cover  the  whole  range  of 
emergency  medical  care. 

Note:  The  first  exercise  will  be  conducted  in  the 

spring  of  1971  and  will  be  concerned  primarily  with 
communications. 

Priority  of  Emergency  Medical  Care  . . . -Ap- 
proved the  following  recommendation  of  the 
Committee  on  Emergency  Medical  Care: 

1.  That  the  following  statement  be  adopted  by  the 
Board  of  Trustees: 

That  emergency  medical  care  be  given  a high  pri- 
ority on  the  National  level  and  that  the  Federal 
authorities  should  provide  adequate  funds  to  ad- 
minister a comprehensive  program  of  emergency  medi- 
cal care. 

Project  Hope/  l^ictnam  . . . .Approved  the 
recommendation  of  the  Committee  on  Pro- 
ject Hope/Vietnam  that  a $1,000  fellowship 
l)e  awarded  to  John  J.  Thompson,  M.D.  (E.s- 
sex  County)  for  his  tour  of  duty  in  Vietnam, 
December  30,  1969  to  March  2,  1970. 

Utilization  Revieiv  . . . Directed  that  a com- 
munication be  sent  to  component  medical  so- 
cieties eliciting  support  for  the  proposal  that 
Bins  Cross-Blue  Shield,  MSNJ,  and  NJH.A 
cooperate  in  setting  up  a panel  of  physicians 
to  review  and  evaluate  utilization  review 
mechanisms  in  New  Jersey  hospitals  by 
means  of  on-site  inspections  of  charts  of  hos- 
pitalized patients. 

Medical-Eegal  Liaison  Committee  . . . -A]> 
proved  the  report  of  the  December  9 meeting 
of  the  Medical-Legal  Liaison  Committee,  in- 
cluding the  contained  recommendations: 

1.  That  each  county  bar  association  and  component 
medical  society  be  urged  to  adopt  a cooperation 
agreement.  (If  they  do  not  already  have  one  or  if 
their  current  agreement  does  not  function  as  well 
as  desirable,  it  is  suggested  that  they  utilize  the  for- 
mat of  the  Morris  County  Agreement  with  such  mtKii- 
fications  as  are  appropriate  locally.) 
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2.  I'hat  at  least  once  per  year  each  county  bar  as- 
sociation and  the  respective  component  medical  so- 
ciety hold  a joint  social  meeting. 

Physician’s  Welfare  Fund  . . . Approved  the 
report  of  the  Committee  on  Establishment  of 
a Physicians’  Welfare  Fund,  including  the  fol- 
lowing recommendations: 

1.  that  a program  known  as  the  “Physicians'  Relief 
Fund  of  The  Medical  Society  of  New  Jersey”  be 
established. 

2.  I hat  it  be  administered  by  a committee  of  The 
.Medical  Society  of  New  Jersey,  similar  to  that  of 
the  Medical  Student  Loan  Fund,  with  each  judicial 
district  represented,  and  with  a member  of  the  staff 
assigned  to  be  responsible  for  the  maintenance  of 
records  and  for  supervision  of  the  administration 
of  the  Relief  Fund. 

3.  Fhat  the  Committee  consist  of  five  (5)  members, 
appointed  from  tbe  respective  judicial  districts  by 
the  Board  of  Trustees;  and  that  in  addition  to  its 
normal  administrative  powers,  it  be  authorized  to 
appoint  one  or  more  "Fund”  representatives  from 
each  of  the  component  societies.  (The  Board  em- 
powered the  President  to  appoint  such  a committee.) 

4.  Fhat  the  Committee,  as  its  first  order  of  business, 
be  charged  with  the  responsibility  of  drafting  a 
statement  of  purpose  and  policy  to  govern  the  op- 
erations of  the  Fund,  together  with  suggested  rules 
and  regulations  concerning  financing,  eligibility,  and 
bestowal  and  limitations  of  benefits— all  for  submis- 
sion to  and  clearance  by  the  Board  of  Trustees 
and/or  the  House  of  Delegates. 

5.  That  the  Fund  be  financed  by  an  initial  alloca- 
tion determined  by  the  Committee  on  Finance  and 
Budget  in  an  amount  not  to  exceed  $35,000. 

Board  of  Medical  Exanniners  . . . Submitted 
the  following  candidates  (listed  in  order  of 
preference)  to  the  Governor  to  fill  the  term 
of  Ralph  M.  L.  Buchanan,  M.D.  on  the  State 
Board  of  Medical  Examiners  (present  term 
expires  January  8,  1971): 

Ralph  M.  L.  Buchanan,  M.D. 

Rudolph  T.  DePersia,  M.D. 

Richard  B.  Berlin,  M.D. 

Council  on  Legislation  . . . Appointed  Leon 
.\.  Eraser,  AED.  of  Mercer  County  to  fill  the 
vacancy  (3rd  District,  term  expires  1973)  on 
the  Council  on  Legislation  until  the  1971 
.Annual  Meeting. 

\ew  Jersey  State  Society  of  Anesthesiologists 
. . . Received  a rejrort  from  the  New  Jersey 
State  Society  of  Anesthesiologists  and  directed 
that  the  Board’s  actions  on  items  presented 


for  its  consideration  be  transmitted  to  the 
Society  of  Anesthesiologists: 

1.  To  change  the  policy  of  supporting  the 
Medical-Surgical  Plan  in  its  non-payment  to 
non-participating  physicians;  that  is,  to  accept 
an  assignment  of  benefits. 

. . . To  this  the  Board  pointed  out  that  the 
policy  decision  was  affirmed  by  the  House  of 
Delegates  and  could  be  changed  only  by  that 
body. 

2.  To  investigate  the  influence  of  Blue  Shield 
upon  the  Medicaid  Plan,  if  such  were  the 
case. 

. . . The  Board  called  attention  to  the  fact 
that  compensation  under  the  Medicaid  Pro- 
gram in  New  Jersey  is  based  upon  a percen- 
tage of  usual  and  customary  fees  and  not 
upon  the  Blue  Shield  schedule  of  payments. 

3.  To  permit  publication  of  the  Medicaid  fee 
schedule. 

. . . The  Board  indicated  that  there  is  no 
uniform  Medicaid  fee  schedule  in  New  Jer- 
sey, as  the  answer  to  above  indicates. 

4.  To  reconsider  its  support  of  the  1956  fees 
for  New  Jersey  Compensation  in  New  Jersey 
for  anesthesia. 

. . . This  matter  has  been  repeatedly  reviewed 
and  reported  upon,  most  recently — as  report- 
ed in  the  January  1969  issue  of  The  Jouinml — 
by  the  Council  on  Medical  Services  and  ap- 
proved by  the  Board  of  Trustees.  The  State 
of  New  Jersey,  in  order  to  allow  its  employees 
the  free  choice  of  j)hysician  will  compensate 
all  treating  physicians  according  to  an  estab- 
lished fee  schedule  and  will  not  pay  the  usual 
and  customary  fees  paid  by  other  employers. 
Accordingly,  our  memhers  have  been  advised 
as  follows:  “The  physician  who  will  not  settle 
for  less  than  his  usual  and  customary  fee 
should  not  treat  a State  employee  for  a com- 
pensation related  injury  or  illness  or  should, 
in  the  alternative,  prior  to  instituting  treat- 
ment, inform  the  patient  that  he  will  hold 
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him  personally  accountable  for  the  difference 
between  the  State  fee  schedule  and  his  usual 
and  customar)'  charges.” 

5.  To  use  its  influence  and  powers  to  mediate 
and  aid  the  New  Jersey  State  Society  of  Anes- 
thesiologists in  its,  to  date,  unsuccessful  at- 
tempt to  update  the  Blue  Shield  fee  schedule 
to  a 1970  level. 

. . . This  matter,  the  Board  was  informed,  is 
in  process  of  negotiation  between  representa- 
tives of  the  Medical-Surgical  Plan  and  the 
anesthesiologists. 

6.  To  survey  all  doctors  in  the  state  as  to 
their  feelings  and  reasons  for  belonging  to 
the  Blue  Shield  Program,  and  to  verify  if  the 
plan  is  truly  a doctor’s  plan. 

. . . The  Board  called  attention  to  the  fact 
tliat  the  Medical-Surgical  Plan  of  New  Jersey 
was  brought  into  being  by  The  Medical  Soci- 
ety of  New  Jersey,  and  that  presently  approx- 
imately 80  per  cent  of  all  physicians  in  the 
state  are  enrolled  as  participating  physicians 
of  the  Plan. 

7.  To  encourage  the  appointment  of  a non- 
participating physician  to  the  Board  of  Trus- 
tees of  Blue  Shield,  in  order  to  have  represen- 
tation of  those  who  do  not  belong  to  Blue 
Shield. 

. . . This,  the  Board  pointed  out,  is  not  with- 
in its  pur\iew.  Such  decision  belongs  to  the 
Board  of  dTustees  of  the  Medical-Surgical 
Plan. 
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Treatment  Of  Persons 
Bitten  By  Animals 

The  following  is  a release  from  the  New  Jersey  State 
Department  of  Health,  James  R.  Cowan,  M.D.,  Com- 
missioner, and  is  published  at  the  request  of  the  De- 
partment. 

Conhrmation  of  rabies  in  a bat  captured  in 
New  Jersey  in  1960,  and  an  average  of  six- 
teen bats  each  )ear  since  then,  establishes  the 
presence  of  rabies  virus  in  our  state.  Rabies 
occurs  regularly  in  several  species  of  animals 
in  our  neighboring  states.  Pets,  livestock,  or 
wild  animals  may  at  any  time  become  infect- 
ed from  these  sources.  This  accentuates  the 
importance  of  swift  and  effective  treatment  of 
humans  bitten  by  animals.  The  following  in- 
formation is  offered  for  the  guidance  of 
physicians. 

Reporting  Animal  Bites — Under  Revised 
•Statutes  26:4-79,  80,  and  81,  the  name,  age, 
sex,  and  location  of  any  person  bitten  by  any 
animal  must  be  reported  to  the  local  board  of 
liealth  by  the  physician  attending  the  person 
bitten,  by  the  parent  or  guardian  of  a child 
l)itten,  or  by  an  adult  bitten  when  no  jrhysi- 
cian  attends. 

It  is  expected  that  investigation  to  determine 
the  exact  circumstances  of  exposure  will  then 
be  conducted  by  the  health  department  of 
the  municipality  concerned.  Further  consul- 
tation will  be  provided  by  the  State  Depart- 
ment of  Health. 

.Any  dog  or  cat  which  bites  a person  should 
be  caught  alive  if  possible,  dead  if  necessary. 
The  live  dog  or  cat  should  be  confined  for  at 
least  ten  days  in  an  enclosure  suitable  to  pre- 
vent escape.  Local  boards  of  health  have  au- 
thority to  confine  a dog  or  cat  ■which  has 
attacked  or  bitten  a person.  Confined  dogs  or 
cats  should  be  observed  by  a veterinarian  to 
detect  signs  of  possible  rabies.  If  a dog  or  cat 
is  confined  by  some  person  not  qualified  to 
detect  such  symptoms,  the  clog  or  cat  should 
be  examined  at  once  by  a veterinarian,  if  it 
shows  any  of  the  following:  a change  in  dis- 
position, unusual  “nervousness”  or  irritabili- 
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tv,  a tendency  to  bite  without  jjrovocation,  a 
change  in  voice,  dropping  of  the  lower  jaw, 
w'eakness  of  the  legs,  anorexia,  or  twitching 
of  muscles. 

The  State  Department  of  Health  recom- 
mends that  a wild  animal  wdiich  bites  a per- 
son be  sacrificed  immediately  for  laborator)' 
examination.  The  ten-day  observation  period 
for  dogs  and  cats  is  based  on  the  knowledge 
that  rabies  virus  appears  in  the  saliva  of  a 
dog  or  cat  only  a few  days  before  the  animal 
dies  of  rabies.  It  has  been  demonstrated  that 
bats  can  live  for  much  longer  periods  after 
the  appearance  of  rabies  virus  in  the  saliva. 
The  relationship  of  death  to  the  appearance 
of  rabies  virus  in  the  saliva  of  other  animals 
is  not  known. 

If  a wild  animal  has  been  maintained  in  cap- 
tivity (or  any  pet  other  than  a dog  or  cat), 
the  responsilde  health  official  must  decide 
whether  to  observe  or  sacrifice  the  animal. 
The  decision  may  be  based  on  the  history  of 
the  animal  and  the  circumstances  of  the  bite. 

Submission  of  Brain  for  Laboratory  Examina- 
tion— Laboratory  examination  of  the  brain  is 
indicated  for  an  animal  wdiich  has  bitten  a 
person,  wdien  the  animal  dies  during  the  peri- 
od of  observation  or  when  the  animal  is  sac- 
rificed as  described  aliove. 

The  specimen  to  be  submitted  is  the  head  of 
a small  animal  such  as  dog,  cat  or  mouse,  the 
brain  of  a large  animal  such  as  horse,  cow  or 
sheep;  or  the  entire  bat.  The  specimen 
should  be  carefully  packaged  and  refrigerat- 
ed. Information  accompanying  the  specimen 
should  include  name,  address,  and  telephone 
number  of  the  person  bitten  and  the  attend- 
ing physician,  the  date  of  the  bite,  and  the 
description  of  the  animal. 

The  specimen  should  be  delivered  by  messen- 
ger to  the  laboratory  of  the  State  Department 
of  Health  in  the  circular  building  next  to  the 
Health-Agri culture  Bttilding  on  John  Fitch 
Way,  Trenton.  'Fhe  messenger  wall  get  direc- 
tions from  the  clerk  in  the  lobby  of  the 

• This  amounts  to  18  units  per  pound  of  body  weight. 


Health-Agriculture  Building  during  business 
hours,  or  from  the  watchman  at  other  times. 
Responsibility  for  delivery  of  animal  heads  to 
Trenton  rests,  in  order,  with:  first,  the  owmer 
of  the  biting  animal;  second,  the  person  bit- 
ten or  a member  of  his  familv;  third,  the 
Local  Board  of  Health.  State  Police  are  not 
normally  to  be  expected  to  transport  speci- 
mens. 

The  prompt  examination  of  anv  specimen  is 
a necessity;  in  rabies,  it  is  of  extreme  impor- 
tance. Make  every  effort  to  have  the  speci- 
mens sidiinitted  as  quicklv  as  possible.  The 
State  Department  of  Health  will  cooperate  by 
accepting  specimens  any  hour  of  any  day,  and 
by  having  prompt  examination  made.  Time 
is  critical.  If  antirabies  serum  is  indicated,  it 
shoidd  be  used  within  72  hours. 

Post-Exposure  Treatment — Earlv,  vigorous, 
local  cleansing  is  of  primarv  importance  in 
preventing  infection.  "Wash  the  wound  metic- 
ulously wdth  soap  or  detergent  and  flush  thor- 
oughly wdth  water.  The  'uound  should  not  be 
immediately  sutured,  unless  this  is  strongly 
indicated  as  part  of  necessary  surgical 
procedures.  If  the  recommended  treatment 
includes  the  use  of  antirabies  serum,  part  of 
the  serum  dose  should  be  infiltrated  about 
the  wound.  Apply  antiseptic  after  the  forego- 
ing procedures.  Cauterization  is  not  usually 
recommended.  If  the  physican  feels  that  tet- 
anus prophylaxis  is  indicated,  it  should  be 
instituted  by  the  use  of  a booster  dose  of 
tetanus  toxoid. 

The  manufacturer’s  recommendations  shoidd 
be  consulted  prior  to  use  of  serum  and  vac- 
cine. Antirabies  serum,  if  used,  should  be  ad- 
ministered in  a dose  of  40  international  units 
per  kilogram  of  body  weight.*  Sensitivity  of 
the  patient  to  the  serum  should  be  tested 
before  it  is  used.  A portion  of  the  dose  should 
be  infiltrated  around  the  bite.  Under  no  cir- 
cumstances should  additional  serum  be  ad- 
ministered. Subsequent  doses  mav  interfere 
with  the  response  to  rabies  vaccine. 

Duck  embryo  rabies  vaccine  is  prepared  for 
sidicutaneous  injection  in  doses  of  one  cubic 
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centimeter  daily  for  14  clays.  If  serum  is  fol- 
lowed by  a full  course  of  vaccine,  two  supple- 
mental doses  of  vaccine  should  be  adminis- 
tered at  10  and  20  days  following  completion 
of  the  usual  vaccine  schedule. 

Procurement  of  Serum — Physicians  may  ob- 
tain antirabies  serum  from  the  tvarehouse  of 
the  State  Department  of  Health  in  the 


Health- Agriculture  Building,  John  Fitch  Pla- 
za, Trenton.  A written  order  from  the  physi- 
cian is  required.  Arrangements  may  be  made 
by  calling  one  of  the  following: 


Business  Hours 

Other  Times 

Mr.  Lyle  Cook 

(609) 

292-5570 

(609) 

882-1944 

Dr.  \Villiam  J. 

Dougherty 

(609) 

292-4046 

(609) 

396-6067 

Mr.  Edward  .A. 

Os\ai 

(609) 

292-5514 

(609) 

799-1130 

GUIDE  FOR  SPECIFIC  POST-EXPOSl  RE  TREATMENT 
Adapted  from  AVorld  Health  Organization  Guide 


Nature  of  Exposure 

BITING  . 

.At  time  of  exposure 

ANIMAL* 

During  observation  pe- 
riod of  10  days 

Recommended  treatment  in  addi- 
tion to  local  treatment) 

I.  No  Lesion:  Indirect 
Contact 

Rabid 

— 

None 

II.  Unprovoked  Bites 
(1)  mild  exposure 

a.  Healthy 

b.  Healthy 

c.  Signs  suggestive  of 
rabies 

d.  Presumed  rabid,  es- 
caped or  unknown 

e.  Killed 

f.  Bat 

Healthy 

Clinical  signs  or  prov- 
ed rabid. 

Healthy 

None 

Start  vaccine  at  first  clinical  signs 
in  animal. 

Start  vaccine  immediately.  Stop  if 
animal  is  normal  on  5th  day  after 
exposure. 

Start  vaccine  immediately 

Start  vaccine  immediately.***  Dis- 
continue with  negative  lab.  report. 
Vaccine  regardless  of  lab  result. 

(2)  Severe 
Exposure 
(multiple,  or 
face,  head  or 
neck  bites) 

a.  Healthv 

b.  Healthy 

c.  Signs  suggestive  of 
rabies 

d.  Presumed  rabid.  c“s- 
caped  or  unknown 

e.  Killed 

f.  Bat 

Healthy 

Cdinicai  signs  or  prov- 
ed rabid. 

Healthy 

None 

Start  serum  aiul  vaccine  at  first 
sign  of  rabies  in  biting  animal. 
Serum  immediately  followed  by 
vaccine;  vaccine  may  be  stopped 
if  animal  is  normal  on  5th  day 
after  exposure. 

Serum  immediately  followed  by 
vaccine. 

Start  vaccine  immediately.***  Dis- 
continue with  negative  lab.  report. 
\'accine  regardless  of  lab.  result. 

III.  Bites  where  Pro\  o- 
cation  Exists 

a.  Healthy 

b.  Healthy 

c.  Signs  sugge.stive  of 
rabies 

d.  Escaped  or  un- 
known 

e.  Killed 

f.  Bat 

Healthy 

Clinical  signs  or  prov- 
ed rabid. 

Healthy 

None 

Start  vaccine  at  first  signs  of  rabies 
in  animal. 

Start  vaccine  immediately.  Stop  if 
animal  is  normal  on  5th  day  of 
exposure. 

None.** 

None,  unless  lab.  reports  evidence 
of  rabies. 

Aaccinate  regardless  of  lab.  result. 

•Rats,  mice  and  hamsters  appear  to  be  of  very  little  importance  as  transmitters  of  rabies  in  this  area.  Per- 
sons bitten  by  these  animals  should  not  receive  specific  post-exposure  treatment,  unless  tlie  reported  ac- 
tivities of  the  animal  are  so  distinctly  unusual  as  to  be  highly  suggestive  of  rabies. 

••Ibis  recommendation  is  predicated  on  the  fact  that  the  incidence  of  rabies  in  New  Jersey  is  so  low  that 
the  possibility  of  ad\erse  effects  from  vaccination  outweighs  the  risk  of  rabies.  In  the  event  there  is  a change 
in  the  incidence  of  rabies  in  this  State,  all  physicians  will  be  so  notified  and  recommendations  appropri- 
ately modified. 

•••Phvsician  may  elect  to  delay  administration  of  vaccine  if  animal  brain  can  be  delivered  promptly  to  labo- 
ratory. 
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Procurement  of  Vaccine — Rabies  vaccine  may  Health  as  listed  on  p.  151  and  from  the  fol- 
be  obtained  from  the  State  Department  of  lowing  biological  distributing  stations: 


BIOLOGICAL  DISTRIBUTING  STATIONS 
Rabies  \'acciiie  for  Humans 


County 

Municipality 

Location 

Telephone 

Atlantic 

Atlantic  City 

Board  of  Health 

Municipal  Building 

(609) 

344-2121 

Bergen 

Hackensack 

Hackensack  Hospital 

(201) 

487-4000 

Bergen 

North  Arlington 

Board  of  Health 

Municipal  Building 

10  Beaver  Avenue 

(201) 

991-4367 

Camden 

Camden 

Department  of  Health 

Municipal  Building 

(609) 

964-9000 

Camden 

Haddonfield 

Southern  State  Health  District 

89  Haddon  Avenue 

(609) 

429-7550 

Cumberland 

Vineland 

Newcomb  Hospital 

(609; 

691-9000 

Essex 

Bloomfield 

Board  of  Health 

Municipal  Building 

(201) 

743-4400 

Essex 

East  Orange 

Board  of  Health 

143  New  Street 

(201) 

673-4100 

Essex 

Newark 

Board  of  Health 

94  William  Street 

(201) 

624-6400 

after  hours 

(201) 

643-8800 

Hudson 

Jersey  City 

Boaril  of  Health 

Building  C,  8th  Floor 

Medical  Center 

(201) 

433-7000 

Hudson 

Kearny 

Board  of  Health 

645  Kearny  Avenue 

(201) 

991-2700 

Hunterdon 

Flemington 

Hunterdon  County  Medical 

Center 

(201) 

782-2121 

Mercer 

Trenton 

State  Department  of  Health 

John  Fitch  Plaza 

(609) 

292-5514 

after  hours 

(ti09) 

392-2020 

Middlesex 

New  Brunswick 

Health  Department 

City  Hall 

(201) 

249-0911 

Middlesex 

Perth  Amboy 

Board  of  Health 

44  Market  Street 

(201) 

826-0290 

Middlesex 

Woodbridge 

Board  of  Health 

800  St.  George  Avenue 

(201) 

634-4500 

Monmouth 

Asbury  Park 

Board  of  Health 

913  Sewell  Avenue 

(201, 

775-0196 

alter  hours 

(201) 

774-7137 

Monmouth 

Long  Branch 

Board  of  Health 

Garfield  Court 

(201) 

222-7000 

Morris 

Dover 

Board  of  Flealth 

Municipal  Building 

(201) 

366-2200 

Morris 

Morristown 

Board  of  Health 

29  Ann  Street 

(201) 

538-3707 

Morris 

Succasunna 

State  Health  District 

61  Sunset  Strip 

(201) 

584-8121 

Ocean 

Lakewood 

Board  of  Health 

City  Hall 

(201) 

383-2121 

Passaic 

Paterson 

Board  of  Health 

City  Hall 

(201) 

471-3300 

after  hours 

(201) 

684-0097 

Somerset 

Somerville 

Somerset  Hospital 

(201) 

725-4000 

Sussex 

Newton 

Newton  Memorial  Hospital 

(201) 

383-2121 

Union 

Cranford 

Board  of  Health 

Municipal  Building 

(201) 

276-8900 

Union 

Elizabeth 

Board  of  Health 

•Municipal  Building 

(201) 

353-fi(X)0 

after  hours 

(201) 

351-1644 

Union 

Plainfield 

Board  of  Health 

.Municipal  Building 

(201) 

756-0704 

Warren 

Hackettstown 

Bach's  Drug  Store 

149  Main  Street 

(201) 

425-5949 

tVarren 

Phillipsburg 

Warren  Hospital 

(201) 

859-1500 
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Behind  The  Drug  Scene 

(This  column  is  prepared  by  Stanley  Einstein.  Ph.D., 
Coordinator,  Drug  Abuse  Project,  Martland  Hospital 
Unit,  NJCMD,  Newark,  and  Executive  Director,  Insti- 
tute for  the  Study  of  Drug  Addiction,  New  York  City.) 

Methadone  Treatment  Revisited 

The  Third  National  Conference  on 
Methadone  Treatment  was  held  last  Novem- 
ber in  New  York  City.  More  papers  were 
presented  during  this  conference  than  ever 
before,  with  less  discussion  and  a more 
heterogeneous  audience.  These  points  tend  to 
reinforce  the  apparent  change  in  the  status  of 
methadone  maintenance  from  that  of  an  ex- 
perimental treatment  procedure  necessitat- 
ing more  investigation  to  that  of  a proved 
treatment  modality.  At  the  closing  of  the 
1969  conference  one  of  the  participants  raised 
a serious  issue:  Wbas  the  meeting  a rally  or  a 
scientific  conference?  Although  the  1970  con- 
ference ended  with  statements  concerning  a 
fourth  conference,  it  too  had  served  to  be  a 
rally. 

I'he  first  panel,  introduced  by  Dr.  Richard 
Phillipson,*  warned  the  audience  not  to  fall 
into  the  trap  of  furthering  methadone  main- 
tenance without  having  hard  data  to  substan- 
tiate its  increased  use.  “Two  of  the  major 
claims  for  the  efficacy  of  methadone  mainte- 
nance treatment,”  he  said,  “are  that  it  results 
in  a reduction  in  criminality  and  an  increase 
in  employment.  But  it  is  difficult,  if  not  im- 
possible, to  find  today,  when  some  methadone 
maintenance  programs  have  been  in  opera- 
tion for  over  five  years,  any  really  hard  data 
to  support  the  claims  of  a reduction  in  crimi- 
nality or  of  an  increase  in  long-term  employ- 
ment and  support  of  self  and  family.” 

1 he  major  problem,  which  continues  to  be 
the  model  lor  the  nation,  is  the  Dole- 
•Nyswander  one  from  New  York  City,  evaluat- 
ed by  Dr.  Frances  Gearing.!-  Criteria  for 
success  in  this  program  are:  drug  abstinence, 
lewer  arrests,  increased  social  productivity 
(patients  shoidd  be  working,  in  training  pro- 
grams, or  in  school)  and  willingness  to  accept 
help  for  alcoholism  and  other  psychiatric 
problems. 


Based  on  a population  of  almost  3,500  narcot- 
ic addicts  who  were  screened  into  the  pro- 
gram (with  median  ages  of  33  to  35)  the 
follotv’ing  important  findings  were  reported: 

1.  One  per  cent  still  use  heroin  regularly,  based  on 
urine  testing 

2.  Eight  per  cent  have  problems  with  alcohol 

3.  Ten  per  cent  have  problems  with  barbiturates, 
cocaine,  and  amphetamines 

4.  L'se  of  drugs  and  alcohol  are  major  reasons  for  dis- 
charge from  the  program 

5.  Six  months  following  discharge  from  the  program  a 
third  of  the  patients  were  drug  free.  .\  year  or  more 
after  discharge,  18  per  cent  were  drug  free 

6.  .Arre.sis  and  incarcerations  were  dramatically  lowered 
for  methadone  maintenance  patients 

7.  Employment  status  increased  and  support  bv  wel- 
fare and  others  decreased  tlramatically  from  entrance 
into  the  program  through  the  first  six  months  and  then 
plateaucd  out  for  the  next  tliree  years.  Change  in 
school  status  is  only  minimally  effected 

8.  AVhites  aiul  blacks  are  almost  equally  representetl 
in  this  program.  Spanish-speaking  addicts  make  up 
fewer  than  20  per  cent  of  the  patients  in  treatment. 

Given  a selected  patient  sample  to  begin 
with,  the  achievement  of  the  project’s  suc- 
cess criteria  leaves  much  to  be  desired.  None 
of  tlie  residts  can  be  directly  related  to 
methadone  maintenance  specific  dose  levels 
on  which  other  auxiliary  services  were  in- 
volved. Dr.  Jalle,  directing  the  Illinois  Pro- 
gram, reminded  the  audience  that  the  de- 
mand for  specific  methadone  maintenance 
criteria,  such  as  the  ones  used  in  New  York 
may  be  met  at  the  cost  of  high  group  attri- 
tion. 

The  issue  of  criteria,  their  appropriate  selec- 
tion given  a specific  population  and  the  cost 
of  their  achievement  for  all  concerned,  is 
really  the  central  issue  in  this  contemporary 
form  of  treating  the  narcotic  addict.  The 
achievement  of  criteria  in  contemporary  pro- 
grams is  not  uniform  and  it  is  less  than  grati- 
fying. Treatment  criteria  are  arbitrary.  I'heir 
achievement  is  based  on  their  meaningfulness 
and  achievability  for  the  patient,  and  their 
acceptability  to  all  participants  of  the  treat- 

•.Associate  Director,  Division  of  Narcotic  .\ddiction. 

National  Institute  of  Mental  Health. 

fErom  Columbia  I'niversity  School  of  Public  Health. 
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nieiu  system.  In  this  light,  we  can  look  at 
methadone  maintenance  in  a more  realistic 
fashion. 

]Vliom  is  methadone  ynaiutniajice  for? 

.As  of  now,  we  don’t  know  in  any  predictive 
sense  and  have  some  inklings  only  retrospec- 
ti\ely. 

Is  low  or  high  dose  treatment  the  most  effica- 
cious? 

riie  do.se  mtist  be  related  to  the  patient’s 
present  as  well  as  to  his  achievable  state  of 
functioning  derived  from  ba.se-line  evaluation 
data,  rhe  dose  is  not  detennined  by  a pro- 
gram’s commitment  to  a particular  dose  phi- 
losophy. The  critical  issue  may  be  the  allevia- 
tion of  the  person’s  narcotic  hunger,  rather 
than  methadone’s  blocking  effect. 

At  what  age  should  a person  be  put  on 
methadone  maintenance? 

I he  issue  of  addicting  a teenager  (or  using 
metliadone  as  a last  resort  with  a teenager)  is 
a moralistic-philosophic  one  at  its  core,  not 
withstanding  the  rationalizations  put  forth  in 
defense  of  the  rather  older  “median  age”  for 
all  contemporary  programs.  If  the  treatment 
is  efficacious  we  should  use  it.  If  it  works  for 
only  certain  peo]ile,  we  should  limit  its  use  to 
those  peo])le.  If  we  insist  on  using  a treat- 
ment without  knowing  beforehand  whom  it 
will  work  for,  why  pick  an  age  as  a differenti- 
ating factor?  Remember  that  most  of  the  con- 
temporary programs  have  no  budget  for 
doing  the  research  that  might  answer  this 
plus  other  vital  questions. 

Do  side  elfects  mitigate  against  wide  use  of 
methadone  maintenance? 

Tsually  side  elfects  are  viewed  in  tenns  of 
number  of  patients  reporting  them  and  the 
extent  to  which  they  interfere  with  the  pa- 
tient’s daily  functioning.  One  might  defend 
the  sexually  potent  treatment  agent’s  position 
that  impotence  in  the  methadone-maintained 
patient  is  a minor  problem.  Hut  side  effects 
relating  to  substitution  of  drugs  may  not  be 
as  easy  to  tlefend.  Some  researchers  feel  that 
most  sitle  effects  are  unrelated  to  drug  dose 
ellects  but  may  be  related  to  rvithdrawal 
phenomena. 

Can  intermittent  and/or  regular  heroin  use 
be  signifcantly  decreased  for  the  active 
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methadone  maintenance  patient? 

Only  time  will  tell.  Perhaps  splitting  doses 
(morning  and  evening)  may  prevent  heroin 
use  which  most  often  occurs  in  the  evening 
when  the  effects  of  methadone  may  be  wear- 
ing off. 

]Vhat  auxiliary  sewices  should  be  available 
for  methadone  maintenance  patients? 

The  obvious  answer  is — those  that  they  need. 
To  meet  these  needs  we  would  have  to  hand- 
tailor  treatment  which  rarely  occurs  in  this 
field.  Of  47  existing  jjrograms,  6 are  inpa- 
tient, 19  outpatient,  the  remainder  are  a com- 
bination of  both,  k'niictionally  this  means 
that  the  program  a person  is  in  decides  what 
he  is  receiving  rather  than  what  his  needs  are 
deciding  the  program  he  is  to  enter. 

IVhen  is  methadone  maintenance  contraindi- 
cated? 

The  immediate  anstver  is  when  it  doesn’t 
work.  Lesser  but  relevant  issues  may  include: 
when  prevention  is  the  goal  for  non-narcotic 
users,  for  young  adtlicts,  and  for  addicts  who 
don’t  want  it. 

The  medical  practitioner,  whether  based  in 
an  institution  or  in  private  practice,  must 
develop  the  necessary  critical  skills  to  begin 
to  evahiate  the  strengths  and  limitations  of 
this  treatment  modality  and  his  role  in  such 
treatment.  Throughout  the  country,  there  are 
some  9,000  methadone-maintenance  patients, 
and  it  is  the  hope  of  the  New  York  group  to 
extend  their  present  4,000  patients  to  25,000 
in  a few  years.  For  this  9 million  doses  of 
methadone  will  be  needed  annually  at  a year- 
ly program  cost  of  SI 00,000,000. 

The  New  York  evaluation  committee  recom- 
mends the  evaluation  of  long  term  effective- 
ness of  methadone  treatment,  training  of  staff 
members,  non-use  of  methadone  maintenance 
by  jii'ivate  physicians,  and  the  development 
of  a pilot  study  using  jnivate  physicians  for 
narcotic  addicts  rvho  need  only  minimum 
auxiliary  services. 

All  of  this  leads  me  to  ponder  a recent  sign  I 
saw — Grass  is  Xature’s  IFfly  of  Saying  High. 
What  is  the  physician  saying  when  he  offers 
methadone?  Your  comments  would  be  of 
great  interest. 
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rhere’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ 

and,  it’s  made  by  V(WlpO$U 


CALORIES  / 7 oz  Serving* 


Beef  Broth 
Consomm6 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodie 
Cream  of  Potato 
Chicken  Vegetabie 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 536,  Camden,  New  Jersey  08101. 


When  the 
stogeissetfor 
diarrhea... 

Diarrhea  . . . thwarted  once  again! 

Time  after  time  . . . just  when  plans  seem  sure 
to  be  shattered  . . . the  effective  and  prompt  action  of 
Lomotil  comes  to  the  rescue. 

Here  is  an  antidiarrheal  with  a performance  record 
that  few  can  challenge.  A versatile  actor,  Lomotil 
stars  in  the  treatment  of  diarrhea  associated  with 
gastroenteritis,  irritable  bowel,  functional  hyper- 
motility, regional  enteritis,  malabsorption  syndrome, 
drugs,  acute  infections,  ulcerative  colitis  and  food 
poisoning.  In  addition,  it  plays  a major  role  in  the 
control  of  intestinal  transit  time  in  patients  with 
ileostomies  and  colostomies  and  of  the  diarrhea 
occurring  after  gastric  surgery. 

So  . . . when  Lomotil  is  in  the  cast  (even  in  a 
supporting  role),  it’s  curtains  for  diarrhea! 


Lomotil" 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain; 
Diphenoxylate  hydrochloride. . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the  Show 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitui 
rates  and,  if  not  contraindicated,  in  pa 
tients  with  cirrhosis,  advanced  live 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federal!' 
exempt  narcotic  with  theoreticall 
possible  addictive  potential  at  hig 
dosage:  this  is  not  ordinarily  a clinics 
problem.  Use  Lomotil  with  considerabl 
caution  in  patients  receiving  addictin 
drugs.  Recommended  dosages  should  no 
be  exceeded,  and  medication  should  b 


Childre*:  ^ 

3-6  mo. ...  % tip.*  t.i.d.  (3  mg.)  : ;■ 

6-12  mo.  ..%  Up.  q.i.d.  (4  mg.) 

1- 2  yr Vi  Up.  5 times  daily  (5  mg.) 

2- 5  yr 1 up.  t.i.d.  (6  mg.)  ' 

5-8  yr 1 Up.  q.i;d.  (8  mg.)  ' 

8-12  yr. . . . 1 Up.  5 times  daily  (10  mg.) 

Adults: 2 Up.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*8ased  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subthera- 
peutic  amount  of  atropine  sulfate  is  added 
to  discourage  deliberate  overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting,  pruritus, 
restlessness,  abdominal  discomfort, 
headache,  angioneurotic  edema,  giant 


urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling 
of  the  gums,  euphoria,  depression  and 
malaise. 


Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 


Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until 
diarrhea  is  controlled,  are  as  follows: 


SEARLE 


Research  in  the  Service  of  Medicine 
G.  D.  Searle  & Co.,  Chicago,  Illinois  6068Q, 


Nothing  new  about  Synirin  other  than  , 

. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Synirin, 

ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Gordon  Scholarship  Award 

The  second  winner  of  the  Gordon  Medical 
Scholarship  is  Robert  Petrusky  of  Linwood, 
New  Jersey.  He  thus  receives  the  1970  Dr. 
Benjamin  Lee  and  Dorothy  Gordon  Memo- 
rial Scholarship.  Mr.  Petrusky,  a Phi  Beta 
Kappa  graduate  of  Rutgers,  has  received 
$5,000  to  attend  the  Medical  School  of  the 
University  of  California.  This  has  been 
awarded  by  the  Scholarship  Committee  of 
the  Atlantic  County  Medical  Society. 

The  Dr.  Benjamin  Lee  and  Dorothy  Gor- 
don Memorial  .Scholarship  has  been  used  as 
a model  to  encourage  physicians  to  donate 
similar  $5,000  scholarships  through  their 
county  medical  society  to  enable  worthy 
local  premedical  students  to  attend  medical 
school. 


Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  December,  1970: 


1969 

1970 

necember 

December 

.Aseptic  meningitis 

20 

13 

Primary  encephalitis 

1 

2 

Hepatitis:  Total 

2*14 

363 

Infectious 

194 

283 

Scrum 

40 

80 

Malaria:  Total 

10 

12 

Military 

8 

12 

Civilian 

2 

Meningococcal  meningitis 

5 

15 

Mumps 

2.51 

420 

German  measles 

21 

13 

Measles 

94 

4 

Salmonella 

26 

104 

Shigella 

82 

35 

Rubella  Immunization  in  New  Jersey 

The  Vaccination  Assistance  Program  began  in 
1970  with  the  goal  of  making  rubella  vaccine 
available  to  the  parents  of  every  child  in  New 
Jersey  between  the  ages  of  one  and  ten.  The 
effort  made  by  Division  staff  to  accomplish 
this  goal  is  described  under  three  headings  as 
follows:  (1)  "Model  Cities”  Programs,  (2) 


Community  sponsored  programs,  (3)  .State 
sponsored  county-wide  programs. 

In  the  early  phase  of  rubella  immunization 
activities  vaccine  supplies  were  limited,  and 
restricted  priorities  as  to  vaccine  use  had  to  be 
imposed.  It  was,  therefore,  derided  to  con- 
centrate the  limited  available  vaccine  among 
school  children  in  grades  kindergarten  through 
four  in  selected  urban  areas.  Cities  which  had 
received  Model  Cities  planning  grants  were 
chosen  for  this  first  phase  of  the  immunization 
program. 

The  “Model  City”  phase  of  the  rubella  pro- 
gram began  in  Hoboken  on  October  6,  1969, 
and  involved  seven  model  cities.  The  vaccine 
was  offered  to  all  kindergarten  through  fourth 
grade  children  in  the  public  and  parochial 
schools.  Project  staff  utilizing  hypospray  jet 
injector  equipment  administered  the  vaccine. 
Physician  coverage  was  provided  by  the  local 
community.  In  this  fashion,  rid)ella  vaccine 
was  administered  to  79,030  (68  per  cent)  of 
the  115,399  kindergarten  through  fourth  grade 
children  in  the  motlel  cities. 

Early  in  1970,  it  was  realized  that  schoobbased 
programs,  although  efficient  in  terms  of  jtro- 
portion  of  school  children  immunized,  would 
not  reach  sufficient  numbers  of  children  with- 
out additional  measures.  Therefore,  it  was 
decided  to  expand  the  format.  After  the  Board 
of  Trustees  of  The  Medical  Society  of  New 
Jersey  endorsed  the  concept  of  mass  ndtella 
immunization  programs,  the  medical  societies 
in  each  of  the  21  counties  were  approached. 
They  similarly  endorsed  a county-wide,  week- 
end rubella  program  format.  The  program 
was  offered  to  all  children  ages  one  through 
ten  in  each  of  New  Jersey’s  21  counties,  be- 
ginning on  .April  19  in  Passaic  County  and 
ending  December  6 in  Hudson  County.  \ total 
of  156,1 18  children  were  protected  in  ilie  week- 
end, county-wide  programs.  Medical  coverage 
for  these  programs  was  jmovided  by  local  phy- 
sicians who  volunteered  their  sendees. 

The  third  phase  of  the  rubella  immunization 
effort  was  the  local  community  rubella  immu- 
nization programs.  .Starting  in  the  fall  of  1969 
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and  continuing  through  1970,  more  than  200 
municipalities  within  the  state  conducted  pro- 
grams of  their  own.  This  approach  was  helped 
in  late  1969  when  the  State  Health  Depart- 
ment’s Division  of  Local  Health  Services  au- 
thorized communities  who  had  received,  but 
not  expended,  state  health  aid  monies  to  uti- 
lize these  funds  for  the  purchase  of  rubella 
vaccine.  In  addition  local  communities  used 
local  funds  to  purchase  vaccine,  or  asked  the 
public  to  donate  a fee  for  each  child  who  re- 
ceived vaccine.  These  local  community  pro- 
grams resulted  in  the  protection  of  340,527 
children. 

In  summary,  a total  of  923,609  children  have 
received  rubella  vaccine  in  New  Jersey.  This 
total,  by  vaccine  source,  is  distributed  as 
follows: 

Number 

Source  of  Vaccine  Immunized 

7 “Model  Cities”  Rubella  Programs  79,030 

219  Local  Community  Sponsored 

Rubella  Programs  340.527 

21  Week-End,  County-Wide 

Rubella  Programs  156,118 

Rubella  Vaccine  Distributed  by  State 
Health  Department  through  network 
of  Biologic  Distributing  Stations  17,934 

Sub-Total— Public  Program  Effort  593,609 

Estimated  Number  Children 

Protected  by  Private  Practitioners  330,000 

Over-all  Total  923,609 

Based  on  July  1,  1968  population  estimates 
there  were  1,466,813  children  in  the  age  range 
one  through  ten  years  in  New  Jersey.  Program 
statistics  indicate  that  923,609  or  62.92  jrer 
tent  of  New  Jersey’s  eligible  children  have 
been  protected  against  rubella. 


Widows  and  Orphans  Society 

Support  the  Society  for  Relief  of  Widows 
and  Orphans  of  Medical  Men  of  Ne^v 
Jersey.  Write  to  P.O.  Box  95,  Belleville, 
New  Jersey,  for  information. 


New  Blue  Cross-Blue 
Shield  Programs  , 

The  New  Jersey  Blue  Cross  and  Blue  Shield 
Plans  have  announced  a new  three-phase  pro- 
gram designed  to  counteract  the  rising  health 
care  costs.  The  program  includes: 

1.  Introduction  of  new  hospital  outpatient 
and  out-of  hospital  benefits  as  substitutes  for 
costlier  inpatient  hospital  care. 

2.  Employment  of  current  cost  rating  for  most 
of  the  Plans’  enrollment  with  annual  adjust- 
ments tied  to  health  care  costs. 

3.  Strengthening  of  the  Plans’  cost  control 
programs. 

The  most  significant  portions  of  the  new  pro- 
gram could  not  have  been  developed  without 
legislation  introduced  by  Senator  Wayne 
Dumont  and  signed  by  Governor  Cahill.  The 
new  programs,  several  of  which  involve 
changes  in  the  basic  Blue  Cross  and  Blue 
Shield  subscription  certificates,  have  been  ap- 
proved by  the  Department  of  Insurance. 

.■\n  advisoiA'  message  being  sent  to  subscribers 
declares:  “Governor  Cahill  has  signed  into 
law  a series  of  legislative  bills  which  pennit 
Blue  Cross  and  Blue  Shield  to  streamline 
their  methods  of  setting  rates  and  to  broaden 
the  benefit  base.  \Vith  this  nerv  authority,  we 
are  now  able  to  introduce  programs  to  im- 
prove the  purchasing  power  of  your  subscrip- 
tion dollar. 

“That’s  important,  because  Blue  Cross  and 
Blue  Shield  must  be  able  to  cope  with  rising 
costs  of  care.  These  new  programs  are  first 
steps  to  help  achieve  that  end.’’ 

Some  of  the  new  programs,  which  do  not 
involve  clianges  in  the  subscription  certifi- 
cate, went  into  effect  October  1.  For  legal  and 
administrative  rea.sons  (and  to  assure  uni- 
form treatment  of  all  affected  members)  Jan- 
uars’  1,  1972  has  been  selected  as  the  effective 
date  of  all  changes  in  benefits. 
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One  segment  of  the  new  program  is  designed 
to  reduce  the  frequency  and  the  length  of 
hospital  inpatient  admissions  by  providing 
less  costly  alternatives  and  includes: 

Direct  admission  to  an  Extended  Care  Facili- 
ty (ECF)  or  a Home  Care  Program,  as  an 
alternative  to  hospital  inpatient  care,  will  be 
available  to  experience-rated  gioups  on  re- 
quest in  1971. 

Post-hospital  coverage  in  an  ECF  or  under  a 
Home  Care  program,  when  a patient  no 
longer  requires  the  complete  range  of  ser\  ices 
provided  by  a hosjrital,  will  be  standard  for 
all  members  after  Januaiy’  1,1972. 

Additional  covered  outpatient  services  with- 
out necessity  of  an  admission  as  a bed  pa- 
tient, as  presently  required,  will  include  )>ace- 
maker  checkups,  renal  dialysis,  treatment  of 
poisoning  and  removal  of  orthopedic  hard- 
ware. This  also  will  be  standard  for  all  mem- 
bers after  January  1,  1972. 

The  new  law  means  that  more  members  can 
be  rated  on  the  cuiTent  cost  basis  winch  has 
been  employed  for  years  by  all  other  Hlue 
plans  and  commercial  insurance  companies. 
Groups  of  100  or  more  subscribers  will  be 
able  to  request  experience  rating.  By  this 
procedure,  a group’s  rates  are  determined  an- 
nually to  reflect  the  cost  of  its  members’  ben- 
efits the  previous  year.  The  schedule  calls  for 
all  groups  of  100  or  more  to  be  on  this  basis 
by  the  end  of  1972. 

Members  tvho  are  not  covered  through  such 
experience  rated  groups  will  also  have  their 
rates  related  to  current  health  care  costs 
through  periodic  rate  adjustments  that  will 
be  determined  by  the  Department  of  Insur- 
ance, keyed  to  frequent  statistical  reports  on 
trends. 

Effective  on  January  1,  1972,  Blue  Cross  and 
Blue  Shield  will  screen  out  duplicate  benefits 
for  group  members  who  are  covered  by  more 
than  one  group  health  care  plan.  It  is  not 
unusual,  with  both  husband  and  Avife  in  many 


families  working,  for  each  to  have  coverage 
under  the  other’s  group  health  care  plan. 
The  result  can  be  an  excess  or  duplication  of 
benefits. 

To  avoid  this  Blue  Cross  and  Blue  Shield  are 
including  a Coordination  of  Benefits  (COB) 
clause  in  their  group  subscription  contracts 
which  requires  the  carrier  holding  primary 
responsibility  to  pay  first  in  the  event  of  du- 
plicate coverage.  Under  COB,  no  Blue  Cross 
or  Blue  Shield  member  will  be  deprived  of 
any  benefits  to  which  he  is  entitled,  but  du- 
plication will  be  avoided. 

The  Approval  by  Indiviilual  Diagnosis 
(.\ID)  cost  control  program  now  authorizes  a 
specific  number  of  days  of  benefits  for  a hos- 
pital inpatient  admission  on  the  basis  of  the 
diagnosis.  This  will  be  strengthened  by  an 
addition  to  the  Blue  Cross  and  Blue  Shield 
subscription  certificates  enabling  the  Plan  to 
require  submission  of  evidence  that  inpatient 
hospital  care  is  medically  necessai^.  ^Vhen  a 
patient  no  longer  requires  the  complete 
range  of  services  provided  by  a hospital  but 
does  require  some  care,  he  can  be  transferred 
to  a lower  cost  health  care  setting  such  as  an 
Extended  Care  Facility  or  Home  Care  pro- 
gram. 

Blue  Cross  Avill  amend  the  subscription  cer- 
tificate to  limit  benefits  involving  health  care 
facilities,  equipment,  or  services  that  have 
been  constructed  or  provided  without  appro- 
val by  planning  agencies  because  they  dupli- 
cate similar  facilities  or  .services  already  .serv- 
ing the  particular  area.  This  will  strengthen 
voluntary  planning  and  discourage  imneces- 
sarv'  ex])ansion  which  inflates  the  cost  ol 
health  care. 

The  new  programs  are  aimed  at  attaining 
financial  soundness  in  order  to  permit  the 
Plans  to  continue  providing  benefits  under 
the  present  mode  of  health  care,  and  at  the 
same  time  explore  new  systems  which  may 
ultimately  prove  to  be  move  economical. 
•Studies  of  such  new  approaches  are  well  ad- 
vanced. 
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Loridine  LM. 

Cephaloridine 


1.5  to3Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


> bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

' broad-spectrum  activity 
’ relatively  painless  I.M.  injection 

'due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status — urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children — not 
to  exceed  adult  dosage).  .Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 
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Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Pruieus  nuruoius, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated {see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
isually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Cm.  daily  {see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


I loridine* 

y ^CEPHALORIDINE 


^ Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weel 
no  significant  changes  were  observed 
BUN,  alkaline  phosphatase,  SGOT,  reti 
ulocyte  count,  or  monocyte  count  in  tl 
blood.  No  disturbances  in  hemoglobin 
red-blood-cell  count  were  ascribable  to  a 
ministration  of  Loridine.  However,  all 
five  nonazotemic  patients  with  chronic  ba 
teriuria  who  had  careful  renal  function  ev; 
uation  before  and  after  a ten-day  course 
cephaloridine  in  dosages  of  2 Gm.  per  day  d 
ve  loped  impairment  iif  free  water  clearam 
Severe,  acute  renal  failure,  in  some  cas 
terminating  in  death,  has  occurred  in  a sm; 

number  of  patients.  The  pos 
bility  of  this  complication  seei 
to  be  greater  in  seriously 
patients  given  more  than  recoi 
mended  doses.  Acute  tubul 
necrosis  has  been  found  in  affei 
ed  patients  coming  to  autopsy.  Ra 
cases  of  nausea  and  vomiting  ha 
occurred.  Pain  in  association  withi 
tramuscular  injection  was  noted  in  less  th 
3 percent  of  patients.  In  only  one  patient 
a series  of  623  was  the  route  changed 
this  account.  Phlebitis  at  the  site  of  inti 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— I 
fore  administering  Loridine,  see  packa 
insert  for  details  on  dilution. 

Intramuscular  Injection— l.ondine  is  u: 
ally  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infi 
tions  of  moderate  severity  is  500  mg.  to  1 G 
three  times  a day  at  equally  spaced  interva 
Milder  and  more  susceptible  infections  ha 
been  treated  with  250  to  500  mg.  given  b 
or  three  times  a day.  More  severe  infectic 
may  be  treated  with  500  mg.  to  1 Gm.  fc 
times  a day.  A single  2-Gm.  dose  is  reco; 
mended  for  the  treatment  of  acute  goni 
rhea.  Early  syphilis  may  be  treated  with  5 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  da 
Although  some  clinical  experience  w 
high  doses  for  life-threatening  conditio 
has  been  reported,  it  has  been  shown  tl 
excessive  dosages  (above  4 Gm.  daily)  m 
cause  serious  nephrotoxic  reactions.  F 
this  reason,  Keflin®  (sodium  cephaloth 
Lilly)  may  be  preferred  when  doses  lar{ 
than  4 Gm.  daily  are  considered  for  li 
threatening  situations.  If  more  than  2 G 
of  cephaloridine  is  injected  daily,  the  patit 
should  be  under  close  clinical  observati 
for  changes  in  renal  function  or  be  hospit 
ized.  In  addition,  reduced  dosage  should 
employed  in  patients  with  known  or  s 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  n 
per  Kg.  (15  to  25  mg.  per  pound)  of  bo 
weight,  given  in  divided  doses,  has  bt 
found  effective  for  mild  to  moderately 
vere  infections.  A daily  total  of  100  mg.  i 
Kg.  (50  mg.  per  pound)  of  body  weij 
(not  to  exceed  recommended  adult  dos< 
may  be  needed  for  very  severe  infection 
Intravenous  Injection— In  the  presence 
extremely  serious  infections  (such  as  b 
teremia)  or  when  any  infection  seems  ov 
whelming,  intravenous  administration  n 
be  indicated. 

Total  daily  dosages  are  the  same  as  w 
intramuscular  injection.  For  very  susce; 
ble  organisms,  500  mg.  to  1.5  Gm.  per  ( 
may  suffice;  for  less  susceptible  organi;^ 
and  for  serious  infections,  2 to  4 Gm.  : 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cep  ■ 
loridine,  Lilly),  50(3  mg.,  5-ml.  size,  rubl- 
stoppered;  1 Gm.,  10-ml.  size,  rubl; 
stoppered.  [082 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


sey  College  of  Medidne  1964.  Group.  Available 
July  1971. 


PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 


CARDIOLOGY— l awrence  K.  Harris,  M.D.,  70  Maple- 
wood Drive.  Maple  .Shade  080r)2.  Dalhousie  (Nova 
Scotia)  1965.  Board  eligible.  Hospital  or  Group. 
Available  July  1971. 

FAMILY  PRACTICE -Joseph  P.  Chollak,  Jr.,  M.D.,  132 
South  Franklin  Street.  Wilkes-Barre.  Pennsylvania 
18702.  Jefferson  1967.  Group.  Available,  .August  1971. 

INTERNAL  MEDICINE— Eugene  M.  Kern,  M.O.,  Box 
"O,”  Gorgas  Hospital,  Balboa  Heights,  Canal  Zone. 
University  Pennsylvania  1965.  Subspecialty,  gastro- 
enterology)'. Board  eligible.  Group.  Available  August 
1971. 

OBSTETRICS  AND  GYNECOLOGY-Ira  Bernstein,  M.D., 
660  East  98th  Street,  Brooklyn,  New  York  11236.  New 
York  Medical  1966.  Board  eligible.  Partnership  or 
solo.  Available,  June  1971. 

Yurdakul  Omay,  M.D.,  2106-R  West  Otley  Road, 
Peoria,  Illinois  61604.  Ankara  (Turkey)  University 
1956.  Salaried,  group,  or  partnership.  Available. 

M.  H.  Rezaee,  M.D.,  2532  Queenston  Road,  Cleve- 
land Heights,  Ohio  44118.  Pahlavi  (Iran)  1959. 
Board  eligible.  Solo,  partnership,  or  group.  Avail- 
able. 

OPHTHALMOLOGY -Stephen  H.  Franklin,  M.D.,  555 
East  William  Street,  Ann  Arbor,  Michigan  48108. 
NYU  Downstate  1963.  Solo  or  association.  Available, 
March  1971. 

Jose  Minaya,  M.D.,  1106  Lyndon  #\0,  Houston, 
Texas  77025.  San  Marcos  (Lima,  Peru)  1962.  Board 
eligible.  Group  or  partnership.  Available. 

Elia  S.  Tbueg,  M.D.,  239  East  79th  Street,  New  York 
10021.  Cairo  University,  UAR,  1950.  Board  eligible. 
Salaried,  group,  or  partnership.  Available  Decem- 
ber 1970. 

F.  K.  Michail,  M.D.,  676  Park  Avenue,  East  Orange, 
New  Jersey  07017.  Cairo  University,  UAR,  1960. 
Board  eligible.  Partnership.  Available  December 
1970. 

Donald  A.  Feretti,  M.D.,  1865  Old  York  Road,  Abing- 
ton,  Pennsylvania  19001.  Hahnemann  1964.  Board 
eligible.  Group  or  partnership.  Available  July  1971. 

ORTHOPEDICS-Charles  F.  Mess,  M.D.,  3821  Third 
Street,  NW,  Rochester,  Minnesota  55901.  New  Jer- 


OTOLARYNGOLOGY-Bardev  Kapila,  M.D.,  142-20 
84th  Drive,  Jamaica,  New  York  11435.  Amristar 
Medical  College  (India)  1960.  Board  certified. 
Group,  partnership,  or  solo.  Available. 

PATHOLOGY— A.  Ronquillo,  M.D.,  310  Washington 
Street,  Newark,  New  York  14513.  University  of 
Santo  Tomas  1961.  Board  eligible.  Partnership 
or  hospital.  Available  Februars-  1971. 

PEDIATRICS— L.  Arshad,  M.D.,  5735  Kings  Highway, 
Brooklyn,  New  York  11203.  Gandhi  Medical  (India) 
1962.  Board  eligible.  Group  or  partnership.  Avail- 
able. 

Ayhan  Erinc,  M.D.,  7101  South  Adams  Street,  Peoria, 
Illinois  61607.  Ankara,  Turkey  1958.  Board  eligible. 
Group,  Partnership.  Emergency  Room,  House  Phy- 
sician available. 

Philip  H.  Friedman.  M.D.,  287  Dickman  Drive, 
Loring  AFB,  Maine  04750.  NYU  (Downstate)  1965. 
Board  certified.  Group  or  partnership.  Available 
February  1971. 

Ali  Jahromi,  M.D.,  515  East  7th  Street,  Brooklyn. 
New  York  11218.  Tehran  (Iran)  Medical  School 
1968.  Board  certified.  Solo  or  group.  Available. 

M.  R.  S.  Parand,  M.D.,  11  Stephen  Hopkins  Court, 
Providence,  Rhode  Island  02404.  Pahlavi  (Iran) 
University  1959.  Group,  partnership,  or  solo.  Avail- 
able. 

Leon  F.  Kukla,  M.D.,  4730  North  Post  Road,  In- 
dianapolis, Indiana  4^26.  New  Jersey  College  of 
Medicine  1966.  Board  eligible.  Group,  partnership, 
or  institution.  Available  .August  1971. 

SURGERY— P.  B.  Dandade,  M.D.,  At  and  PO,  Undri 
District,  Buldana,  M.S.,  India.  Nagpuv  University 
(India)  1962.  Board  eligible.  Subspecialty,  thoracic 
and  cardiovascular  surgery.  House  physician,  emerg- 
ency room  or  group.  Available  as  soon  as  visa 
granted— January  1971  or  before  if  sponsored. 

Mehdi  B.  Javan,  M.D.,  120  North  Mole  Street, 
Philadelphia,  Pennsylvania  19102.  Pahlavi  (Iran) 
University  1961.  Board  certified.  Subspecialty,  cardio- 
thoracic  surgery.  Group  or  partnership.  Available 
July  1971. 

Rodigo  Vilar  Blanco.  M.D.,  Doctors’  Hospital,  East 
End  Avenue.  New  York  10028.  Santiago  (Spain) 
1953.  Board  eligible.  Group  or  partnership.  Available 
December  1970. 

Rolf  H.  Bessin,  M.D.,  6136  East  Pratt  Street.  Balti- 
more, Maryland  21224.  George  Washington  1964. 
Board  eligible.  Group  or  partnership.  Available 
August  1971. 

Alan  I.  Josephson,  M.D.,  23  Parkside  Drive,  Hanover 
07936.  Tufts  1962.  Boa rcl  certified.  Group  or  Partner- 
ship. Available. 

Gan  L.  Maddinar,  M.D.,  41-30  43rd  Street,  Sunny- 
side,  New  York  11104.  Nagpur  College  (India) 
1962.  Board  certified.  Group,  partnership,  or  aca- 
demic. Available  February  1971. 

Candido  Deborja,  M.D.,  280  River  Road,  .\pt.  4-B, 
Piscataway,  New  Jersey  08854.  University  of  Santo 
Tomas  1961.  Board  certified.  Group  or  partner- 
ship. Available. 
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ANNOUNCEMENTS 
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Spring  Seminars  In  Hanover 

At  Hanover,  New  Jersey,  Sandoz  Pharmaceu- 
ticals is  now  presenting  three  talks  of  interest 
to  the  physician.  The  Sandoz  auditorium  is 
located  at  Ridgedale  Avenue  and  Route  10. 
(For  information  and  travel  directions,  write 
to  Mr.  Glenn  R.  Short,  Medical  Information 
Bureau,  210  East  86th  Street,  New  York 
10028.)  These  meetings  are  held  on  Thurs- 
day evenings  at  8 o’clock: 

February-  25  Opthalmologic  Problems  in  Family 
Practice 

March  25  Drug  Interactions 
.April  22  The  Disturbed  Child 

Clinical  Application  Of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital 
has  scheduled  the  following  programs  in  its 
“Basic  Sciences  and  Clinical  Application’’ 
series  for  March: 

March  4 Management  of  the  Infertile  Couple 
March  1 1 Sexual  Problems  Seen  in  Office  Practice 
March  18  Biochemical  Parameters  of  Aging 
March  25  The  Hyperlipoproteinemias 

The  American  .Academy  of  General  Practice 
gives  one  and  a half  credits  for  attendance  at 
each  session.  All  meetings  convene  at  3:30 
p.m.  in  the  T.  J.  Summey  Building  of  the 
Hospital.  For  further  information,  please 
contact  the  Director  of  Medical  Education, 
Burlington  County  Memorial  Hospital, 
Mount  Hollv. 


AAGP  Convention 

March  17  to  21,  1971  are  the  dates  and  the 
Host  Farms,  Lancaster,  Pennsylvania,  is  the 
place  for  the  next  convention  and  graduate 
education  course  of  the  .American  Academy  of 
General  Practice.  This  year’s  meeting  will 
include  courses  in  sigmoidoscopy,  intrauterine 
contraceptive  devices,  pediatrics,  cardiac  ar- 
rythmias,  and  gastroenterology.  For  further 
details  write  to  the  Executive  Secretary,  Mr. 

iffii 


•Arthur  Ellenberger,  144  South  Harrison 
Street,  East  Orange  07018. 

Learning  Disabilities 

What  is  the  role  of  the  neurologist,  psycholo- 
gist, and  pediatrician  in  evaluating  and 
treating  minimal  brain  dysfunction?  One  way 
to  find  out  is  to  attend  the  workshop  on 
learning  disabilities  at  Scott  Hall,  Rutgers 
University,  New  Brunswick  from  9:30  a.m.  to 
3 p.m.  on  Monday,  March  22.  Pre-registration 
is  required.  For  more  details,  write  to  Learn- 
ing Symposium,  Box  126,  North  Branch,  New 
Jersey  08876. 

Anesthesia  Seminar 

Readers  of  this  Journal  are  invited  to  partici- 
pate in  a graduate  seminar  in  anesthesiology, 
shap>ed  for  the  needs  of  all  physicians.  The 
colloquium  will  be  held  on  March  27  at  the 
Cherry  Hill  Inn  (near  Exit  4 of  the  New  Jer- 
sey Turnpike),  starting  at  9 a.m.  For  details, 
write  to  the  New  Jersey  Society  of  .Anesthe- 
siologists, 180  East  21st  Street,  Paterson  07513. 

Course  In  The  Vestibular  Apparatus 

A part-time,  three-day  course  will  be  given 
from  9 a.m.  to  5 p.m.,  Monday  and  Tuesday, 
May  3 and  4,  and  9 a.m.  to  noon  on  \Yednes- 
day,  May  5,  1971.  This  course  deals  with  the 
anatomic  and  physiologic  aspects  of  vestibular 
testing  and  stresses  the  practical  application 
of  these  tests.  .Attention  is  paid  to  the  evalua- 
tion and  assessment  of  test  results  as  part  of 
the  audio-logic  and  otoneurologic  workup. 
The  program  is  given  under  the  direction  of 
Francis  M.  Fodor,  M.D.,  Director  of  Otolaryn- 
gology' at  the  New  York  Eye  and  Ear  In- 
firmary, where  the  course  is  given.  Tuition  is 
$100.  For  registration  or  more  details,  write 
to  Post-Graduate  Institute,  New  York  Eye  and 
Ear  Infirmary,  310  East  Fourteenth  Street, 
New  York  10003. 
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BUILDING  BLOCK 
TO  RECOVERY 


L As  adjunctive  thera  py 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Ttrimn  lOO.OOON.F  Unil».ChT>nol'TI»<n  S.OOON.F. Units; 
niu>*»l«nt  in  trypt<  Ktniity  to  40  mf.  ot  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


cf.f.d. 


Indication*:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  In: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti^infective  therapy 
should  be  given. 

Contraindication*:  ORENZYME  BiTABS  should  not  be  given 
to  patients  with  a kr>own  sensitivity  to  trypsin  or  chymotrypsin. 
Precaution*:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregrtancy  has  r>ot  been  established. 

Advorma  Reactton*:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestir\al  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  ter^ncy  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  InclderKe  in  placebo-treated 
groups.  (See  Precautions.)  it  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Do**g*:  One  tablet  q.i.d. 

I THE  NATIOHAL  DRUG  COMPANY 

I DIVISION  Of  RiCMAROSON  MERRELL  INC. 
PHILAOELi^llA.  PEfMSYlVANlA  19t44 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  mm  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


Contraindications;  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  af  the  pos- 
sibility of  obsorption.  Burning,  increased  local  discomfort,  skin 
rosh,  urticario  or  other  manifestations  of  sulfonomide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage;  One  applicotorful  or  one  suppository  intravogi- 
nolly  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  opplicator. 
Suppositories  - Box  of  12  with  opplicotor. 

TRADEMARK  AVC  AV-tOA  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHAFIDSON  MERRELL  INC 
PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vc 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hyc/rochloride  0.2%,  sulfanilamide 
1 3.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


The  cau^  of  vag’nHis 
ore  multiple 


The  treatment  is  skigubr 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1971 

February 

3 Academy  of  Medicine  of  New  Jersey 
and  St.  Michael’s  Medical  Center 

10  Newark 

Cineangiography 

3,  10,  Columbus  Hospital 
17, 24  Hospital  Annex,  Newark 

Simplified  ECG  for  the  Family  Physician 

3,  10,  Muhlenberg  Hospital 
17,  24  Plainfield 

Neurology 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

ImmunologN’  and  Neoplastic  Disea.ses 

4 Saint  Barnabas  Medical  Center, 

Livingston 
Hormonal  Cytology 

9 -Academy  of  Medicine  of  New  Jersey 

Morristown  Memorial  Hospital 
Morristown 

.Antibiotics 

11  Burlington  County  Memorial  Hospital 

Mount  Holly 

Fibrinolysis  and  Fibrinolytic  Agents 

16  Associated  Eye  Residencies  of  New 

Jersey 

Eye  and  Ear  Infirmary,  Newark 

Intracranial  Meningomas:  Their  Ocular  Signs 

16  Academy  of  Medicine  of  New  Jersey 

Englewood  Hospital,  Englewood 

Diagnosis  and  Treatment  of  Shock 

18  Burlington  County  Memorial  Hospital 

Mount  Holly 

Emotional  and  Psycho-social  Maturation 

24  Academy  of  Medicine  of  New  Jersey 

Albert  Einstein  Medical  Center, 
Newark 

Pediatric  Renal  Disease 


25  Burlington  Coimty  Memorial  Hospital 
Mount  Holly 

Physiology  of  Puberty  and  Psycho-sexual  Ma- 
turation 

25  Sandoz  Medical  Lectures 

Sandoz  Auditorium,  Hanover 

Ophthalmologic  Problems  in  Family  Practice 

March 

2 Hudson  County  Medical  Society 

2 Academy  of  Medicine  of  New  Jersey 
Section  on  Dentistry 

Academy  of  Medicine  Offices 
Bloomfield 

Saliva  in  Reference  to  Systemic  Disease 

3 Camden  County  Medical  Society 

Tavistock  Country  Club 
Haddonfield 

3,  10,  Muhlenberg  Hospital 
17,  24  Plainfield 

Neurology 

3,  10,  New  Jersey  Allergy  Society 
17,  24  Holy  Name  Hospital,  Teaneck 

.Allergic  Dermatitis 

3,  10,  Columbus  Hospital 
17,  24,  Hospital  Annex,  Newark 

31  Simplified  ECG  for  the  Family  Physician 

4 Academy  of  Medicine  of  New  Jersey 
Warren  Hospital,  Phillipsburg 

Drug  .Addiction 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

Management  of  Infertile  Couple 

4 Academy  of  Medicine  of  New  Jersey 

National  Institutes  of  Health 
Bethesda,  Maryland 

Clinical  Infectious  Diseases 

4 Saint  Barnabas  Medical  Center 

Livingston 
Multiparous  Trap 

4 St.  Barnabas  Medical  Center 

and  Livingston 

5 Gynecological  Endoscopy 
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8 Academy  of  Medicine  of  New  Jersey 
Paul  Kimball  Hospital 
Lakewood 

Drug  Addiction 

9 Bergen  County  Medical  Center 

9 TB-Respiratory  Disease  Association  of 

Southern  New  Jersey 

9 Middlesex  County  Medical  Society 

10  Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital,  Summit 

Respiratory  Failure 

11  Burlington  County  Memorial  Hospital 
Mount  Holly 

Sexual  Problems  Seen  in  Office  Practice 

16  Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital,  Summit 

Renal  Failure 

16  Academy  of  Medicine  of  New  Jersey 
Burlington  County  Memorial  Hospital 
Mount  Holly 

Generation  Gap  in  Medicine 

17  Academy  of  Medicine  of  New  Jersey 
Atlantic  City  Hospital 

Emergency  Room  Care 

17  Academy  of  Medicine  of  New  Jersey 
Cornell  School  of  Medicine,  New  York 

Cardiac  Drugs 

18  Morris  County  Medical  Society 

18  Gloucester  County  Medical  Society 

18  Burlington  County  Memorial  Hospital 

Mount  Holly 

Biochemical  Parameters  of  Aging 

24  Academy  of  Medicine  of  New  Jersey 

Dental  Section 

Veterans  Hospital,  East  Orange 

Symposium  on  Intact  Dentition 

24  Academy  of  Medicine  of  New  Jersey 
Massachusetts  General  Hospital,  Boston 
Gastrointestinal  Disease 

25  Burlington  County  Memorial  Hospital 
Mount  Holly 

Hyperlipoproteinemias 

25  Sandoz  Medical  Lcchu-es 

Sancloz  Auditorium,  Hanover 

Problems  of  Drug  Interactions 


29  Cape  May  Coimty  Society 

31  Academy  of  Medicine  of  New  Jersey 
Cornell  Medical  Center,  New  York 

Heart  Surgery 

31  Academy  of  Medicine  of  New  Jersey 

Hoffmann-LaRoche,  Nutley 

Symposium— Controversy  in  Medicine 

April 

1 Burlington  County  Memorial  Hospital 

Mount  Holly 

Pre-diabetic  Syndrome 

5 Academy  of  Medicine  of  New  Jersey 
Greenville  Hospital,  Jersey  City 

Emergency  Room  Care 

6 Hudson  Coimty  Medical  Society 

7 New  Jersey  Allergy  Society 
Holy  Name  Hospital,  Teaneck 

Allergic  Dermatitis 

7 Academy  of  Medicine  of  New  Jersey 

and  Holy  Name  Hospital,  Teaneck 
14  Uremia 

7, 14,  Columbus  Hospital 
21,  28  Hospital  Annex,  Newark 

Simplified  ECG  for  the  Eamily  Physician 

8 Burlington  County  Memorial  Hospital 
Mount  Holly 

Recent  Advances  in  Diabetes  Mellitus 

8 Saint  Barnabas  Medical  Center 

Livingston 
Irradiation  Therapy 

13  Cumberland  County  Medical  Society 
13  Bergen  County  Medical  Society 

13  Middlesex  County  Medical  Society 

14  TB-Respiratory  Disease  Association  of 
Southern  New  Jersey 

14  Academy  of  Medicine  of  New  Jersey 
Runnells  Hospital,  Berkeley  Heights 

Difficult  Diabetic  Patient 

15  Gloucester  County  Medical  Society 

15  Morris  Covmty  Medical  Society 
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15 


20 


20 


20 


21 


22 


22 


28 


Burlington  County  Memorial  Hospital  6 
Mount  Holly 

Management  of  Exogenous  Obesity 

Warren  County  Medical  Society  6 

Academy  of  Medicine  of  New  Jersey 
Englewood  Hospital,  Englewood 
Leukemia  and  Lymphoma  11 

Academy  of  Medicine  of  New  Jersey 
Yale — New  Haven  Medical  Center 
New  Haven,  Connecticut 
Endocrinology 

Academy  of  Medicine  of  New  Jersey 
Saint  Michael  s Medical  Center,  Newark 
Cardiovascular  Workshop 

IS 

Sandoz  Medical  Lectures 
Sandoz  Auditorium,  Hanover 
The  Disturbed  Child 

Burlington  County  Memorial  Hospital 
Mount  Holly  26 

Hypercalcemia 

Academy  of  Medicine  of  New  Jersey 

St.  Barnabas  Medical  Center  27 

Livingston 

Pre  and  Post  Operative  Care 


Saint  Barnabas  Medical  Center 

Livingston 

Familia  Toxemia 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Drug  Abuse 

Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital,  Summit 

Diagnosis  and  Lreatmeiu  of  Shock 

Burlington  County  Memorial  Hospital 
Mount  Hollv 

Management  of  .Acute  Drug  Intoxication 

The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

Burlington  County  Memorial  Hospital 
Mount  Hollv 

-Amniocentesis  and  Ainnioinfusion  in  Preg- 
nancy “ 

Academy  of  Medicine  of  New  Jersey 
Mayfair  Farms,  West  Orange 

Annual  Awards  Dinner 

Burlington  County  Memorial  Hospital 
Mount  Hollv 

llreast  Cancer 


Burlington  County  Memorial  Hospital 
Mount  Holly 

interservice  Seminar 


May 


Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 


June 


3-4  Saint  Barnabas  Medical  Center 

Department  of  Obstetrics  and  Gyne- 
cology,  Livingston 
Gynecologic  Endoscopy 

October 


Diagnosis  and  Treatment  of  Shock 

4 Academy  of  Medicine  of  New  Jersey 

Warren  Hospital,  Phillipsburg 

Drug  Addiction 

5 Camden  County  Medical  Society 
Tavistock  Country  Club 
Haddonfield 

5, 12,  Columbus  Hospital 

19  Hospital  Annex,  Newark 

Simplified  ECG  for  the  Family  Physician 


25  29  Saint  Barnabas  Medical  Center 

Department  of  Obstetrics  and  G\me- 

cology,  Livingston 

Obstetric  and  Gynecologic  Pathology 

December 

2-3  Saint  Barnabas  Medical  Center 

Department  of  Obstetrics  and  G\ne- 
cologA',  Livingston 
Gynecologic  Endoscopy 


205th  ANNUAL  MEETING 

May  15-18,  1971  Haddon  Hall  Atlantic  City 
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OBITUARIES 

Dr.  A.  William  Blumberg 

Long  active  in  civic  affairs  in  Mercer  County, 
A.  William  Blumberg,  M.D.,  died  on  Decem- 
ber 18,  1970.  He  earned  his  M.D.  at  the  Medi- 
cal School  of  Tulane  University  in  1928.  He 
was  a general  practitioner,  affiliated  with  the 
Hamilton  Hospital  in  Trenton,  and  was  68 
years  old  at  the  time  of  his  death. 

Dr.  C.  Chester  Chianese 

One  of  Mercer  County’s  best-known  surgeons, 
C.  Chester  Chianese,  M.D.,  died  on  December 
19,  1970  at  the  age  of  74.  A past-president  of 
the  Mercer  County  Medical  Society,  he  had 
had  a long  tour  of  duty  as  secretary  of  the 
medical  board  of  the  Mercer  Hospital  in 
Trenton  where,  for  many  years,  he  had  been 
chief  of  surgery.  A World  War  1 veteran,  he 
was  a Fellow  of  the  American  College  of 
Surgeons.  Dr.  Chianese  was  a 1922  graduate 
of  the  Medical  School  of  the  University  of 
Pennsylvania. 

Dr.  Enrique  J.  Gavilonda 

At  the  untimely  age  of  45,  Enricpie  |.  Gavi- 
londa, M.D.,  died  on  November  18,  1970.  His 
illness,  which  eventually  proved  fatal,  caused 
him  to  retire  six  years  ago.  At  that  time  he 
was  the  patholc^ist  at  the  Community  Memo- 
rial Hospital  in  Toms  River.  Dr.  Gavilonda 
was  a 1950  graduate  of  the  Medical  School  at 
the  University  of  Havana,  in  Cuba.  He  was 
a board  certified  pathologist  who  served  at 
the  Warren  Hospital  in  Phillipsburg  before 
coming  to  Toms  River.  Dr.  Gavilonda  was 
active  in  the  affairs  of  our  Ocean  County 
Medical  Society. 

Dr.  Raphael  R.  Goldenberg 

One  of  northern  New  Jersey’s  leading  or- 
thopedists, Raphael  R.  Goldenberg,  M.D., 
died  on  December  15,  1970,  at  the  age  of  66. 


A 1931  graduate  of  the  Medical  School  of  the 
University  of  Toronto,  he  became  active  in 
his  chosen  specialty  early  in  the  1930s.  He 
was  a board  diplomate  in  orthopedics,  and 
served  a term  as  president  of  the  medical 
board  of  St.  Joseph’s  Hospital  in  Paterson. 
For  many  years,  he  was  chief  of  orthopedic 
surgery  at  that  hospital.  At  New  York  Uni- 
versity’s Medical  School,  he  was  an  associate 
professor.  During  World  War  II,  he  saw  ac- 
tive duty  w'ith  the  Army  of  the  United  States. 

Dr.  Abraham  R.  Heller 

Forty  years  of  active  medical  service  to  the 
people  of  Essex  and  West  Hudson  came  to  an 
end  on  November  6,  1970,  with  the  death 
that  day  of  Abraham  Heller,  M.D.  A 1933 
graduate  of  the  Medical  School  of  Saint  An- 
drews University  in  Scotland,  Dr.  Heller  was 
for  almost  two  decades  the  Kearny  police  sur- 
geon. He  w'as  on  the  staff  of  the  Newark  Beth 
Isreal  Hospital,  and  after  he  moved  to  Ox- 
ford, New  Jersey,  he  became  affiliated  with 
the  Warren  Hospital  in  Phillipsburg.  Dr. 
Heller  was  63  at  the  time  of  his  death. 

Dr.  Aaron  J.  Heisen 

A coronary  attack  on  December  24,  1970,  sud- 
denly took  the  life  of  Aaron  J.  Heisen,  M.D., 
of  Trenton.  Born  in  1916,  he  was  a 1942 
alumnus  of  the  Medical  School  of  the  Univer- 
sity of  Pennsylvania.  He  was  an  internist, 
board  certified  in  internal  medicine,  active  in 
aerospace  medical  work,  and  president  of  the 
Mercer  Hospital  medical  staff.  Dr.  Heisen  was 
a pioneer  in  the  field  of  methadone  treatment 
of  heroin  addiction  and  directed  his  hospi- 
tal’s clinic  in  this  activity.  He  served  as  a 
captain  in  the  medical  corps  of  the  Army  of 
the  United  States  during  World  War  II.  He 
was  only  54  years  old  at  the  time  of  his  death. 

Dr.  Andrew  E.  Ogden 

.Andrew  E.  Ogden,  M.D.,  a 1927  Jefferson 
graduate,  came  to  our  state  from  his  native 
Ohio  in  1930.  He  soon  established  himself  as 
a surgeon,  became  a board  diplomate  in  sur- 
gery', and  was  on  the  staff  of  the  Mercer  Hos- 


172 


T HE  JOERNAL  OF  THE  MEDIC.M.  .SOCIE  TY  OF  NEW  JERSEY 


pital  in  Trenton.  He  had  been  the  Hamilton 
Township  school  physician  and  was  active  in 
the  aflairs  of  the  American  Society  of  Abdom- 
inal Surgeons.  Dr.  Odgen  was  67  years  old  at 
the  time  of  his  death  on  December  28,  1970. 

Dr.  Bartolomeo  Rossi 

.\  heart  attack  on  December  6,  1970,  took  the 
life  of  Bartolomeo  Rossi,  M.D.  of  Spring 
Lake.  Dr.  Rossi  received  his  M.D.  at  Naples 
in  1933  and  came  to  the  Jersey  City  Medical 
Center  for  his  internship.  He  then  moved  to 
Somerville  where  he  practiced  for  two  dec- 
ades. He  was  a well-known  and  prominent 
figure  in  that  area  and  served  as  President  of 
the  Somerset  County  Medical  Society.  He  de- 
veloped the  emergency  service  at  the  Somer- 


ville Hospital  and  also  had  a tour  of  duty  as 
chief  of  their  outpatient  department.  He  then 
moved  to  Spring  Lake  and  did  general  prac- 
tice in  Monmouth  County.  He  was  only  63  at 
the  time  of  his  death. 

Dr.  John  L.  Sly 

Word  has  been  received  from  Ridgefield, 
Connecticut,  of  the  death  there,  on  December 
4,  1970,  of  John  L.  Sly,  M.D.,  a board  cer- 
tified otolaryngologist  who  had,  for  many 
years,  been  associated  with  the  Overlook  Hos- 
pital in  Summit.  Dr.  Sly  was  born  in  1892 
and  was  a member  of  the  class  of  1917  of  the 
Cornell  Medical  School.  After  retiring  to 
Connecticut,  he  still  retained  his  membership 
in  our  Union  County  Medical  Society. 


BOOK 

REVIEWS 

Food  Values  of  Portions  Commonly  Used,  llfh  Edi- 
tion. (Dawes  and  Church)  Revised  by  Charles  F. 
Church,  M.D.  and  Allen  N.  Church,  B.S.,  Philadelphia, 
1970,  Lippincott.  Pp.  180.  ($5.40,  Spiral  Bound) 

This  book  contains  a great  deal  of  essential  information 
about  the  components  of  patient  diets.  It  is  a useful 
addition  to  the  reference  library'  of  doctors  responsible 
for  advising  patients  on  details  of  proper  therapeutic 
diets.  The  book  was  first  published  in  1937  and  has 
undergone  eleven  editions  bringing  it  up  to  date.  Here, 
you  will  find  the  composition  of  all  commonly  used 
foods.  Of  special  interest,  is  a listing  of  the  ingredients 
of  400  food  additives  in  current  use  in  food  processing. 
The  authors  even  include  a listing  of  foods  used  bv 
our  astronauts  in  the  Gemini  and  Apollo  space  flights. 

This  book  is  a useful  source  of  reference  data  on  the 
composition  of  foods  and  is  recommended  as  an  excel- 
lent reference  te.xt. 

Edwin  Keli.erm.vn,  M.l). 


Foetal  Autonomy.  (Ciba  Foundation).  Edited  by 
G.  E.  W.  Wolstenholme  and  Maeve  O'Connor.  Balti- 
more, 1970,  Williams  and  Wilkins.  Pp.  326.  Illustrated. 
,( Price  not  stated) 

The  title  of  this  symposium  is  somewhat  misleading 
since  the  text  does  not  discuss  the  control  exercised  by 
a mammalian  fetus  over  its  own  growth  and  develop- 
ment. It  is  rather  an  erudite  discussion  of  basic  fetal 
and  maternal  physiology  gleaned  from  highly  techni- 


cal and  ingenious  woik  using  many  diflerent  experi- 
mental animals. 

Adaptation  of  such  observations  to  man  is  made  all 
the  more  difficult  by  the  number  of  experimental 
mammals  used.  The  correlation  of  a complex  substance 
of  very  high  molecular  weight  (lung  surfactant)  with 
the  respiratory  distress  syndrome  is  of  most  immediate 
interest  to  the  clinician. 

A chapter  on  maternal  response  to  fetal  antigens  is 
excellent.  Preventing  graft  rejection  and  even  a better 
understanding  of  the  growth  of  cancer  may  lie  in 
solving  the  mysteries  of  a maternal-fetal  interrelation- 
ship. In  general,  however,  this  symposium  is  largely 
for  investigators  in  the  field  of  embryologic  physi- 
ology. The  obstetrician  can  benefit  by  seeing  the 
frontiers  of  his  specialty.  Both  will  find  it  good  for 
the  humility  it  induces. 

Ger.\rd  F.  Hansen,  M.E). 


Handbook  of  Legal  Medicine.  Edifion  3.  Alan  R. 

Moritz,  M.D.  and  R.  C.  Morris,  LL.B.  St.  Louis,  1970 

Mosby.  Pp.  238.  Illustrated.  ($8.75) 

In  1956  the  first  edition  of  this  book  was  released,  and 
it  has  been  a successful  volume  from  the  start.  The 
current  (third)  edition  brings  it  up-to-date.  It  is  a 
concise  w'ork-book  and  not  a definitive  text.  In  their 
quest  for  brevity,  the  authors  sometimes  give  a once- 
over-lightlv  to  material  that  requires  something  in 
depth.  For  instance,  onlv  one  and  a half  pages  are 
devoted  to  "insanity”  which  is  intended  to  cover  com- 
petency, criminal  responsibility,  commitment  proce- 
dures, making  of  wills,  and  validity  of  contracts.  'Fhis 
very  cursory  coverage  makes  this  material  useless  to 
the  reader.  The  strength  of  the  book  lies  in  the  first 
hundred  pages  w’hich  are  devoted  to  the  scientific 
aspects  of  medical  investigation  for  legal  (mostly 
criminologic)  investigations.  The  section  on  malprac- 
tice, including  some  practical  hints  on  prexention,  is 
particularly  strong. 

Henrv  a.  Dwidson,  M.n. 
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DuPont 
invites  you  to  consider 
-becoming  an- 


Part  Time 

with  Private  Practice  Privilege 
(Newark,  N.J.  area) 


Enjoy  an  attractive  salary  and  benefits,  including 
vacations.  If  you  wish,  carry  some  private  practice. 
Salaried  duties  in  a medium  sized  DuPont  plant 
involve  examinations,  medical  treatment,  some 
minor  surgery,  plus  some  supervisory  and  admin- 
istrative functions.  Variety,  but  little  pressure  and 
4 hours  -f  per  day.  Important  preventive  role  for  a 
large  body  of  employees,  executives,  professionals. 

Please  write  in  confidence  Personnel  Manager, 

Pigments  Department 

DuPont  Company,  Wilmington,  Delaware  19898 

An  Equal  Opportunity  Employer  M/F 

'’EG  u S PAT 


PHYSICIANS  WANTED 

Residency  in  Physical  Medicine  and  Rehabili- 
tation— Dynamic,  young  program  with  bal- 
anced academic  and  clinical  emphasis  under 
the  supervision  of  5 physiatrists.  Three  year 
program  with  opportunity  for  research  and 
pursuit  of  special  interests  both  in  medical 
school  and  private  hospital  settings.  One 
year’s  credit  for  4 years  of  general  practice 
experience  or  training  in  another  specialty. 
Partially  tax  free  stipends  from  $8800.00  to 
$10,000.00  depending  on  qualifications.  Gl 
schooling  benefits  available  for  veterans. 
Berry  plan  deferments  are  usually  obtainable 
for  physicians  anticipating  military  service. 
We  will  pay  for  visits  in  selected  cases.  Tele- 
phone or  write  for  information  to:  John  F. 
Ditunno,  Jr.,  M.D.,  Professor  and  Chairman, 
Department  of  Rehabilitation  Medicine, 
Thomas  Jefferson  University  Hospital,  11th 
and  Walnut  Streets,  Philadelphia,  Pa.  19107. 
Telephone:  (215)  829-6573. 


Corporate 
MecJical  Director 

M.D.  with  at  least  3 years  suc- 
cessful experience  in  industrial  or 
military  health  administration  to 
plan,  staff  and  direct  comprehen- 
sive new  employee  health  service 
program  for  internationally  known 
pharmaceutical  company  in 
northern  New  Jersey.  Boards  or 
board  eligibility  in  occupational 
or  internal  medicine  helpful. 
Licensure  or  immediate  ability  to 
obtain  New  Jersey  license  essen- 
tial. Successful  applicant  will 
plan  and  supervise  construction 
of  new  employee  health  center. 
Salary  open.  For  details,  write 
or  call  collect: 


Packard  Associates 

3 Water  Lane,  Manhasset,  N.  Y.  11030 
(516)  627-0656 


CLASSIFIED  ADVERTISEMENTS 


ASSOCIATE  ANESTHESIOLOGIST -Wanted  for  cover- 
age 1-2  months  yearly  or  limited  work  schednle.  Fee  for 
service.  No  OB.  Bergen  Cotinty.  Write  Box  No.  18(5, 
c/o  THE  JOURNAL. 


PATHOLOGIST— Immediately  available.  Board  eligible 
(AP-CP)  Hospital  or  private  lab.  Prefers  percentage 
of  gross  income.  Reply  Box  No.  187,  c/o  THE  JOUR- 
NAL or  call  (315)  331-73-41. 


OFFICES  AVAILABLE  - Passaic,  New  Jersey.  T bree 
suites,  common  waiting  room,  2nd  lloor,  Passaic 
Medical  Group.  X-ray,  laboratory,  pbysiotberapy 
facilities  in  building.  H9  Prospect  Street.  CTill  (201) 
473-3000. 


FOR  RENT  — Linden,  New  Jersey.  Eotir  large  rooms, 
ample  parking  space,  near  transportation,  reasonable. 
Please  call  after  3P.M.  (201)  48(5-0.353. 


Information  for  Advertisers— RATES;— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  "Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


ENT  SPECIALIST 

NeecJe(j  to  complement  staff  of  200-bed 
northern  New  Jersey  hospital.  Reply  in 
confidence,  with  full  resume  to: 

John  W.  Poilina,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  N.J.  07662 


WESTFIELD,  N.  J. 

Professional  offices  (1050  sq.  ft.)  in 
Medical  Group  Bldg.  Consists  of  sev- 
eral offices — lavatory,  nurses  station, 
waiting  room,  etc.  Prime  Westfield 
Medical-Dental  location.  Complete  de- 
tails on  request.  Call  Barrett  & Crain, 
Realtors,  232  or  233-1800. 


The  Old  Helping 

Many  of  the  younger  doctors  do  not 
know  that  there  exists  in  our  state  a uni- 
que helping  hand  organization,  known 
as  the  Society  for  the  Relief  of  the 
\Vidows  and  Orphans  of  Medical  Men 
in  New  Jersey.  This  organization  pro- 
vides immediate  financial  assistance  to 


Hand  Organization 

the  dependents  of  a deceased  member.  It 
lends  money  without  interest  to  assist 
widows  and  orphans  of  doctors  tvho 
have  known  adversity. 

For  details,  write  to  the  Society  at  P.O. 
Box  95,  Belleville,  New  Jersey. 


205th  ANNUAL  MEETING 

May  15-18,  1971  Haddon  Hall  Atlantic  City 
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These  days,  according  to  the  press,  a $54,000  medical  bill  is  not  uncommon. 
Unfortunately,  most  major  medical  plans  do  not  cover  all  the  costs  in- 
volved . . . they  weren't  designed  to.  Result:  a threat  to  your  cash-value 
life  insurance,  financial  security,  stocks  and  bonds.  Heartbreak,  because 
the  more  you  have,  the  more  you  tend  to  lose. 


Now  comes  Excess  MED,  a unique  second  generation  medical  policy  from 
NN  Insurance  Companies,  that  takes  over  where  your  group,  association 
or  individual  major  medical  runs  out.  This  double  deck  protection  is  what 
you  need.  It  pays  up  to  $100,000  for  all  accidents  or  illnesses.  Pays  100%  — 
not  75%  or  80% — of  all  eligible  medical,  surgical  and  dental  expenses 
for  all  family  members  after  only  one  family  deductible  is  met.  And  the 
policy  is  guaranteed  renewable  for  life. 


MILWAUKEE,  WISCONSIN 


Excess  MED  has  several  other  "life-savings"  features  worth 
looking  into.  Why  not  ask  for  a folder  which  describes 
the  policy. 


The  more  you  have,  the  more 
you're  expected  to  pay  it. 

NN 

INSURANCE  COMPANIES 


Write  Excess  MED,  W.  S.  Vogel  Agency,  Inc., 
498  William  Street,  East  Orange,  N.  J.  07017 
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It’s  available  because  of  Medicenter. 


i Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
I of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  Insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Hice  Place  to  §et  Well 


Medicenter  of  America  / Lakewood  * Neptune,  New  Jersey 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 


\hllUlTl*  (diazepam) 


helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-tenn  therapy. 


Roche 

LABOR.V  TORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07 1 10 
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2 East  103rd  Street 
Mew  York,  Mew  York  L0029 
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Endorsed  Insurance  Plans 

ACaDENT  AND  HEALTH  INSURANCE  » 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

T Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

I Accident:  may  be  EXTENDED  to  Lifetime 

I Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permaner'\'^''sh 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

xMAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 

surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  P^AN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

( 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
onths  of  membership:  ask  for  specific  details  if  you  were  recently  elected  or  have 
c.  'ied  for  membership. 

In)  motion  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONl  ^MERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DEIaware  3-4340 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0 005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid 12  5 mg. 

Ferrous  Iron 2 82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12 1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg 
Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  ..  2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  ‘‘middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE  1 tablet  after  breakfast  and  supper,  or  as 
requrred.  In  females.  3-\«eek  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only  Also  available: 
Testand-B  injection  . . . vials  of  10  cc. 

Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flo  ^ 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy proton"  cWorthalidone  USP 

Makes  water,  not  waves. 


ecirolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
utse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

tgroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
tpersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
ould  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
rforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
Pplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
rsmg  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
fttal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
iWbciring  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
Hated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
duce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
termination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
balance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
lassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
tients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
arexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
potension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
ombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ncreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
tt^unds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  /I werage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
i-Houi  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
the  complete  prescribing  information. 

■-IGY  Pharmaceuticals,  Division  ofCIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
ported 


wsoduuir 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  a^ree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators^'^  have  reported  favorably  on  the  effects  of  isoxsuprine . Effects  have  been  dem- 
onstrated both  by  objective  measurement’’^  and  observation  of  clinical  improvement. 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTi.an  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  :1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and 
G.  E.,  and  Johnson,  P.  C. 

(4)  Dhrymiotis,  A.  D.,  i 
4-.\Z^-\n  (April)  196: 

75:82-87  (Feb.)  1964. 


2 


ePere,  D.  M. : .Angiology  77:190-192  (June)  1960.  (3)  Morton, 
Jr. : .\ngiology  75 :70-74  (Feb.)  1964. 
ad  Whittier,  j.  R.:  Curr.  Ther.  Res. 

(5)  VVTittier,  J.  R.:  Angiology 
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Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Er\  thr\')m\'cin  Kstolate 

(equivalent  to  250  mg  of  base  per  5-ml  leaspoonful) 

Additional  inlormahon  available 
to  the  profession  on  request. 

Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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EDITORIALS 

Louis  S.  Wegryn 
1903-1971 

A gootl  doctor  is  also  a good  citizen.  One 
exaniplar  of  that  philosophy  has  been  our 
prominent  Past-President,  Louis  Stanley  ^^'eg- 
r)ii,  who  died  on  February  14.  Dr.  ^Vegr\'n 
was  busy  and  active  in  jjrofessional,  clinical, 
hospital  administrative,  and  civic  alfairs 
through  the  entire  state.  He  ])lunged  himself 
into  medical  society  work  at  all  lev  els.  He  had 
been  President  of  the  L'nion  (bounty  Medical 
Society  and  he  had  served  in  the  Presidential 
offices  of  I he  Medical  Society  of  Xew  Jersey, 
becoming  our  one  hundred  and  seventieth 
President  in  1962. 

More  imjjortant  to  him,  however,  was  his 
interest  in  patients.  He  was  involved  in  what- 
ever was  for  the  benefit  of  his  jiatients,  and 
in  a broader  sense  whatever  benefited  his  fel- 
low citizens.  He  was  a surgeon  at  all  three 
hospitals  in  Elizabeth,  his  native  city,  aiul 
at  .\lexian  brothers  Hospital  he  served  a 
term  as  chief  of  stall.  He  was  an  active  mem- 
ber, and  finally  President,  of  the  .Vmerican 
College  of  Physicians  and  Surgeons.  He  was 
a Fellow  of  the  International  Academy  of 
Proctology  and  eventually  became  a national 
director  of  that  .\cademy.  Dr.  W'egryn  had  a 
long  interest  in  editorial  work  and  contri- 
buted many  articles  to  the  professional  litera- 
ture. He  served  on  the  editorial  Ixrard  of  the 
Amcrictm  Journal  of  Proctology. 

These  matters  tcxrk  his  interest,  his  time, 
and  his  energy.  To  many  of  us,  the  excuse  for 
shirking  civic  duties  is  we  just  don't  have 
enough  time.  Dr.  Wegryn 's  career  reminds  us 
th;it  a busy  man  can  always  find  time  for  a 
cause  close  to  his  heart.  He  has  made  many 
unicpie  contributions  to  the  development  of 
The  .Medical  Society  of  New  Jersey  and  it 
seems  only  right  that  we  should  pause  to  pay 
tribute  to  that  fact. 


Dejeuner  et  Petit  Dejeuner 

The  physician  is,  or  should  be,  an  all-around 
family  adviser  on  the  little  health  problems  as 
well  as  the  big  ones.  For  instance,  is  the  mid- 
morning coffee  break  an  adequate  substitute 
for  breakfast?  The  mid-morning  break— called 
“elevenses”  in  Britain  usually  occurs  about  10 
or  10:30  a.m.  on  this  side  of  the  Atlantic.  It 
has  become  part  of  the  American  tradition 
and  is  one  of  the  fringe  benefits  often  claimed 
by  labor.  The  usual  justification  is  that  this 
increases  jjroductivity  and  that,  in  return  for 
a fifteen-minute  break  in  the  morning  rou- 
tine. the  employer  can  look  for  heightened 
morale  as  well  as  a better  yield  of  work. 

There  seems  to  be  some  evidence  that  this  is 
a basically  sound  concept  and  that  when  em- 
ployees stop  work  about  10  or  10:30  in  the 
morning,  they  do  return  to  their  desks  with 
renewed  vigor.  However,  some  people  use  the 
mid-morning  break  as  a substitute  for  break- 
fast. Or  to  put  it  another  way,  they  are  get- 
ting up  later  and  skipping  breakfast.  They 
justify  this  on  the  grounds  that,  after  they  are 
at  the  desk  for  an  hour  or  so,  they  will  then 
have  coffee  and  doughnuts  or  pastry. 

The  (juestion  reduces  itself  to  determining 
which  is  better:  a normal  breakfast  or  a mid- 
morning snack?  Ordinarily  there  are  more 
calories  in  a morning  breakfast.  Sometimes 
the  breakfast  is  taken  in  great  haste,  whereas 
the  mid-morning  break  (being  on  (ompany 
time)  is  likely  to  be  in  a more  iclaxcd  at- 
mospheie.  The  only  experimental  study  ol 
this  was  conducted  by  Doctors  Tuttle  aud 
Herbert.  Productivity  was  determined  by  hav- 
ing the  subjects  do  work  against  a bicycle 
ergometer.  This  study  (for  which  there  was 
no  lack  of  volunteers)  indicated  that  the  sub- 
jects did  more  work  when  they  had  an  ade- 
quate breakfast  without  a mid-morning  snack 
than  they  did  when  they  had  no  breakfast 
but  did  take  a typical  mid-morning  break.  In- 
sofar as  this  is  a valid  study,  it  ap|>ears  that 
breakfast  triumphs  over  the  coffee  break.  The 
study  is  perhaps  only  slightly  diluted  by  the 
fact  that  it  was  financed  hy  the  Cereal  Insti- 
tute. 


\()l..  (i8-MM15KR  .8-M.\Rt;Ft,  1071 


183 


Perhaps  it  is  good  lor  the  medical  practitioner 
to  know  that  the  only  scientific  experiment  .on 
the  subject  suggests  that  if  one  must  choose 
Itetween  an  adecpiate  breakfast  or  a mid- 
morning break,  the  breakfast  wins  hands 
down. 


The  Clock  Within  Us 

One  of  the  least  understood  aspects  of  human 
physiology  is  the  poorly  understood  internal 
clockwork  that  |taces  the  rhythm  of  our  daily 
and  annual  lives.  All  nature  swings  in  .seasons 
— the  revolution  of  the  earth,  the  tides  of  the 
oceans,  the  recurrence  of  the  seasons,  the  cy- 
cle of  the  harvest,  even  the  precession  of  the 
equinoxes  all  speak  for  a strange  periodicity 
in  nature.  .\s  part  of  nature  man  must  share 
in  this  cadence.  One  thinks  of  the  inherent 
rhythmicity  of  the  heart  muscle,  the  repeti- 
tious tide  of  the  menstrual  cycle,  the  ups  and 
downs  of  body  temperatures,  the  rhythm  of 
tremors,  the  tidal  flow  of  respiration,  and  the 
pulse  itself.  The  ceaseless  and  repeated  alter- 
nations of  light  and  darkness  must  have  im- 
pressed their  rhythm  on  the  earliest  of  the 
light-sensing  jjrotoplasms,  and  the  ocean  tides 
surely  made  an  imprint  on  the  saline  com- 
position of  body  fluids  which  came  from  the 
saline  composition  of  sea  water.  Writing  in 
the  National  Institute  of  Mental  Health’s 
book.  Biological  Rhythms  iti  Medicine  and 
Psychiatry,  Bertram  S.  Brown  has  ]rointed  out 
that,  “from  the  moment  of  concejJtion  until 
death,  rhythm  is  as  much  a part  of  our  struc- 
ture as  bones  and  flesh.” 

Dance  is  one  of  the  most  primitive  of  early 
motions — primitive  in  that  it  is  experienced 
early  in  one’s  life,  primitive  in  that  it  is  part 
of  the  cycle  of  primitive  people.  The  smallest 
cells  of  our  body  particijiate  in  a rhythmic 
tide.  Our  own  fluctuations  in  mood  .seem  to 
follow  some  hidden  emotional  pacemaker 
within  us,  but  this  has  not  been  meticulously 
studied. 


•In  his  essay,  ‘‘ The  ^\■ay  lo  AVealth” 


This  fascinating  field— in  a sense  a weird 
field — is  reopened  by  a recent  report  by  the 
National  Institute  of  Mental  Health  con- 
tained in  the  book  just  mentioned.  See 
|>age  242  of  this  issue  for  an  informational 
item  on  this. 

And  as  Benjamin  Franklin*  put  it,  “time  is 
the  stuff  that  life  is  made  of.”  It  is  strange 
that  we  doctors,  the  students  of  man,  have 
not  yet  dissected  the  throbbing  biologic  clock 
within  us. 

How  To  Be  Guilty 
Of  Tax  Evasion 

According  to  the  papers,  back  in  October 
1970  a lot  of  doctors  were  apparently  guilty 
of  under-reporting  income  from  Medicare 
and  other  federally  funded  sources.  In  speak- 
ing to  a News  Broadcasters’  Association,  J.  E. 
Breed,  M.D.  and  David  Groenninger  (from  a 
management  consultant  firm)  explained  Iioav 
this  could  happen,  and  in  many  cases,  did 
happen.  Take  five  physicians  in  a group  prac- 
tice set-up.  In  the  aggregate  they  collected, 
sav  S25, ()()()  from  these  federal  sources  in  the 
vear,  averaging  $5000  for  each  M.D.  The  fed- 
eral checks  are  all  made  out  to  Dr.  A.  who  is 
president  or  treasurer  of  the  .\ssociation,  but 
onlv  $5000  in  fees  go  to  each  doctor  and 
these  are  carefully  reported.  But,  according  to 
the  computer.  Dr.  got  .S25,000  in  federal 
funds  and  reported  only  $5000.  So  he  has 
“under-reported”  $20,000.  Mr.  Groenninger 
said  that  this  kind  of  operation  revealed  defi- 
ciencies in  the  I.  R.  S.  or  insurance  carriers, 
not  deficiencies  in  the  ])hysicians’  accounting. 
.Sometimes,  the  medical  director  of  a private 
hospital  is  listed  as  recipient  of  all  federal 
funds  for  that  institution,  though  this  may 
include  payment  for  supplies  and  medica- 
tions, as  well  as  lees  to  10  or  20  professional 
people. 

The  truth  eventually  does  come  out.  Long 
after  the  doctor  has  been  smeared,  by  innuen- 
do or  direct  charge. 
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WHY 

OVER  6,000 

N.J.  DOCTORS 

HAVE  CLEARLY  SEEN  THE 

ADVANTAGES  OF  PARTICIPATING  IN 

THE  BLUE  SHIELD  PREVAILING  FEE  PROGRAM 


Because  they  receive  their  usual  and  customary  fees,  whether  the  subscriber’s  in- 
come is  above  or  below  $7,500,  and  the  patient  has  his  bill  paid  in  full.  Because 
their  participation  encourages  Groups  to  pay  the  extra  premium  that  guarantees  full 
payment  for  covered  services,  rather  than  purchasing  a fixed  fee  program  where 
full  coverage  applies  only  within  specific  income  limits. 

Prevailing  Fee  participation  is  separate 
and  apart  from  the  fixed  fee  programs. 

For  an  application  call  (201)  371-4191  or 
send  coupon  below. 


BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 


Physician  Relations  Section 
Medical-Surgical  Plan  of  New  Jersey 
Box  420 

Newark,  New  Jersey  07102 

Please  send  me  an  application  to  participate  in  the  Prevailing  Fee  Program, 


Name Degree 

(Please  Print) 

Address Specialty. 
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In  the  removal  of 

facial  sebum 

and  dirt,  ^ 

hyperpHaze 

is  twice  as  effective 

as  the  leading 

antibacterial 

bar  soap  and 

50%  more  effective 

than  the  leading 

antibacterial 

liquid  skin  cleansei:*  i 

r 

* As  shown  by  in_viyo  tests  comparing  actual  use  | 

concentrations  of  hyperpHaze  and  the  other  products. 
hyperpHaze  has  also  been  shown  to  be  markedly  superior  | 

in  antibacterial  action,  because  it’s  buffered  to  maintain  | 

the  pH  range  in  which  hexachlorophene  is  most  effective.  $ 

When  the  treatment  you  prescribe  includes  a strict  cleansing  k 
regimen,  consider  recommending  mild,  effective  hyperpHaze. 


For  complete  test  details  and  professional  samples,  write: 
Pharmaceutical  Division/Professional  Services  Department 
COLGATE-PALMOLIVE  COMPANY 
740  North  Rush  Street/Chicago,  Illinois  60611 


Contains:  Hexachlorophene  3«!b,  ethoxylated  lanolin, 
carbamide  and  light  liquid  petrolatum. 

Available  in  6-oz.  and  16-oz.  sizes  at  pharmacies  everywhere. 


ORIGINAL  ARTICLES 


Ski)i  l('.sions  associated  rrilli  diabetes  are  here  re- 
vieieed  and  the  jjhysiologx  and  j)athotog\  of  the 
relationshij)  is  dismsscd. 

Skin  Lesions  In 
Diabetes  Mellitus* 


Gabriel  Pickar,  M.D. /Highland  Park 

Tliere  is  no  skin  disease  w hidi  is  exclusive  to 
dialjetes  but  there  are  a \ariety  of  skin 
lesions,  such  as  necrobiosis  lijjoidicuni  diabet- 
icoriuin,  and  others  which  occur  more  fre- 
quently in  the  diabetic  than  in  the  non- 
diabetic patient.  Their  fre(|uenc\  is  related  to 
the  diabetic  state  and  should  be  classified  as 
complications  of  that  disease. 

In  the  untreated  or  poorly  controlled  diabetic 
jjatient  there  is  an  increased  susce[nibility  to 
skin  infection.  With  improved  glucose 
tolerance  this  tendency  for  skin  infection  is 
very  much  reduced.  Indeed,  it  is  doidjtful 
whether  there  is  a difference  in  the  suscepti- 
bility to  skin  infection  in  the  adecjuately 
treated  diabetic.  Investigations  have  been  di- 
rected toward  such  obvious  changes  which 
occur  in  the  uncontrolled  diabetic  as  contin- 
ued hyperglycemia,  frec|uent  ketoacidosis, 
and  dehydration. 

The  relation  of  blood  glucose  concentration 
and  glucose  content  of  the  skin  is  constant. 
The  average  ratio  of  skin  glucose  to  blood 
glucose  is  55  per  cent.  .\s  blood  glucose  levels 
return  to  normal,  concentrations  of  glucose 
in  the  skin  return  to  normal  as  well,  but 
more  slowly'-  -.  Sixty  jx^r  cent  of  diabetics 
with  levels  of  blood  sugar  between  100  and 
200  (true  glucose)  were  strongly  positive  for 
glucose  on  the  skin  surface  as  tested  with 
glucose-oxidase  test^.  1 his  circumstance  of 


sustained  hyperglycemia  in  and  on  the  skin 
prompts  the  explanation  that  increased  sugai 
content  cjf  the  skin  furthers  bacterial  growth 
and  results  in  more  frec]uent  infection.  Re- 
peated investigations  have  not  supported  this 
obvious  and  attractive  premise.  W'^e  are  now 
concluding  a study'  which  compares  the  bac- 
terial count  on  the  skin  surface  of  non- 
diabetic normoglycemic  patients,  controlled 
normoglycemic  diabetic  patients,  and  uncon- 
trolled hyperglycemic  diabetic  patients.  To 
date  we  have  found  no  difference  in  the  bac- 
terial (ount  in  these  groups.  Ihis  suggests 
that  glucose  concentrations  on  the  surface  of 
the  skin  do  not  promote  increased  bacterial 
growth.  Hyi>eiglycemia  of  the  skin  has  not 
been  established  as  a significant  factor  in  skin 
infections  in  the  uncontrolled  diabetic.  But 
uncontrolled  diabetic  states  interlere  with  the 
normal  humoral  ilefenses  against  infection. 
In  patients  with  ketoacidosis  (a  not  infre- 
(juent  accomjxmiment  of  uncontrolled  diabe- 
tes) there  was  found  a delay  of  three  to  five 
hours  in  the  granulocytic  leucocTtic  exudate 
which  is  the  usual  response  to  infection.  In 
ten  well  controlled  diabetic  patients  there 
was  no  such  delay  noted.  More  recently  Bag- 
dade  and  his  co-^vorkers®  demonstrated  defec- 
tive bactericidal  activity  in  the  leucocytes  of 
the  uncontrolled  diabetic.  They  found  that 
the  capacity  of  these  leucocytes  to  ingest  and 

• Read  before  the  Joint  Session  of  ilie  Section  on 
Dermatology  and  the  Section  on  Metabolism,  204th 
.\nnual  Meeting,  The  Medical  Society  of  New  Jersey, 
.Atlantic  City,  New  Jersey,  May  17,  1970. 
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kill  bacteria  was  impaired.  Insulin  restores 
these  leucocytes  to  more  normal  function. 
I'hese  insestigators  suggest  that  there  are  cir- 
culating factors  in  the  serum  of  the 
ketoaciclotic  patient  Avhich  impairs  bacterial 
ingestion. 

I he  infections  commonly  affecting  the  skin 
of  the  diabetic  are  both  fungal  and  bacterial. 
Moniliasis  and  dermatophytosis  are  the  com- 
mon fungal  infections.  Furunculosis  and  other 
])yodermic  lesions  usually  caused  by  staphy- 
lococci are  the  most  frequent  offending 
bacterial  infections.  As  a rule  these  infections 
respond  to  proper  management  of  the  dia- 
betes and  suitable  antifungal  or  antibacterial 
agent. 

.\  common  complication  responsible  for  con- 
siderable morbidity  in  diabetes  mellitns  is 
degenerative  vascular  disease.  Degeneration 
of  medium  and  large  blood  vessels  in  athero- 
sclerosis is  identical  in  the  diabetic  and  the 
non-diabetic,  but  is  more  likely  to  occur  early 
and  more  severely  in  diabetes  mellitns.  Blood 
vessels  of  the  lower  limbs  are  frequently  in- 
Aolved.  Lesions  of  the  skin  related  to  diabetes 
occur  most  commonly  in  lower  limbs.  When 
vascidar  involvement  is  severe  (Avhich  is  not 
uncommon),  the  ischemia  results  in  specific 
skin  changes.  The  skin  becomes  atrophic,  it 
has  a smooth  and  shiny  ap]iearance  and  is 
often  dry  due  to  atrophv  of  the  sweat  glands. 
The  toenails  are  thickened  and  discolored; 
the  dorsa  of  the  foot  and  toes  are  hairless. 
\’ascular  occlusion  in  the  terminal  blood  ve.s- 
sels  of  the  toes  leads  to  gangrene,  ulcerations, 
and  infections. 

Many  tapillaries  of  the  diabetic,  particularly 
in  the  ftindus  of  the  eye,  the  kidney,  the  skin, 
muscle,  and  other  stiiulnres  undergo  a dis- 
tinctive degenerative  change.  This  is  charac- 
terized by  thickening  of  the  basement  mem- 
brane  of  the  capillary  and  the  deposition  in 
the  membrane  of  a nnu  opolvsaccharide 
which  takes  the  periodic-acid  Sc  hilf  stain.  This 
degeneration  of  capillaries  has  been  given 
the  general  term  of  diaiietic  microangio])- 
athy  and,  when  it  occurs  in  the  skin,  diabetic 


clermopathy.  These  capillary  changes  occur 
early  in  diabetes  and  may  even  precede  clin- 
ical manifestations  of  altered  carbohydrate 
metabolism  or  evident  disease  of  the  affected 
structure.  This  lesion  is  not  unique  to  dia- 
betes. It  is  occasionally  seen  in  other  diseases. 
For  example,  microangiopathy  of  the  funclal 
vessels  of  the  eye  occurs  in  a variety  of  an- 
oxic conditions,  such  as  pernicious  anemia 
and  leukemia.  Dermopathy  is  not  infrequently 
found  in  association  rvith  severe  dermatitis. 
"We  do  not  know  whether  this  degenerative 
angiopathy  is  an  inherent  part  of  the  diabetic 
syndrome  or  Avhether  it  is  related  to  disturbed 
carbohydrate  metabolism.  However,  it  is  a 
distinctive  lesion  in  diabetes  mellitns  because 
it  occurs  Avith  such  great  frequency  and  is 
related  to  serious  complication  in  the  kidney, 
the  eye,  and  probably  the  skin. 

Diabetic  dermo|)athy  results  in  narroAving  of 
the  capillary  lumen  alloAving  less  blood-floAV 
to  the  skin.  The  thickening  of  the  basement 
membrane  could  interfere  Avith  exchange  of 
substances  from  blood  to  tissue.  These  fac- 
tors, if  sufficiently  severe,  could  alter  normal 
skin  metabolism.  I believe  this  angiopathy 
contributes  to  a variety  of  skin  lesions  com- 
monly seen  in  diabetes  rather  than  to  a spe- 
cific skin  condition. 

I believe  that  inqiaired  blood  supply  to  the 
skin  (resulting  from  capillarv  degenerative 
changes)  alters  the  integritv  of  the  skin,  de- 
crea.ses  resistance  to  trauma,  and  thus  con- 
tributes to  infection  and  delaved  healing. 

Another  lesion  is  comprised  of  mnltijile,  usu- 
ally discrete,  round  or  oval,  dull  red  jxipules 
measuring  from  G to  12  millimeters.  They 
usnallv  ap]iear  in  a linear  arrangement  on 
the  extensor  surfaces  of  the  limbs.  It  is  most 
frcquentlv  seen  on  the  loAver  limbs  in  diabetic 
males  over  the  age  of  30.  It  is  occasionally 
seen  in  the  non-diabetic  patient.  The  lesion 
heals  sloAvly  over  a period  of  months  and 
leaves  a shalloAv  dejire.ssion  Avhieh  fre(]nenily 
becomes  hyperpigmented.  Melin*  Avas  the 
first  to  report  this  lesion.  He  descrilied  it  as 
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ai.  “'ptrophic  circumscribed  skin  lesion  in  the 
lower  extremities  of  diabetics.”  Others  have 
referred  to  the  lesion  as  “pretibial  pigmented 
patches.”  Binkley^  has  identified  this  as  the 
principal  lesion  in  diabetic  dermopathy.  The 
acute  lesion  shows  epidermal  necrosis,  degen- 
eration of  the  collagen,  and  small  vessel 
changes  typical  of  diabetic  microangiopathy. 
Necrobiosis  lipoidica  diabeticorum  (XLD)  is 
a rare  complication.  It  is  noted  in  0.3  per 
cent  of  diabetic  patients.  Initially  this  lesion 
was  described  as  a complication  of  overt  dia- 
betes mellitus.  However,  it  may  occur  where 
diabetes  is  not  easily  demonstrated  or  appar- 
ently absent.  The  incidence  of  diabetes  in 
patients  with  XLD  has  been  reported  as  high 
as  90  per  cent  and  as  low  as  L5  per  cent.  In  a 

study  at  the  Mayo  Clinic"  of  patients  with 

XLD,  65  per  cent  had  clinical  diabetes.  Lhe 

appearance  of  the  lesion  is  identical  in  the 
diabetic  and  the  non-diabetic.  It  occurs  most 
frecpiently  in  the  female  involving  the  anterior 
aspect  of  the  leg.  .\verage  age  of  appear- 
ance in  the  diabetic  is  35.  In  the  non- 

diabetic, it  is  -12  years.  The  lesions  of  XL.I) 
are  oval,  irregular,  sharply  defined  sclerotic 
plaques  which  are  )ellow  in  the  center,  viola- 
ceous at  the  jteriphery.  d'he  center  of  the 

jjlatpie  l)ecomes  atrophic  and  telangiectases 
can  be  .seen.  In  approximately  30  per  cent  of 
cases  these  phupies  ulcerate  leaving  |jainful, 
slowly  healing  ulcers.  Recent  histopathologi- 
cal  studies  reported  1)V  Muller  and  W’inkel- 
man''  re\cal  that  in  patients  having  diabetes 
mellitus  there  is  extensixe  necrobiosis  and 
considerable  amounts  of  extracellular  li])itl 
with  relativelv  little  epitheloid  cell  response. 
In  patients  without  clinical  dial)etes  a similar 
lesion  is  noted  except  there  is  predominantly 
a tubercidoid  appeaiauce.  d'hc  significance  of 
this  diflerence  is  not  understood  but  coidd 
reflect  a relative  susceptibility  of  the  individ- 
ual with  little  epithelioid  cell  response  to  the 
development  of  overt  clinical  diabetes. 

Focal  degeneration  of  the  collagen  is  the  |)ii- 
mary  event  in  XLD,  a circumstance  which  is 
seen  in  a variety  of  non-diabetic  skin  diseases 
such  as  granuloma  annulare  and  rheumatoid 
nodules.  I believe  that  in  XLD  diabetic  der- 


mopathy is  an  im])ortant  etiological  factor. 

Diabetic  neuropathy  is  one  of  the  commonest 
complications  of  diabetes.  In  severe  chronic 
sensory  neuropathy  (the  commonest  form  of 
this  complication)  there  may  be  trophic 
changes  to  the  feet  and  ankles.  Sensory  dener- 
vation is  responsible  for  loss  of  pain  sensation 
and  clinical  expre.ssion  is  not  unlike  other 
chronic  sensory  denervating  disea.ses  such  as 
tabes  and  syringomyelia.  Lhe  skin  of  the  sole 
of  the  feet  becomes  dried,  fissured  and  hyper- 
keratotic.  Thick  callosities  form  over  pressure 
points,  .\cute  ulcerations  resulting  from  unre- 
alized burns  and  trauma  are  a complication 
of  the  loss  of  sensation.  Traumatic  ulcer- 
ations occur  over  ])ressure  points  such  as  on 
the  ball  of  the  foot,  in  as.sociation  with  hallux 
valgus,  on  the  heel  and  betxveen  the  toes. 
Ill-fitting  shoes  are  a (ommon  source  of  trau- 
ma. Xot  uncommonly,  the  ulceration  is 
preceded  by  a callus  xvhich  becomes  infected. 
The  relation  of  pressure  to  ulcer  formation 
in  desensitized  skin  is  well  demonstrated  in 
the  Charcot  joint  of  the  foot  where  collapsed 
joints  create  oddly  placed  pressure  ])oints  and 
ulcer  formation.  The  effects  of  neuropathy 
on  the  skin  arc  undoubtedlv  enhanced  by 
ischemia. 

Severe  hyperlipidemia  may  complicate  poorly 
controlled  diabetes  and  severe  ketoacidosis. 
Under  these  circumstances  you  may  see  an 
acute  .secondary  xanthomatous  enq)tion.  Lhe 
lesion  a]jpears  as  a witlespread  svmmetrical 
crop  of  discrete  ])apules  and  nodules  usually 
involving  the  extensor  surfaces  of  the  limbs, 
the  elbows,  the  knees,  and  the  buttocks.  The 
lesions  arc  small,  pinhead  to  pea-size,  xvith  an 
inflammatory  areola  about  the  base.  Lhe  pap- 
ules are  usually  soft  (l)ut  may  be  firm)  and  the 
apex  is  yellow  resembling  pustules  in  appear- 
ance. Broper  treatment  of  the  diabetes  re- 
duces the  lipidemia  to  normal  levels  and  the 
eruption  disappears.  Histologically  the  lesion 
shoxvs  aggregates  of  lipid-filled  histiocytes  in 
the  dermis  with  an  inflammatorv  infiltrate  of 
lymphocytes.  It  has  been  suggested  that  the 
fundamental  cau.se  of  this  eruption  is  a dis- 
turbance of  lipid  rather  than  carbohydrate 
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metabolism  anti  that  we  are  dealing  with  an 
acute  dermal  respt)nse  to  hyjjerlipidemia.  For 
this  reason  the  name  xanthoma  eruptivum 
rather  than  xanthoma  diaheticornm  has  been 
recommended.  This  xanthoma  should  he  dis- 
tinguished ironi  the  chronic  tidjerous  and 
tendinous  xanthomas  seen  in  diabetes  as.soci- 
atetl  with  longstanding  hy])erlipidemia. 

Carntiiiosis  is  a yellowish  discoloration  of  the 
skin  title  to  binding  of  carotene,  a yellow 
pigment  in  the  skin.  The  yellow  tliscoloration 
is  most  evitlent  on  the  palms  and  soles  but  is 
also  seen  on  the  rims  of  the  nostrils  and  ears, 
the  nasa-labial  foltls.  and  over  bony  promi- 
nences. Int leased  amounts  of  carotene  are  not 
uncommon  in  the  serum  of  diabetic  patients 
but  only  occasionally  is  this  sufficient  to  cause 
yellowing  of  the  skin.  Increased  amounts  of 
carotene  in  the  dialietic  might  be  due  to  in- 
creased ingestion  ol  carotene-containing  foods 
such  as  carrots  or  scpiash,  or  possibly  to  im- 
paired conversion  of  carotene  to  vitamin  A. 
This  is  a harmless  condition  frequently  im- 
proved with  a diet  low  in  carotinoids. 

(ieneralized  allergic  reaction  to  insulin  is 
rare.  Frequently  there  is  a history  of  previous 
insulin  therapy  which  is  interrupted  for  a 
trial  on  diet  or  oral  antidiabetic  agents.  The 
reaction  occurs  shortly  after  insulin  has  been 
resumed.  Follouing  local  irritation  and  red- 
ness at  the  site  of  insulin  injection  there  is  a 
generalized  urticarial  rash,  swelling  of  the 
eyelids  and  face,  malaise,  and  joint  pains. 

1 herapy  is  the  same  as  for  any  generalized 
allergic  reaction. 

Local  reactions  to  insulin  are  more  frecjuent. 
Fhe  most  amiinon  of  these  reactions  is  lipo- 
dystrophy. 'Fhis  is  a localized  atrophy  of  sub- 
cutaneous fat  at  the  site  of  repeated  insulin 
injections.  1 he  result  is  a depression  in  the 
skin  varying  in  size  from  a few  centimeters  to 
a feu'  inches.  Rarely,  it  has  been  re]torted 
occurring  alter  only  a few  injections  of  in- 
sulin and  has  appeared  in  areas  removed 
Irom  the  site  of  injection.  This  reaction  oc- 
curs most  frecjuenth  in  women  and  children 
ol  l)olh  sexes.  It  is  rare  in  males  but  has  been 


reported  in  diabetic  males  with  advanced 
liver  disease  and  gynecomastia  suggesting  that 
androgens  normally  may  be  a protective  fac- 
tor. This  seems  to  be  directly  related  to  the 
eflects  of  injections  of  insulin. 

Local  se7isitivity  is  another  common  reaction 
to  insulin  which  usually  occurs  about  two 
weeks  after  instdin  therapy  has  been  started. 

A red  indurated  area,  which  lasts  for  two  to 
three  weeks  and  disappears,  is  s isible  at  the 
site  of  injection.  Skin  sensiti\ity  to  insulin  is 
managed  by  either  changing  the  tyj)e  of  in- 
sulin or  undertaking  a program  of  insulin 
desensitization. 

Improjier  administration  of  insulin  inm  the 
skin  rather  than  subcutaneously  produces  a 
disturbing  lesion  which  passes  through  stages 
of  induration,  necrosis,  ulceration,  and  scar- 
ring. The  final  lesion  resembles  the  pitting 
and  scarring  of  smallpox. 

Insulin  “tumors’'  are  infrequent.  They  are 
seen  most  often  in  children  as  a result  of 
repeated  injection  into  the  same  area.  It  oc- 
curs in  children  because  the  overlying  skin 
becomes  insensitive  to  the  needle  and  the 
child  prefers  to  avoid  the  sensation  of  needle 
prick.  The.se  lesions  may  be  prevented  by 
avoiding  repeated  injections  to  the  same  area. 
If  necessary,  these  masses  may  be  remo\ed 
surgically. 

.Sulfonylurea  compounds  and  the  bigtianide 
derivatives  have  produced  fetv  reactions  affec- 
ting the  skin.  Urticaria,  morbiliform  and  ma- 
culo-pajndar  eruptions,  purpura,  erythema 
multiforme,  and  exfoliative  dermatitis  have 
been  reported.  .\s  a rule,  these  lesions  im- 
prove quickly  when  the  drug  is  stopped.  In 
patients  taking  sulfonylurea  drugs,  an  un- 
usual reaction  may  occur  after  ingesting  ethyl 
alcohol.  ^Vithin  ten  minutes  after  drinking 
the  alcohol,  there  appears  flushing  of  the  face 
and  injection  of  the  conjunctiva.  The  reac- 
tion is  harndess  and  usually  lasts  an  hour, 
occasionally  longer.  I'his  reaction  can  be  ]tre- 
vented  bv  taking  antihistamine  drugs  one 
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hour  before  drinking  alcohol. 

There  are  a number  of  diseases  with  cutaneous 
manifestations  in  which  there  is  an  increased 
incidence  of  diabetes  mellitus.  It  is  not  within 
the  scope  of  this  presentation  to  discuss  these 
diseases  but  they  are  worthy  of  mention;  they 
are  porphyria  cutanea  tarda,  hemochroma- 
tosis, ^VTber’s  syndrome,  lipoid  proteinosis, 
lipodystrophy  syndrome  of  Seip-Lawrence. 
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205  North  Second  .\venue 


National  Ambulatory  Medical  Care  Survey 


1 he  National  Center  for  Health  Statistics  in 
the  Department  of  Health,  Education,  and 
Welfare  is  planning  the  National  .\inbidatory 
Medical  Care  Survey  (N.\MCS).  I'his  in- 
formation is  needed  for  jtlanning  and  organ- 
i/ing  health  services,  for  planning  ellicient 
utilization  of  health  facilities  and  manpower, 
and  for  determining  modifications  in  medical 
education. 

I he  survey  will  involve  a sample  of  physi- 
cians who  will  be  retpiested  to  jtrovide  data 
concerning  a small  number  of  the  ambulatory 
patients  they  see.  W'hen  the  NAMCS  is  in  full 
operation  (sometime  in  1!)72)  about  S,000 
physicians  each  year  will  be  jtroviding  data 
on  an  estimated  2-10,000  ambulatory'  patient 
visits.  Physicians  selected  to  participate  will 
provide  information  concerning  a sample  of 
the  patients  that  they  see  during  a two-day 
period.  .Ml  physicians  will  be  replaced  by 
new  sample  physicians  after  participating  for 
four  (juarters.  I'he  types  of  data  the  survey 
will  collect  include  age,  sex,  and  medical 
]>roblems  of  patients,  plus  treatment  pre- 
scribed and  laboratory'  tests  performed  for 
patients.  .Ml  data  will  be  held  completely  (on- 


(idential  aiul  used  oidy  for  statistical  ]tur- 
poses. 

.\mbidatory  medical  care  is  the  largest  seg- 
ment of  the  .\merican  health  services  system 
in  terms  of  prevalence  and  volume.  The 
dearth  of  information  on  this  subject  has  led 
leaders  in  the  medical  profession  to  persuade 
the  National  Center  for  Health  Statistics  to 
undertake  the  National  .Vmbulatory  Medical 
Ciare  Survey.  This  information  will  comple- 
ment health  data  already  being  obtained  by 
the  Center.  I he  suctess  of  the  N.\MCS  will 
depend  on  the  cooperation  of  practicing 
physicians  who  are  the  major  source  of  ambu- 
latory medical  care  data. 

rhe  .-\merican  Medical  .Association  and  other 
major  medical  associations  have  expressed 
support  for  the  N.AMCS  and  have  provided 
advice  and  consultation  in  its  development. 
With  the  cooperation  of  practicing  physicians, 
the  survey  will  jtrovide  vei7  valuable  data  for 
documenting  the  health  status  of  the  .Ameri- 
can people  and  for  informing  public  and  pri- 
vate policy  decisions. 
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GJone  with  the  wind 


The  gas/acid  group  of  disorders  ' 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times 150  (Feb.)  tp66. 


Announcing  the“Antgasid” 

Silain-Gef 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


a-H-DOBINS 
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sterile  solution  (300  ma  per  ml. ) 


Consider  Lincocin' 

(lincomycin  hydrochloride , Upjphn) 


and  single-dose  2 n 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 
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The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


r or  headache,  a sovereign  remedy  was 
1 o wear  a snakeskin  round  one's  head. 


A realistic 
approach 

to  pain 
relief 


mpirin 

ICotnpound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

liach  tablet  contains: 
iTodeine  Phosphate  gr.  1/2  (Warning— 

Iviay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
lAspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

IB.W.  & Co.'  narcotic  products  are 
I -lass  "B",  and  as  such  are  available  on  oral 
prescription,  v/here  State  law  permits. 

• BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

.4  TVickahoe,  N.Y. 


^ \ once-popular  treatment  for  back  pains 
I vas  to  have  the  seventh  son  of  a seventh  son 
i stand  or  walk  on  the  patient's  back. 


Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing 

Vitamin  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B^)...and  helps  ensun 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 

Complete  Prescribing  Information: 


Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bi) 15  mg 

Riboflavin  (vitamin  Bz) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  Biz) 5 mo 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson’s  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  B»)  which  has  been  reported'- Mo  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitamin  formula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  Bj  may  be  required  if  signs 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid 
per  day  and  who  are  inadequately  treated  with  vitamin  B,z. 
Dosage  and  Administration:  One  or  two  tablets  daily,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  et  al.:  Trans.  Amer.  Neurol.  Assoc.,  94:81, 
1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  270:1255, 1969. 


High-potency  nutritional  support 
under  prescription  control 
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With  some  provisos  here  specified.  Dr.  Broivdy  answers 
“no”  to  the  query:  Is  the  automatic,  routine  Coombs 
test  really  necessary?  But  the  blood  cord  routine  should 
be  continued  with  Rh  negative  mothers. 

Fate  Of  Coombs-Positive 

Newborns 

Is  Routine  Or  Selective  Cord  Coombs  Testing  Really  Worthwhile? 


Sol  Browdy,  M.D. /Trenton 

Ten  years  ago  it  was  decided  at  Mercer 
Hospital  to  make  a deliberate  attempt  to 
identify  at  birth  those  infants  who  were  most 
likely  to  be  affected  by  hemolytic  disease  of 
the  newborn.  A cord  blood  routine  was  insti- 
tuted whereby  samjjles  of  clotted  and  ox- 
alated  umbilical  cord  blood  were  collected  at 
the  time  of  delivery  of  every  mother  who  was 
Rh  negative  or  belonged  to  group  ()  or  both 
(except  when  the  father  was  also  known  to 
be  Rh  negative  or  tyjx;  O).  Group  ()  mothers 
were  selected  because  they  are  involved  in 
over  95  per  cent  of  cases  of  .\R()  hemolytic 
newborn  disease.  .According  to  the  Rh  nega- 
tive protocol,  if  the  infant  proved  to  be  Rh 
negative,  no  further  tests  were  done.  If  the 
infant  typed  Rh  positive,  a Coombs  test  was 
performed.  If  the  Coombs  test  was  negative, 
no  further  testing  was  followed.  If  the 
Coombs  test  was  positive,  a cord  bilirubin 
and  CBC  were  performed 

With  the  type  O mother,  if  the  infant  also 
proved  to  be  type  O,  no  other  tests  were 
scheduled.  AVdien  the  cord  blocnl  routine  w^as 
originally  established,  it  was  felt  that  a nega- 
tive Coombs  test  by  what  we  considered  to  be 
our  relatively  insensitive  technic  did  not  pre- 
clude ABO  hemolytic  disease,  so  that  if  the 
infant  typed  as  A or  B,  then  all  three  deter- 
minations were  made — Coombs  test,  bilirubin 
and  CBC.  Subsecjuent  experience  has  dis- 
proved this  assumption  and  we  now  insist  on 
a positive  Coombs  test,  strong  or  weak,  in 


making  the  diagnosis  of  till  newborn  hemolyt- 
ic disease,  Rh  and  ABO.  Conversely,  a posi- 
tive cord  Coombs  test  indicates  red  blood  cell 
sensitization,  clinical  or  sidxlinical,  until 
jjroved  otherwise. 

It  Avas  decided  to  review  the  fate  of  the 
Coombs  positive  newborn  during  his  stay  in 
the  nursery.  The  year  19(18  was  selected  be- 
cause it  was  the  year  before  the  introduction 
of  two  obstetrical-pediatric  practices  which 
will  ultimately  alter  the  incidence  of  Rh  he- 
molytic disease  and  reduce  the  need  for  ex- 
change transfusion  in  mild  .\BO  hemolytic 
disease  as  well  as  cases  of  non  hemolytic  hy- 
perbilirubinemia. I'he  first  itinovation  was 
the  commercial  availability  and  use  of  hyper- 
immune Rh  gamma  globulin  iti  unsensiti/ed 
Rh  negative  mothers;  the  second  was  the  in- 
stiillation  of  photothei apeutic  units  in  our 
newborn  nurseries. 

During  19(18  in-hospital  births  totalled 
1759.  .Some  1500  cord  blood  specimens  were 
studietl  because  of  potential  Rh  or  .\BO  in- 
compatibility. This  number  also  includes  a 
stnall  number  of  cases  where  the  blood  type 
of  the  mother  was  not  known  primarily  be- 
cause of  lack  of  prenatal  care.  I'he  number  of 
cases  of  actually  incompatible  mother  and 
infant  blocxl  types  amounted  to  529  or  17  per 
cent  of  all  births.  Of  the  329,  105  or  32  per 
rent  residted  in  Coombs  |JOsitive  infants;  224 
(68  per  cent)  were  Coombs  negative.  In  other 
words,  8 per  cent  of  the  potentially  incom- 
patible matings  resulted  in  Coombs  positive 
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Incomj»alil)ility 

Hemolytic  disease 
Required  exchange 
Subclinica)  disease 
Total 


O-A,  ; Rh  neg-Rh  pos  : O-B  : O-Aj  : O Rh  neg-A,  pos  ; O Rh  neg-A,  Rh  pos  : Total 
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One  case  of  fetal  hydrops  expired  heforc  exchange  transfusion  could  be  performed. 


23 

6 

82 

105 


infants.  An  analysis  of  the  Coombs  positive 
cases  is  presented  alrove. 

The  majority  of  Coombs  positive  infants, 
82  per  cent,  were  not  clinically  affected.  In 
our  terminology,  clinical  hemolytic  newborn 
di-sease  means  early  onset  of  jaundice  in  a 
Coombs  positive  infant,  specifically  within 
the  first  thirty-six  hours  of  life,  regardless  of 
the  depth  of  jaundice  or  level  of  serum 
bilirubin  attained,  with  or  without  hepato- 
splenomegaly,  anemia,  hemorrhagic,  or  neuro- 
logic manifestations.  Jaundice  developing  aft- 
er 48  hours  of  life  is  rarely  due  to  hemolytic 
disease  and  according  to  most  authorities  a 
maximal  .serum  bilirubin  level  of  15  milli- 
grams per  cent  is  to  be  considered  “physiolog- 
ic.” Hence,  “subclinical  (or  latent)  disease” 
is  reserved  for  those  Coombs  positive  infants 
of  Rh  or  ARO  incompatible  matings  in  whom 
jaundice  does  not  appear  before  the  first  48 
hours  of  life  and  bilirubin  levels  do  not  ex- 
ceed 15  milligrams  per  cent. 

Over  half  of  the  stdiclinical  cases  involved 
a type  O mother  and  type  A father  (equally 
divided  among  sul)groups  A!  and  A2).  Thir- 
ty per  cent  of  the  cases  resulted  from  O-B 
matings.  Analysis  of  the  cord  bilirubin  levels 
of  the  subclinical  cases  revealed  that  all  were 
below  3.5  milligrams  per  cent;  the  majority 
were  under  2.0  milligrams  per  cent;  only  one 
case  exceeded  3 milligrams  per  cent. 

A break-down  of  the  six  ca.ses  of  hemolytic 
disease  recpiiring  exchange  transfusion  is 
listed  below. 


1 hus,  lour  of  the  six  clinically  affected  in- 
fants requiring  exchange  transfusion  started 
out  with  cord  bilirubin  levels  above  3.5  milli- 
grams per  cent.  And  among  fifteen  affected 
infants  who  did  not  require  exchange  all  but 
two  had  cord  bilirubin  levels  below  3.5  milli- 
grams per  cent.  Expressed  statistically,  in  this 
series  of  cases,  the  probability  of  any  Coombs 
positive  infant  with  a cord  bilirubin  level 
above  3.5  milligrams  per  cent  requiring  ex- 
change was  67  per  cent;  below  3.5  milligrams 
per  cent  the  expectancy  was  13  per  cent. 
These  figures  compare  closely  with  those  of 
Wheeler  and  Ambuel,'  who  showed  that 
when  the  cord  bilirubin  exceeded  4 milli- 
grams per  cent,  80  per  cent  of  the  infants 
eventually  required  exchange;  when  less  than 
4 milligrams  per  cent,  20  per  cent  subse- 
quently required  exchange.  We  consider  cord 
blood  anemia,  erythroblastemia  and  reticulo- 
cytosis  le.ss  reliable  prognosticators  for  ulti- 
mate exchange  transfusion. 

During  1968  there  also  occurred  two  ca.ses 
of  hr’  (c)  hemolvtic  di.sease,  one  of  which 
required  exchange  transfusion.  In  addition 
six  Coombs  negative  infants  came  to  ex- 
change transfusion  because  of  non  hemolytic 
hyper  bilirubinemia.  I'liese  included  one  case 
of  aspiration  pneumonitis,  one  case  of  prema- 
turity and  two  cases  of  prematurity  and  asso- 
ciated respiratory  distress  syndrome.  In  two 
ca.ses  the  cause  was  obscure. 

In  their  three  year  search  of  20,334  preg- 
nancies for  .\R()  hemolytic  disease  Krafft  and 
Haberman-  found  that  onlv  95  infants  f>r  2.4 
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per  cent  of  the  3,921  potential  incompatibles 
were  clinically  affected.  Two  hundred  twenty- 
eight  or  70  per  cent  of  the  number  who 
demonstrated  serologic  evidence  of  ABO  iso- 
immunization by  both  Coombs  and  heat  elu- 
tion tests  showed  no  chnical  disease  and  were 
designated  cases  of  latent  isoimmunization. 
Despite  their  findings  of  relatively  high  fre- 
quency of  subclinical  cases,  they  recommend 
routine  cord  Coombs  testing  of  all  newborns. 

Zuelzer  and  Kaplan^  were  of  the  opinion 
that  in  A X O incompatible  matings  only 
subgroup  Ai  infants  are  aflected,  although  by 
our  criteria  we  encountered  five  mildly  affect- 
ed A,  infants  in  our  series.  Based  on  their 
work,  Levine*  recommended  limitation  of 
search  lor  ABO  hemolytic  disease  to  all 
group  O pregnant  women  whose  husbands 
belonged  to  group  .\i,  B and  .\jB.  Matings 
.AoB  X O were  to  be  included  because  this 
mating  is  incompatible  for  the  B factor. 

After  ten  years’  experience  with  our  own 
cord  blood  routine,  one  may  ask.  Is  it  really 
necessary  or  worthwhile?  Do  the  hoped  for 
advantages  of  early  identification  outweigh 
the  disadvantages  of  over-burdening  a labora- 
tory staff  and  nurses  and  taxing  the  patient 
financially?  Actually  it  can  be  argued  that  the 
early  identification  of  82  C<x)mbs  positive 
subclinical  cases  sened  no  useful  pur|X)se. 
The  positive  Coombs  test  report  in  these 
cases  was  of  nuisance  value  because  the 
alarmed  nursery  nurse  personnel  usually 
promptly  notified  the  attending  physcian  of 
the  report,  regardless  of  the  time  of  day  or  his 
whereabouts.  Of  course,  neither  the  pediatri- 
cian nor  the  nurses  knew  that  in  these  82 
cases  the  clinical  picture  of  hemolytic  disease 
would  never  develop.  But  all  parties  con- 
cerned kept  their  eyes  glued  for  the  first  sign 
of  jaundice,  and  the  physcian  felt  obliged  to 
inform  his  patient  of  the  potential  problem. 
The  point  remains  that  if  the  cord  blood 
examinations  had  not  been  performed  in  this 
group,  no  one  would  have  been  the  tviser  and 
the  infants  would  have  passed  through  an 
une\entful  neonatal  course  unscathed. 

Practically  speaking,  the  study  of  the  1300 


cord  blood  specimens  in  our  series  yielded  23 
cases  of  hemolytic  disease,  6 of  whom  were 
sufficiently  affected  to  require  exchange  trans- 
fusion. The  usual  hospital  laboratorv  charge 
for  a blood  typing — major  blood  group,  Rh 
and  hr’ — is  $5-  Cost  of  a Coombs  test  is  also 
$5.  Thus,  from  a financial  standpoint,  if  in- 
stead of  initially  typing  the  infant,  a Coombs 
test  had  been  performed,  the  number  of 
“profitable”  typings  could  have  been  reduced 
to  105,  resulting  in  an  overall  net  savings  of 
SI  120. 

1300  typings  @ S5  = S6500 

329  Coombs  tests  @ S5  — 1645 

S8145 

1300  Coombs  tests  @ S5  — S6500 
105  typings  @ S5  — 525 

S7025 

How  valuable  was  the  cord  blood  routine  in 
the  management  of  the  23  clinically  affected 
infants?  Restated,  what  if  there  had  been  no 
cord  blood  examinations?  All  23  infants 
woidd  have  come  to  study  by  the  second  day 
of  life  by  virtue  of  early  jaundice.  Of  the  six 
exchanged  cases,  four  had  cord  bilirubin 
levels  above  3.5  milligrams  per  cent,  which 
immediately  alerted  the  physician  to  proba- 
ble need  for  early  exchange  transfusion.  In 
the  two  Rh  incompatibility  cases  the  cord 
bilirubin  levels  were  7.2  and  11.5  and  both 
infants  were  exchanged  shortlv  after  birth. 
On  the  other  hand,  in  two  of  the  four  ABO 
cases  the  cord  blood  bilirubin  levels  of  2.2 
and  2.9  did  not  particularly  disturb  the 
physician.  Yet  the  case  with  2.9  milligrams 
per  cent  required  two  exchange  transfusions 
to  control  the  hyperbilirubinemia.  Paradox- 
ically, the  case  of  Rh  incompatibility  with 
cord  bilirubin  of  7.2  milligrams  per  cent  re- 
quired only  one  exchange  (probably  due  to 
the  earlier  timing  of  the  transfusion). 

If  attention  is  focused  onlv  on  the  se\en 

Rh  incompatibility  Coombs  positive  infants 

three  others  were  protected”  bv  concurrent 
ABO  incompatibility-five  of  them  were  clini- 
cally affected,  compared  to  only  seventeen  of 
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ninety-four  ABO  incompatible  Coombs  posi- 
tive cases.  It  appears  to  me  that  we  have  been 
sjjending  time  and  money  unwisely  and  ex- 
periencing iinw'arranted  anxiety  in  searching 
for  potentially  affected  ABO  cases  of  hemolyt- 
ic disease  with  our  cord  blood  routine.  How- 
ever, we  should  continue  with  our  time- 
honored  Rh  negative  cord  routine  bv  ]jerform- 
ing  a screening  Coombs  test.  If  positive, 
tlien  Itiliruljin  and  blood  count  determina- 
tions should  be  performed.  Obstetricians  will 
take  over  when  the  Coombs  test  is  negative 
and  the  infant  is  Rh  positive  by  offering  their 
mothers  hyperimmune  Rh  gamma  globulin. 

For  the  benefit  of  those  physicians  who  feel 
that  they  may  be  missing  a significant  num- 
ber  of  cases  of  neonatal  hemolytic  disease  by 
not  routinely  Coombs  testing  all  newborns, 
the  study  by  Krafft  and  Haberman^  provides 
relevant  data  with  respect  to  ABO  hemolytic 
disease.  Their  series  of  3921  heterospecihc 
pregancies  included  not  only  2947  cases  of 
group  O mothers  but  also  974  cases  of  other 
combinations  involving  group  A mothers 
with  B infants;  group  A mothers  with  AB 
infants;  B mothers  with  A infants;  and  B 
mothers  with  AB  infants.  Yet  of  the  toal  of  95 
clinically  affected  infants  in  the  entire  series 
only  two  of  the  mothers  did  not  belong  to 
group  ()  (mother  B,  infant  A) . 

Conclusion 

Apjjroximately  1300  cord  lilood  specimens 
selected  for  potential  blood  group  incompati- 
bility  were  studied  in  a deliberate  attempt  to 
identify  at  birth  those  infants  who  were  most 
likely  to  be  affected  l)y  Rh  or  ABO  hemolytic 
disease.  Only  23  of  105  Coombs  positive  in- 
fants were  clinically  affected,  (i  of  whom  re- 
(juired  exchange  transfusion.  Since  only  17  of 
94  ,\BO  incompatible  newborns  were  clini- 
cally affected  and  since  elimination  of  the 
information  gleaned  from  the  cord  blood  ex- 


aminations would  not  have  jeopardized  the 
management  of  the  4 ABO  cases  which  were 
treated  by  exchange  transfusion,  it  is  felt  that 
the  routine  cord  blood  study  of  the  type  O 
mother  should  be  abandoned.  It  is  also  felt 
that  routine  cord  Coombs  testing  of  all  new- 
borns would  be  a w^aste  of  time  and  money. 

However,  the  Rh  negative  mother  cord 
routine  should  be  continued,  not  only  be- 
cause the  yield  is  more  fruitful  but  because 
the  height  of  the  bilirubin  level  may  materi- 
ally influence  the  timing  of  the  therapy  and 
secondarily  the  obstetrician  requires  knowl- 
edge of  the  infant’s  Rh  type  and  Coombs  test 
in  selecting  those  mothers  who  will  benefit 
from  hyperimmune  Rh  gamma  globidin.  Par- 
enthetically, obstetricians  should  be  aware  of 
the  fact  that  when  the  mother  is  type  O Rh 
negative  and  the  infant  is  either  A Rh  posi- 
tive or  B Rh  positive,  the  Coombs,  test  may  be 
weakly  positive  (on  the  basis  of  ABO  incom- 
patibility) and  if  no  Rh  antibodies  can  be 
demonstrated  in  the  mother,  she  is  a candi- 
date for  Rh  gamma  globulin.  Finally,  it  bears 
repetition  that  the  Rh  typing  of  the  Coombs 
positive  neonate  shoidd  not  be  irrevocably 
accepted  because  many  type  as  negative  by 
virtue  of  the  blocking  (albumin)  antibody. 
There  still  is  no  substitute  for  accurate,  re- 
peated clinical  observations  and  a healthy  in- 
dex of  suspicion. 

I wish  to  acknowledge  the  able  assistance  of  Mrs. 
Barbara  Sharpley  of  the  Blood  Bank  and  Ntiss  Florence 
Davis  and  Mrs.  Barbara  Heenan  of  ihe  Medical  Records 
Departinent  in  the  preparation  of  this  manuscript. 
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Fast...long-lasting  { 
relief  of  aches 
and  pains 
of  coids  and  f iu 


with  the  unique 

timed-release 

aspirin 


Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 

For  Professional  Samples  write: 

Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 

L Dosage:  2 tablets  followed  by  1 or  2 tablets  every 

^ 8 hours  as  required,  not  to  exceed  6 tablets  in 

n 24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12.  36  and  60  tablets. 


Loridine*  LM. 

Cephaloridine 


1.5  to3Gm.  daily 

successfully  treats  many 
moderately  severe 
infections 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

> broad-spectrum  activity 

> relatively  painless  I.M.  injection 

''due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status — urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentiailly 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 
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Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Cm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


t loridine* 

y ^CEPHALORIDINE 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
( maculopapular  or  erythematous) , and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks 
no  significant  changes  were  observed  ir 
BUN,  alkaline  phosphatase,  SGOT,  retie 
ulocyte  count,  or  monocyte  count  in  thi 
blood.  No  disturbances  in  hemoglobin  o 
red-blood-cell  count  were  ascribable  to  ad 
ministration  of  Loridine.  However,  all  o 
five  nonazotemic  patients  with  chronic  bac 
teriuria  who  had  careful  renal  function  eval 
nation  before  and  after  a ten-day  course  o 
cephaloridine  in  dosages  of  2 Gm.  per  day  de 
veloped  impairment  in  free  water  clearance 

Severe,  acute  renal  failure,  in  some  case 
terminating  in  death,  has  occurred  in  a smal 
number  of  patients.  The  possi 
bility  of  this  complication  seem 
to  be  greater  in  seriously  il 
patients  given  more  than  recom 
mended  doses.  Acute  tubula 
necrosis  has  been  found  in  affect 
ed  patients  coming  to  autopsy.  Rar 
cases  of  nausea  and  vomiting  hav 
occurred.  Pain  in  association  with  in 
tramuscular  injection  was  noted  in  less  tha 
3 percent  of  patients.  In  only  one  patient  i; 
a series  of  623  was  the  route  changed  o 
this  account.  Phlebitis  at  the  site  of  intra 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— ht 
fore  administering  Loridine,  see  packag 
insert  for  details  on  dilution. 

Intramuscular  /n/ec//o;i— Loridine  is  usii 
ally  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infer 
tions  of  moderate  severity  is  500  mg.  to  1 Gir 
three  times  a day  at  equally  spaced  interval: 
Milder  and  more  susceptible  infections  hav 
been  treated  with  250  to  500  mg.  given  tw 
or  three  times  a day.  More  severe  infection 
may  be  treated  with  500  mg.  to  1 Gm.  fou 
times  a day.  A single  2-Gm.  dose  is  recom 
mended  for  the  treatment  of  acute  gonoi 
rhea.  Early  syphilis  may  be  treated  with  50 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  day: 

Although  some  clinical  experience  wit 
high  doses  for  life-threatening  condition 
has  been  reported,  it  has  been  shown  tha 
excessive  dosages  (above  4 Gm.  daily)  ma 
cause  serious  nephrotoxic  reactions.  Fc 
this  reason,  Keflin®  (sodium  cephalothir 
Lilly)  may  be  preferred  when  doses  large 
than  4 Gm.  daily  are  considered  for  life 
threatening  situations.  If  more  than  2 Gir 
of  cephaloridine  is  injected  daily,  the  patier 
should  be  under  close  clinical  observatio 
for  changes  in  renal  function  or  be  hospita 
ized.  In  addition,  reduced  dosage  should  b 
employed  in  patients  with  known  or  su; 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  mj 
per  Kg.  (15  to  25  mg.  per  pound)  of  bod 
weight,  given  in  divided  doses,  has  bee 
found  effective  for  mild  to  moderately  s< 
vere  infections.  A daily  total  of  100  mg.  pe 
Kg.  (50  mg.  per  jx>und)  of  body  weigi 
(not  to  exceed  recommended  adult  doses 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  c 
extremely  serious  infections  (such  as  ba< 
teremia)  or  when  any  infection  seems  ovei 
whelming,  intravenous  administration  ma 
be  indicated. 

Total  daily  dosages  are  the  same  as  wit 
intramuscular  injection.  For  very  suscept 
ble  organisms,  500  mg.  to  1.5  Gm.  per  da 
may  suffice;  for  less  susceptible  organisn 
and  for  serious  infections,  2 to  4 Gm.  pi 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine*  (ceph: 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubbe 
stoppered;  1 Gm.,  10-ml.  size,  rubbe 
stoppered.  [08216 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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This  is  one  of  the  very  few  (perhaps  the  only)  leiomyo- 
sarcoma of  the  gallbladder  reported  from  Xeu'  Jersey. 


Leiomyosarcoma 
Of  The  Gallbladder* 


Harry  M.  Friedland,  M.D.,  ef  al. 

Newark 

Leiomyosarcoma  of  the  gallbladder  is  exceed- 
ingly rare.  Of  seventy-two  sarcomas  of  the  gall- 
bladder collected  from  the  world  literature  by 
Riganti  and  Mieresd  only  eight  were  classified 
as  leiomyosarcomas.  Three  additional  cases 
have  been  reported  since  then.--  ^ Della- 
\’alle’  found  only  thirty-nine  malignancies  of 
the  gallljladder  among  2.S,fifi5  autopsies.  Only 
three  were  sarcoma. 

Seventy-fi\e  per  cent  of  all  cases  of  sarcoma 
of  the  gallbladder  have  occurred  in  women, 
with  a maximum  incidence  in  the  sixth 
decade.  Cholelithiasis  is  j^resent  in  eightv  per 
cent  of  the  cases.® 

It  is  difficult  to  make  the  clinical  diagnosis  of 
sarcoma  of  the  gallbladder.  Often  there  is  a 
history  of  preceding  sym|jtoms  suggestive  of 
cholelithiasis.  .Superimposed  upon  this  is  the 
ap])earance  of  a hard  mass  in  the  right  up]jer 
C]uadrant  associated  with  pain  and  weight  loss. 
Fiecjuently  the  sarcoma  attains  a very  large 
size.  On  oral  cholecystography  the  gallbladder 
does  not  usually  visualize.  However,  it  may 
attain  sufficient  size  to  exert  pressure  on  the 
stomach  or  duodenum  and  be  recognized  as  "a 
large  gallbladder  tumor”  in  a barium  meal. 
Carcinoma  does  not  usually  cause  as  much 
enlargement  of  the  gallbladder.® 

The  tumor  grows  cjuickly  and  usually  spreads 
to  neighboring  structures,  or  to  distant  organs, 
riie  (ourse  is  rapid  with  death  usually  oc- 
curring within  one  year  of  the  time  of  diag- 
nosis. 


■\n  eighty-six  year  old  woman  was  admitted  to  the 
Presbyterian  Hospital  with  a two  week  history  of  non- 
radiating right  upper  tjuadrant  pain  unrelated  to  food 
intake.  .She  had  noted  progressive  weight  loss,  dark 
urine,  and  a yellowish  discoloration  of  the  skin.  The 
gallbladder  had  not  been  visualized  at  an  oral  chole- 
cvstogram  done  one  vear  before  admission  for  c\ahia- 
tion  of  abdominal  pain. 

She  was  a well  developed,  well  nourished  female  in  no 
acute  distress.  Blootl  pressure  was  1. SO/88.  The  skin 
and  sclerae  were  icteric.  There  was  a round,  tender 
mass  in  the  right  upper  quadrant.  The  liscr  was 
slightly  enlarged;  the  spleen  was  not  palpable.  Hemo- 
globin, white  blood  count,  differential,  sedimentation 
rate,  urinalysis,  and  blood  urea  nitrogen  were  within 
normal  limits.  The  direct  acting  bilirubin  was  4.7 
and  the  total  bilirubin  0.4.  Scrum  glutamic  pynivic 
transaminase  (SC.PT)  was  94  units,  scrum  glutamic 
oxaloacetic  transaminase  was  19.S  units,  alkaline  phos- 
phatase 2r>.C)  S.I.R.  units,  cholesterol  .S.ST,  prothrombin 
time  la/lS  seconds,  and  fasting  blood  sugar  170.  .\  flat 
(dm  of  the  abdomen  was  unremarkable. 

.At  the  time  of  surgery  the  gallbladder  was  found  to  be 
very  hard  and  distended  with  multiple  stones.  The 
cystic  and  common  ducts  were  dilated  and  contained 
numerous  calculi.  The  remainder  of  the  abdominal 
examination  by  the  surgeon  was  essentially  normal. 
Routine  cholecystectomy  was  done. 

Microscopic  sections  of  the  gallbladder  wall  showed  an 
unexpected  tumor  tFigurc  H in  addition  to  acute  and 
chronic  inflammation.  The  constituent  tumor  cells 
were  large,  bizarre  and  spindly  and  frequently  giganti- 
form.  and  appeared  to  have  arisen  in  the  gallbladder 
muscularis  where  they  had  spread  to  overgrow  and 
replace  the  mucosa  of  the  body,  while  sparing  the  gall- 
bladder neck  and  attached  segment  of  cystic  duct.  In 
some  areas  they  produced  a quite  well-defined  whorled 
pattern  (Figure  2)  but  in  general  the  picture  was  of 
extreme  disorganization.  Intravascular  growth  of  the 
neoplastic  cells  was  not  present.  Tumor  necrosis  and 
hemorrhage  were  prominent  features. 

The  patient  was  readmitted  ten  months  later  because 
of  the  recurrence  of  abdominal  pain.  \ rocky-hard, 
irregular,  freely  movable  mass  about  ten  centimeters 
in  diameter  was  present  in  the  right  upper  quadrant. 

liver  scan  was  suggestive  of  infiltration  in  the  lower 
portion  of  the  liver  bv  tumor.  .She  was  treated  with 
cobalt  radiation  (ti.OOfi  rads)  with  diminution  in  size 


• From  the  United  Hospitals  of  Newark  (>«’ew  Jersey), 
where  Dr.  Friedland  is  .Assistant  in  Medicine  and 
(iastroenterology.  The  co-authors  are  Dr.  Homer  D. 
Schaaf.  who  is  attending  in  Pathology,  and  Dr.  Saul 
O.  Sobol,  who  is  attending  in  Medicine. 
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of  the  mass  and  relief  of  pain.  She  died  five  months 
later. 

•At  autopsy  a tumor  mass  was  found  in  tlic  li\er  about 
the  gallbladder  bed,  extensively  infdtrating  in  and 
about  the  thickened  junction  of  the  common  hepatic 
and  common  hile  ducts,  the  proximal  duodenum,  the 
pylorus  and  antrum  of  the  stomach,  and  hepatic  flexure 
of  the  colon.  Considerahle  tumor  necrosis,  especially  in 
the  liver  mass,  was  present. 


Figure  1— Section  through  gallhladdcr  wall  showing 
tumor  arising  from  muscularis  (lOOx) 


Figtire  2— Section  of  tumor  showing  whorled.  spindly 
pattern  rdaO.x) 


The  clinical  picture  presented  by  this  jtatient 
is  fairly  typical  of  sarcoma  of  the  gallbladder 
except  lor  the  relatively  small  size  of  the 
tumoi  at  the  time  of  exploration.  No  evidence 
of  malignancy  or  metastasis  yvas  present  at 
surgery.  The  tumor  yvas  first  discovered  yvhen 

■IKS  Mt.  Prr 


the  histologic  sections  yvere  examined.  The 
patient’s  symptoms  yvere  undoubtedly  caused 
by  the  stones  in  the  cystic  and  common  bile 
ducts. 

Histologically,  sarcoma  of  the  gallbladder  can 
exist  in  undifferentiated  or  differentiated  cell 
forms.  The  undifferentiated  form  is  more 
common,  occurring  in  about  seventy  per  cent 
of  the  reported  cases.  Frequently  it  is  difficult 
to  distinguish  betyveen  undifferentiated  sar- 
comas and  spindle  cell  carcinomas.  Tumors 
recognized  as  being  of  muscle  origin  are  the 
more  frequent  fonn  of  differentiated  sarcoma, 
ivitli  eleyen  cases  of  leiomyosarcoma  of  the 
gallliladder  rejiorted  in  the  yvorld  literature. 

The  better  differentiated  areas  of  tumor  in 
this  patient  resemble  that  seen  in  an  ordinary 
cellular  uterine  leiomyoma.  Tissue  of  muscle 
origin  is  readily  apparent  yvith  the  Masson 
trichrome  stain. 

Edmondson'  has  described  a rhabdomyosar- 
coma of  the  gallbladder  that  contained  areas 
of  eosinophilic  cytoplasm  yvith  cross  striations. 
No  cross  striations  are  found  in  this  present 
case  despite  extensive  sectioning  and  the  use 
of  PTAH  and  iron  hematoxylin  stains. 
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Here  is  an  unusual,  often  misdiagnosed  syndrome 
needing  cooperation  among  the  dermatologist,  the 
neurologist,  the  dentist,  the  pathologist,  and  the 
radiologist. 


Basal  Cell  Nevus  Syndrome* 

A Report  Of  Two  Cases  And  A Review  Of  The  Literature 


Richard  A.  Hurwitz,  M.D./Jersey  City 

The  basal  cell  nevus  syndrome  is  a triad  of 
defects  that  include  midtiple  basal  cell  nevi, 
skeletal  malformations  and  mandibular  cysts. 
These  individuals  possess  changes  in  the  cen- 
tral nervous  system,  soft  tissues,  ocular  region, 
cutaneous,  osseous,  and  facial  areas  of  the 
body.  Earliest  manifestations  of  the  synclnmie 
may  be  in  the  detection  of  single  or  multiple 
basal  cell  nevi  scattered  throughout  the  body 
especially  on  the  face  or  about  the  eyes,  nose, 
and  cheeks.  At  times  these  basal  cell  nevi  may 
be  the  last  distinct  entity  to  be  determined 
clinically  while  the  other  systems  have  previ- 
ously demonstrated  changes  compatible  with 
the  entire  basal  cell  ne\  us  syndrome. 

The  two  cases  below  described  are  to  be  now 
added  to  the  literature.  In  one  a unicjue  and 
previously  unreported  calcifying  non-odon- 
togentic  myxoma  was  found  at  surger\. 

Case  1 

I lie  paiient  is  a 1!)  veai-old  male  rcfeircd  to  the 
dental  service  with  a feeling  of  pressure  on  the  right 
side  of  the  face  associated  with  a foul  taste  in  the 
mouth.  In  the  dental  clinic  radiographs  were  obtained 
and  a maudihular  right  impacted  third  molar  tootli 
was  noted.  I'his  was  asswiated  with  a dentigerous  cyst. 
X-ra)s  also  revealed  a dense  opacification  ol  the  left 
antrum  associated  with  definite  enlargement  and  ex- 
[lansion  of  this  structure. 

I’lior  to  his  entry  into  the  militarv  service,  a large 
dentigerous  cyst  was  surgically  removed  by  an  oral 
surgeon  from  the  right  mandibular  ascending  ramus. 
1 he  pathologist  reported  this  as  an  inllamed  follicular 
cyst  associated  with  a mandibular  right  second  molar 
tooth.  few  months  later  another  cvstic  lesion  was 
surgically  removed  from  the  left  ascending  mandibular 
ramus  with  an  impacted  mandibular  left  third  molar 
tooth.  Here  the  pathologist  reported  a severely  in- 
flamed follicular  cyst  associatetl  with  an  impacted 
mandibular  left  third  molar.  .A  few  years  later,  while 


in  the  armed  services,  a mandibular  right  impacted 
third  molar  tooth  which  was  associated  with  a dentiger- 
ous cyst  and  a maxillary  right  third  molar  tooth,  was 
surgically  removed.  The  mandibular  operative  site 
healed  uneventfully,  but  the  patient  experienced 
mucopurulent  discharge  from  the  maxillary  operative 
site.  It  was  concluded  that  he  had  a draining  oro- 
antral  fistula  of  the  right  posterior  maxilla  which  was 
associated  with  a large  dentigerous  cyst  which  was 
occupying  the  entire  right  antrum. 

Shortly  after  this,  examination  rcvealerl  a well  <lc- 
\eloped.  well  iiouristied  111  year-old  caiuasiaii  male 
ill  no  acute  distress.  He  had  a marked  pert  us  exaix’{i- 
him.  riiere  was  a slight  facial  as\mmetrv  on  the  lelt 
side.  Intra-oral  examination  demonstrated  a draining 
oro  antral  fistulous  tract  in  the  right  posterior  maxil- 
lary tuberosity  area.  Intra-oral  palpation  of  the  left 
side  revealed  a marked  expansion  of  the  left  lateral 
antral  wall. 

Chest  x-ray  confirmed  marked  pcrhis  rxcavalum.  Mul- 
tiple bifid  ribs  were  also  demonstrated  and  a spina 
bifida  involving  the  upper  thoracic  vertebral  column 
Was  pre.sent.  The  Water’s  view  and  laminagrams  of 
the  antral  regions  disclosed  a markedly  expanded 
densely  opacified  left  maxillary  antrum.  The  right 
antrum  was  replaced  by  a c\stic  lesion  associated  with 
an  impacted  molar  tooth  which  had  been  displaced 
upward  to  the  floor  of  the  right  orbit.  Skull  films 
showed  calcification  ol  the  petro-clinoid  ligament.  He 
hatl  several  small  elevated  growths  on  the  face,  which 
included  both  pigmeirted  and  unpigmented.  Punch 
biopsy  of  the  lesions  on  the  face  were  reiiortcxl  as 
indicating  basal  cell  carcinoma. 

,\  Cauldwell-Luc  procedure  was  performed  on  the 
patient’s  left  antrum  and  a calcifying  non-odontogenic 
mvxoma  was  surgicallv  rc’inoved,  along  with  the  im- 
pacted maxillary  left  third  molar.  This  calcifying 
non-odontogenic  myxoma  is  a relativelv  innocuous 
lesion  without  the  usual  infiltrating  potential  of  a true 
myxoma. 

.\  Cauhlwell-Luc  procedure  was  done  on  the  right 
antrum  and  a large  dentigerous  cyst  was  enucleated. 
I'he  associated  maxillary  right  second  molar  was  re- 
moved. Following  this  procedure  the  patient  had 
repeated  episodes  of  facial  swelling  with  mucopurulent 
discharge.  .A  second  Cauldwell-Luc  procedure  was  per 
formed  on  the  left  maxillary  sinus.  On  this  occasion 
purulent  granulation  tissue  was  removed  from  this 
area.  The  patient  had  daily  sinus  irrigations  which 
resulted  in  a gradual  but  definite  clearing  of  the  sinus. 

Diagnosis  was  basal  cell  nevus  syndrome. 

‘From  the  Department  of  Radiology,  Christ  Hospital, 
Jersey  City,  New  Jersey, 
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Case  I,  Figure  1 


Case  I,  Figure  2 


I Ills  HI  \e,ii-('l(l  Kiiiiit  (k■lll()ll^l^alc(l  dians’es  of  basal 
(cll  iu  \ us  s\  lull 'line.  On  the  c hest  x-ray  iniilti|)le  bifid 
ribs  and  lili  anoiiiolics  rvere  prc'senl.  Flic  bilid  ribs 
are  ai  rowed.  .\  ecntial  arrow  depicts  a spinal  bilida 
occnlla  wliicli  is  in  llie  upper  iboraeic  region.  Fatcral 
rhesi  x-rav  willi  the  arroev,  points  to  ;i  prominent 
jir<  llis  I'xavi'iituiu . 


Case  I,  Figure  3 

.‘V  lateral  tomograiti  through  the  right  antral  region. 
The  arrow  indicates  the  tooth  which  is  in  the  dentiger- 
ous cyst  present  in  the  antrum  on  the  right  side. 


Case  I,  Figure  4 


The  ,4P  laminogram  in  the  \Vater’s  facial  position 
demonstrates  the  changes  in  the  antral  regions  bi- 
laterally. Fhe  tooth  in  the  dentigerous  evst  in  the  right 
maxillarv  region  is  arrowed.  Fhe  heacy  calcified  mass 
lesion  with  the  expansion  of  the  left  antrum  is  noted 
on  this  view.  Fhe  left  antral  lesion  was  a calcified  non- 
odontogenic myxoma. 


Case  1,  Figure 

,\  lateral  laminogram  of  the  left  antrum  shows  the 
expansion  of  the  antral  wall  |>ost<'rioi  1\ . f he  wall  is 
thin  and  eggshell-like  in  sinulure.  Fhe  lieacs  calcified 
components  of  the  tumor  in  the  anirtim  are  easily 
identified. 
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Case  2 


This  is  a 1!)  scar-old  male  arms  pi  irate  admitted  loi 
extraction  of  remaining  maxillarv  tcctli  and  carious 
teetli  of  the  inandihle.  The  patient  had  a past  history 
of  neglect  of  the  dentition  with  poor  oral  hygiene. 
This  was  confirmed  hv  examination  of  the  oral  casity, 
which  disclosed  multiple  cations  teeth  of  both  mandi- 
hle  and  maxilla.  I he  right  maxillary  permanent  cuspid 
and  the  left  mandibular  permanent  tnspid  teeth  were 
absent.  Ihe  deciduous  cus]nds  were  still  present.  The 
young  man  had  a relatiselv  large  head,  with  a com- 
jrlete  hriilging  of  the  csebrows  across  ihc  midline  with 
hair.  Fxaminatiou  of  the  chest  resealtd  a pectus 
excavaturn.  .Multijtle  ne\i  were  seen  on  the  face. 

Chest  x-tavs  indicated  a periiis  excavalum  with  mtil 
tiple  rib  anomalies.  Muhijtle  cvstic  aretis  were  present 
within  the  mandible,  as  seen  on  mandibular  films. 
.\s.sociated  impacted  teeth  were  also  noted. 

■After  a review  of  the  chest  and  jasv  radiogra()hs.  the 
patient  svas  esaluated  for  a basal  cell  nevus  ssndrome. 
Initial  dermatologic  consultation  did  tint  res  cal  ans 
basal  cell  carcinomas.  second  cemsuittuiou  svas  ob- 
tained after  prodding  by  the  radiology  and  dental 
sersice.  .At  this  time  Isvo  small  basal  cell  carcinomas 
ss'crc  rciRosed  from  the  dorsum  of  the  [latieni  in  the 
thoracic  region. 

•At  surgery,  cysts  and  associated  imjtacted  teeth  sverc 
remoseti.  The  evsts  svere  subsct|uentls  diagnosed  as 
keratocysts.  In  the  csstic  areas  a thick  cretimv  keratin 
matciial  ss’as  remosed.  .All  of  the  csstic  regions  con- 


Case  II,  Figure  I 


.Multiple  bifid  ribs  are  present  on  the  chetst  examina- 
tion studs.  1 he  scapulae  maintain  a high  position  and 
at  ssill  could  clinically  be  dislocated.  .A  lateral  chest 
X ras  not  herein  demonstrated  also  depicted  a distinct 
and  jtrominent  pectus  excrn'iituiii. 


( iase  II.  I-  igure  2 

.A  hileral  skull  examination.  I he  across  p.iiius  to 
|)etrous  clinoiti  ligament  calc  ilicalion.  Note  the  peculiar 
stinctnre  to  Ihe  calsariiim  sshich  indicates  at  one  lime 
that  there  svas  premainte  closure  ol  the  cranial  sutures. 


Case  If.  Figure  3 

Seseral  lucent  regions  in  the  mandible  sveie  present 
bilaierallv.  1 hes  contained  biinl  sclerotic  borders  and 
at  singers  were  identified  as  lallv  containing  tumors. 
I’alhologic  report  indicaled  keratin  containing  Inmois. 


Case  II,  Figure  4 

An  oblicjne  sicsv  shosvs  to  better  adsantage  the  faint 
sclerotic  border  surrounding  the  cystic  lucent  change 
in  the  mandible.  I he  superior  arrow  ])oints  to  caiies. 
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lained  ihis  crcaniv  material,  l-ixc  siuli  small  kerato- 
rysts  weie  removed  from  the  mandible  timi  maxilla. 

FoMowino;  the  surgical  procedure  there  was  good  heal- 
ing of  the  extraction  and  cystectomy  regions  in  the 
oial  cavity.  The  healing  progressed  satisfactorily.  'Fhe 
(ombinatiou  of  multiple  cysts  of  the  jaws,  basal  cell 
carcinoma,  and  skeletal  anomalies  all  were  compatible 
with  the  diagnosis  of  basal  cell  nevtis  syndrome. 

I'he  interesting  facet  of  this  case  is  that  clini- 
cally at  the  outset,  with  multiple  skeletal 
anomalies  and  cystic  lesions  of  the  mandible 
and  maxilla  being  present,  a presumptive 
diagnosis  of  basal  cell  nevus  syndrome  was 
made.  Corroborative  evidence  was,  at  first, 
not  obtained.  It  was  onlv  with  persistence, 
because  of  the  clinical  findings,  that  a further 
search  by  the  dermatologist  revealed  the  pres- 
erice  of  basal  cell  carcinomas. 

This  syndrome  was  first  described  by  Bink- 
ley^ in  1951.  Evidence  indicates  that  this  is  a 
heritable  disorder.  It  may  be  related  to  other 
neoplasms.  In  this  syndrome,  there  are  pro- 
gressively large  numbers  of  basal  cell  tumors 
appearing  on  the'  skin  over  the  years,  begin- 
ning even  in  childhood.  Major  systems  or 
organs  in  which  defects  base  been  noted  are 
the  cutaneous,  osseous,  opthahnalogic,  and 
central  nervous  systems. 

It  is  believed  that  the  dominance  is  highly 
penetrant  and  of  random  distribution.  It  is 
still  considered  anto,somal,  however,  as  it  ap- 
j)ears  to  have  no  particular  affinity  for  either 
sex.  Taking  a family  history  may  be  useful 
before  making  diagnosis  of  basal  cell  nevus 
syndrome. 

The  term  nevus  should  be  used  to  report  a 
congenital  abnormal  growth  of  cells  present 
at  birth  or  their  anlage.  1 his,  of  course,  ex- 
cludes basal  cell  tumors  which  have  been  ac- 
cjuired  through  actinic,  exjeosure,  although 
their  pathologic  a])j)carance  is  similar.  ,\t 
times,  multijde  basal  cell  nevi  are  present.  It 
may  be  difficidt  to  identify  a basal  cell  tumor 
in  a patient  even  alter  careful  search.  Howev- 
er, with  the  multiple  findings  in  the  other 
major  systems,  a diagnosis  which  may  be  ten- 
tative at  best,  can  be  later  supported  with  the 
development  ol  basal  cell  nevi,  (singly  or  in 


multiple  regions)  throughout  the  skin  sur- 
face. Basal  cell  epitheliomas  may  occur  in 
childhood,  but  ordinarily  they  become 
manifest  about  the  time  of  puberty  or  in  the 
last  half  of  the  second  or  first  half  of  the 
third  decades. 

A characteristic  facies  appears  to  be  part  of 
the  syndrome  but  need  not  be  present  in 
every'  case.  This  is  produced  by  “bossing”  of 
the  parietal  and  frontal  bonds  which  is  quite 
marked  and  gives  the  skull  a pagetoid  ap- 
pearance, with  well  developed  supraorbital 
ridges  which  results  in  a sunken  appearance 
to  the  eyes.  A true  ocular  hypertelorism  may 
be  present  in  association  with  a broad  nasal 
base.  Mandibular  and  maxillary  cysts  are  al- 
most as  constant  a defect  as  the  basal  cell 
tumors  are  in  this  syndrome.  They  may 
antedate  the  development  of  the  cutaneous 
lesions  by  several  years  and  they  may  be  diffi- 
cult to  locate. 

Palmar  dyskeratosis  has  also  been  described. 
The  nevi  are  usually  numerous  and  have  a 
flesh  colored  to  brownish  colored  nodulation 
on  the  face  and  trunk.  The  basal  cell  nevus 
exhibits  a wide  diversity  of  histopathologic 
appearances,  with  the  entire  spectrum  rang- 
ing from  that  of  a distinct  aggressive  ulcer- 
ating basal  cell  carcinoma  to  that  of  a benign 
adnexal  tumor.  .A  characterisitc  palmar- 
plantar  dyskeratosis  has  been  noted  in  several 
patients.  These  are  punctate  lesions,  the  cen- 
tral core  of  which  falls  out,  leaving  a well 
circumscribed  rather  red  purplish  depression. 

The  skeletal  system  is  significantly  involved. 
The  most  common  anomaly  is  bifurcated  rib. 
This  may  involve  several  ribs  or  mav  be 
bilateral.  Kyphoscoliosis  and  spina  bifida 
may  also  be  noted.  Synostoses  of  the  ribs. 
])artial  agenesis  and  cervical  rudimentry  ribs 
are  sometimes  found  in  the  vertebral  column. 
Shortening  of  the  metacarpals  (brachymeta- 
carpalism)  has  been  identified.  This  may  pro- 
duce a dimple  instead  of  a knuckle  clinically 
when  the  hand  is  completely  flexed  into  the 
fist  position. 
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In\  ariably,  all  these  patients  will  demonstrate 
odontogenic  tumors.  Jaw  cysts  appear  to  be  a 
constant  feature  in  this  syndrome.  1 hey  are 
usually  classified  as  primordial  cysts  or  odon- 
togenic keratocysts.  One  of  the  present  cases, 
a calcifying  non-odontogenic  myxoma  is 
being  reported  for  the  first  time.  Defective 
dentition  characterized  by  markedly  carious 
and  misshapen  permanent  teeth  that  require 
early  extraction  is  also  present.  Central  ner- 
vous system  changes  may  include  mental  re- 
tardation. Electroencephalographic  changes 
have  been  described.  Calcification  of  the 
dura,  agenesis  of  the  corpus  callosum  and 
medulloblastomas  have  also  occurred. 

Patients  with  the  basal  cell  nevus  syndrome 
share  certain  clinical  and  metal)olic  features 
with  other  persons  who  have  pseudohy- 
pojjarathyroidism.  These  findings  with  pa- 
tients who  have  round  facies,  short  digits, 
mental  retardation,  ami  un-responsiveness  to 
parathyroid  extract  (pseudohypoparathy- 
roidism) in  the  basal  cell  nevi-jaw  cyst  syn- 
drome link  these  two  defects.  I'he  short 
stature,  however,  is  not  an  essential  or  pa- 
thognomic  finding. 

Other  findings  include  keloid,  stiperntimerary 
nipple,  polydactyly,  arachnodactyly,  syndacty- 
h,  oligodactyly,  acrocyanosis,  hypohidrosis, 
inguinal  hernia,  congenital  cataract,  de- 
formed clavicle,  pes  planus,  deformed  scapu- 


la, cleft  lip,  kidney  malformations,  and  mal- 
rotation  of  the  bowel. 

Summary 

The  basal  cell  nevus  syndrome  is  a clinical 
triad  with  osseous  involvement,  mandibular 
odontogenic  cysts,  and  basal  cell  nevi.  All  of 
the  components  of  the  syndrome  may  be 
present  at  any  one  time  but  the  development 
of  nevi  may  lag  behind  the  appearance  of 
abnormalities  in  other  body  systems.  Diagno- 
sis depends  on  the  roentgenographic  demon- 
stration of  osseous  abnormalities,  plus  clinical 
correlation  with  the  superficial  defects  that 
the  patient  may  have,  and  a positive  patholo- 
gic diagnosis  ol  basal  cell  nevi. 
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176  Palisade  Avenue 


Blood  Is  Life— Pass  It  On 


This  is  the  title  of  a new  film  which  asks: 
“Do  you  live  in  a closed  cube  when  it  comes 
to  knowing  about  blood?’’  The  jjatient  or 
layman  is  reminded  that  he  may  have  some 
second  thoughts  about  the  world  around  him 
and  the  attitudes  of  those  tvho  have  never 
donated  blood,  after  seeing  this  nets’,  llmrin- 
ute  color  film.  Using  a special  technic  that 
])uts  you  at  the  scene,  the  film  makers  caj> 


tured  the  essence  of  the  confusion  and  misun- 
derstanding that  inhibits  many  people  from 
donating  blood.  The  film  shows  actual  blood 
donation,  how  simple  it  is,  and  the  time  it 
takes.  The  film  has  already  tvon  the  Silver 
Medal  at  the  Nets’  York  International  Film 
and  TV’  Festival  for  1970,  and  stands  ready  to 
provide  a strong  tool  for  motivation  of  new 
donors. 


NOE.  68-NUMBER  3-MARCH,  1971 


211 


IF  MORE  MEN  CRIED 
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ct  al.  (eds.):  Harrison’s  Princi))les  of  Internal  Medicine, 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1' 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  ITo 
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Saunders  Company,  1951,  p.  384. 


Big  boys  don’t  cry.  If  more  men  crie 
maybe  fewer  would  wind  up  with  duoden, 
ulcers.  But  men  will  be  men— the  sum  total 
their  genes  and  what  th( 
are  taught.  Schottstae 
observes  that  when 
mother  admonishes  h 
son  who  has  hurt  himse 
that  big  boys  don’t  cry,  s' 
is  teaching  hi 
stoicism.^  Crying  is  t 
negation  of  everythii 
society  thinks  of  as  man! 
A boy  starts  defending  I 
manhood  at  an  early  a| 


Take  away  strei 
you  can  take  away  sympton 
There  is  no  question  that  stress  plays 
role  in  the  etiology  of  duodenal  ulce 
Alvarez^  observes  that  many  a man  with  ; 
ulcer  loses  his  symptoms  the  day  he  shuts  ' 
the  office  and  starts  out  on  a vacation.  T 
problem  is,  the  type  of  man  likely  to  have  . 
ulcer  is  the  type  least  likely  to  take  lo; 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action 
Librax.®  For  most  patients,  the  rest  cure 
as  unrealistic  as  it  is  desirable.  Still,  t 
stress  factor  must  be  dealt  with.  And  he 
is  where  the  dual  action  of  adjunctive  Libr 
can  help.  Librax  is  the  only  drug  that  co: 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”^ 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 
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les  the  tranquilizing 
tion  of  Librium® 
hlordiazepoxide 
11)  with  the  potent 
ticholinergic 
tion  of  Quarzarf 
idinium  Br). 


Protects  man  from  his  own  hungry  per- 
nality.  The  action  of  Librium  reduces 
xiety — helps  protect  the  vulnerable  patient 
Dm  the  psychological  overreaction  to  stress 
at  clutches  his  stomach.  At  the  same  time, 
e action  of  Quarzan  helps  quiet  the  hyper- 
tive  gut,  decreasing  hypermotility  and 
persecretion. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucomaj 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 


An  inner  healing  environment  with  1 
2 capsules,  3 or  4 times  daily.  Of  course, 
jere’s  more  to  the  treatment  of  duodenal 
Izev  than  a prescription  for  Librax.  The  pa- 
mt — with  your  guidance — will  have  to  ad- 
st  to  a different  pattern  of  living  if  treat- 
mt  is  to  succeed.  During  this  adjustment 
riod,  1 or  2 capsules  of  Librax  3 or  4 times 
ily  can  help  establish  a desirable  environ- 
3nt  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
'dit  it  can  usually  make  it  easier  for  men  to 
■)pe  with  the  discomfort  of  stress— both 


Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 


in  the  treatment  of 
duodenal  ulcer 
-r  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Someone 

acutely  ill 
needs  this 

fieri. 


It’s  available  because  of  Medicentei 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  ac 
care  facilities.  A professional  medical  staff  supervi 
all  recuperative  care  under  the  direct  orders  of  each 
tient’s  personal  physician.  Room  rates  are  nominal 
about  one-half  the  cost  of  general  hospitals.  And  the  | 
a growing  list  of  insurance  companies  that  already  prov 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  communi; 
health  care  system.  Get  to  know  the  Medicenter  soon.  Y < 
visit  or  inquiry  is  welcome  anytime. 


nice  Place  to  §et  VPell 


Medicenter  of  America  / Lakewood  • Neptune,  New  Jersey 


Cholecyslocolic  fistulae  are  rarely  reported,  yet  they  are 
recognizable  and  their  diagnosis  may  save  lives. 


Diagnosis  Of  A Cholecystocolic 
Fistula  By  Sigmoidoscopy 
And  Serendipity* 


John  A.  lanacone,  M.D.  and 
George  L.  Becker,  Sr.,  M.D. /Paterson 

I his  report  ol  a ( holecystot  olic  fistula  should 
focus  the  doctor’s  attention  on  a serendipitous 
finding.  This  led  to  a final  diagnosis  which 
facilitated  pre-operative  preparation  and 
treatment.  It  reminds  us  all  to  he  on  the 
alert  for  just  such  unusual  and  important 
features  since  most  of  these  fistulae  are  not 
diagnosed  prior  to  surgery. 

Internal  biliar%'  fistidae  imolving  the  gastro- 
intestinal tract  are  not  rare,  yet  relatively  few 
cases  have  been  reported  throughout  the 
world.  Most  of  the  reported  cases  are  in 
older  individuals  and  are  reported  by  the 
larger  clinics  rather  than  in  private  surgical 
practice.-  The  disability  caused  by  these 
fistulae  is  often  best  treated  by  surgical  cor- 
rection even  though  the  mortality  rate  is  far 
greater  than  in  those  patients  recpuring  un- 
complicated cholecystectomy.  Irreversible 
changes  may  take  place  in  the  liver  causing 
these  patients  to  be  poor  operative  risks.^  We 
do  not  know  the  actual  frequency  of  biliary 
enteric  fistulae  and,  in  particular,  we  do  not 
know  how  many  are  discovered  by  the  proc- 
tologist f'as  happened  in  this  case)  but  the 
incidence  must  be  rising  because  of  the  in- 
creasing longevity  of  our  population  and 
increasing  incidence  of  biliary  calculi. 

.\t  the  Mayo  Clinic  in  a five  year  period 
(194.5  to  1950)  84  patients  were  operated 
upon.  This  represents  0.86  per  cent  of  the 
total  patients  treated  surgically  for  biliary 


tract  disease.  At  the  New  York  Hospital, 
Cornell  Medical  Center,  in  a 24  year  period 
(1932  to  1956)  40  cases  were  encountered  in 
over  4,500  patients  treated  for  biliary  tract 
disease.^  In  one  report*  the  incidence  of 
biliary  enteric  fistulae  was  cited  as  0.3  per 
cent  of  autopsies  of  persons  50  years  of  age 
and  o\er.  In  another  series,^  the  pre-operative 
diagnosis  was  made  in  only  two  of  153  cases 
of  cholecystoenteric  fistidae. 

Diagnosis  of  internal  biliary  fistidae  is  not 
usually  made  prior  to  surgery  but  often  only 
at  surgery  or  autopsy.  The  jiassage  of  a gall- 
stone per  atuun  suggests  an  abnormal  outlet 
from  the  gallltladder.  The  x-ray  visualization 
of  air  in  the  biliary  tree  is  an  important  find- 
ing in  noting  an  abnonnal  connection  be- 
tween the  biliary  tree  and  the  gastrointestinal 
tract.  However,  the  possibility  of  air  pro- 
ducing bacteria  in  the  biliary  tree  must  be 
considered.  The  pathognomonic  finding  of 
pre-operative  cholecystotolic  fistula  is  the 
passage  of  barium  into  the  biliary  tree  follow- 
ing barium  enemata.  Vet,  the  tract  may  not 
Msuali/e  as  ha|)pened  in  the  present  case 
report.  It  was  thought  that  the  small  opening 
with  possible  edema  prevented  the  barium 
from  entering  into  the  biliary  tree  but  the 
x-ray  did  cast  a shadow  which  presented  a 
funnel  effect.  In  a Connecticut  case®  it  was 
thought  that  a large  mass  of  granulation 

•From  the  Department  of  Surgery,  Paterson  General 
Ho.spital,  Paterson.  New  Jersey.  This  paper  was  read 
by  invitation  at  the  Northeastern  Proctological  Con- 
ference in  .Atlantic  City,  October  30-31,  1969. 
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Jt  was  thought  at  one  time  that  biliary  enteric 
fistulae  were  pathological  curiosities  but  we 
now  consider  them  a lile  sa\  ing  process  after 
perforaticm  of  a gallbladtler  since  fatal  bile 
peritonitis  could  occur  with  discharge  into 
the  free  peritoneal  cavitv. 

Conclusion 

I he  diagnosis  of  a cbolecystocolic  listula  is 
rare  and  not  usually  made  pre-operatively. 
1 he  only  pathognomonic  sign  is  its  finding 
by  barium  enema  x-ray.  Since  this  finding 


may  not  oe  demonstrated,  this  serious  possi- 
bility should  be  considered  regardless  of  the 
presence  or  absence  of  signs  and  symptoms 
referable  to  such  an  entity.  The  case  here 
presented  with  the  discovery  of  a gallstone  by 
sigmoidoscopic  examination  alerts  one  to  the 
increasing  need  of  vigilance  at  all  times. 
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Radio  Service  For  Physicians 


1 lie  federal  Commuuieaiioii.s  (iommis.sion 
has  ajiproved  an  ajrplieatiou  for  local  medi- 
tal  societies  to  ojierate  special  emergenev  ra- 
dio services  for  their  members.  These  hook- 
ups could  can-y  only  messages  relating  to  the 
salety  of  life  or  urgent  medical  duties  of 
users.  .Such  emergency  radio  service  must  be 
coo])eiati\e,  with  members  ;issessed  pro  roUt 
sbares  for  cost  of  operation.  ,\t  present  indi- 
vidual physicians  have  been  allowed  to  u.se 
emergency  radio  frec|uencies  and  to  lorm 
groups  ol  physicians  for  such  hookups,  but 
.societies  representing  all  phvsiciiins  in  an 
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area  have  been  restricted  by  FCXl  regulations. 
In  its  new  ruling  the  FCC  explained  that: 
“ Fhere  is  merit  in  the  plan  to  use  these  sta- 
tions on  a coordinated  basis  with  telephone 
answering  services  now  operated  by  medical 
societies  and  to  disjiatch  messages  from  cen- 
tral ]K)ints  where  societv  records  are  readily 
available  to  assist  in  locating  a physician 


when  ctdlecl.  . . . Fhe  projicxsal  gives  promise 
of  fostei  ing  o|)|)ortunities  for  service  in  rural 
regions.  . . . This  also  permits  the  establish- 
ment of  |)arallel  svstems  for  emergency  com- 
munications . . . icsr  use  in  national  crises.” 


I Ilf  )C)t  R\  AI  OF  1111  MFDUM  SOCIE  FY  OF  \F\V  IF.RSFV 
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Communicating  hydrocephalus  is  a not  uncommon, 
hut  rarelv  thought  of,  factor  in  progressive  memory 
defect  and  confusion  of  the  pre-senile 


Cerebral  Arteriosclerosis 

A Non-Cause  Of  Dementia 


Matthew  Menken,  M.D./New  Brunswick 

Impairment  of  intellectual  function  in 
middle  ami  late  adult  life  often  occurs  in 
the  absence  of  other  ajjparent  neurologic 
signs  and  symptoms.  Such  patients  are  dif- 
ficult to  evaluate  clinically,  and  ancillary 
tests  (such  as  a brain  scan  and  electroen- 
cejrhalogram)  seldom  offer  much  guidance. 
In  recent  years  clinical  and  neuropathologic 
studies  have  shed  some  light  on  the  morbid 
process  that  accounts  for  the  clinical  [)icture 
in  most  instances.  From  these,  it  is  a])jj:irent 
that  the  clinical  label  most  fretpicmly  used, 
cerebral  arteriosclerosis,  is  often  without  justi- 
fication.' Because  the  clinical  histories  are 
often  stereotyjx;d,  a hypothetical  case  presen- 
tation is  included  as  a paradigm. 

•\  ()2  year-old  man  has  been  under  the  (are 
of  his  physi(  ian  lor  several  years  with  a mod- 
est degree  of  hypertension,  usually  in  the 
range  of  150/100.  He  has  an  abnormal  glu- 
cose tolerance  test  and  a mildly  elevated  ])ost- 
prandial  blood  sugar.  Over  the  past  two  or 
three  years,  his  family  has  noted  a progressive 
loss  of  memory,  worse  in  the  last  few  months. 
Recently  he  has  become  suspicious,  with- 
drawn, and  repetitise  in  conversation. 

“He  seems  to  be  living  in  the  past"  and,  in 
lay  terms,  he  is  frankly  senile.  The  general 
physical  examination  is  normal,  except  for 
mild  hypertension  and  cardiomegaly.  lire 
patient  cannot  give  the  correct  year,  or  name 
of  the  president.  He  categorically  denies  that 
there  is  anything  wrong  with  his  memory. 
He  jokes  that  he  is  “not  nuts,’’  or  says  that  he 
“does  not  lollow  politics.”  He  mav  become 


angry  with  the  examiner.  Further  tests  of 
mental  function  reveal  a shortened  attention 
span,  inability  to  abstract  as  in  (alculation, 
poor  judgment,  and,  most  prominently,  an 
impaired  ability  to  learn  new  information. 
There  are  no  cranial  nerve,  motor,  or  sensory 
deficits  and  the  deep  tendon  reflexes  are  nor- 
mal or  slightly  exaggerated;  there  are  no 
]>athologic  reflex  signs. 

I'hese  palietits  have  generallv  been  labeled 
“cerebral  arteriosclerosis,”  the  implication 
being  that  arteriosclerosis,  diabetes,  and  hy- 
pertension have  reduced  cerebral  bl(K)d  (low, 
with  or  without  .small  strokes,  and  have  pro- 
duced the  clinital  picture.  5et,  in  the  major- 
ity of  the  cases  when  the  brains  of  such  pa- 
tients are  examined  at  post-mortem,  the 
jiathologic  process  is  that  of  pre-senile  demen- 
tia (.\l/heimcr's  disease)-. 

Fhc  arbitrary  age  cut  off  of  ()5  for  this 
disease  is  without  anv  clinical  usefulness,  be- 
cause older  patients  with  the  same  history 
have  exactly  the  same  pathologic  proce.ss, 
which  is  then  called  setiile  dementia.  Fhe 
brain  is  atrophic  and  microscopically  shows 
senile  placpies  and  neurofibrillary  tangles. 

Possible  causes  of  demenlia  are  many  and 
include  endocrine  disturbances,  metabolic  de- 
rangements, and  various  ma.ss  lesions  (bi- 
lateral subdural  hematomas  being  the  entity 
most  frecjuently  mentioned  in  this  connec- 
tiem).  Occasionally  a retarded  depre.ssion 
presents  as  a pseudo-dementia.  Nonetheless, 
these  causes  are  cpiite  unusual  with  the  his- 
tory presented  above. 

* From  ihe  Micldlc.scx  C.eiicral  and  .St.  Peter's  Hos- 
pitals. New  Brunswick,  .New  jersey,  and  Princeton 
ilosi)ital,  Princeton. 
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Dementia  on  the  basis  of  many  “small 
strokes,”  without  appropriate  history  or 
demonstrable  evidence  on  examination  of  in- 
\olvement  of  the  bulbar,  motor,  or  sensory 
patlnvays,  is  exceedingly  rare.  Patients  may 
not  have  a clear  history'  of  hemiparesis,  but  a 
careful  review  will  often  re\eal  one  or  more 
abrupt  episodes  of  a clumsy  hand,  thickened 
speech,  or  a disturbance  in  vision  which  then 
gradually  cleared.  Occasionallv  a sudden  oc- 
clusion in  the  distribution  of  the  pos- 
terior temjxtral  artery  may  lead  to  an 
abrujJt  change  of  memon',  but  the  history 
will  rarely  be  confused  with  that  presented. 

The  diagnostic  distinction  is  no  longer 
without  therapeutic  implications.  When 
atherosclerotic  disease  is  felt  to  be  respon- 
sible for  a patient’s  symptoms,  attention  is 
directed  to  the  extracranial  ves.sels,  particu- 
larly the  bifurcation  of  the  common  carotid 
arteries,  anti  an  unnecessary  arteriogram  may 
be  undertaken  which  carries  significant  mor- 
bidity in  this  age  groujx^  Attention  instead 
should  be  focused  on  the  pathways  of  cere- 
bros])inal  fluid  circulation.  Several  series  of 
patients  have  now  been  reported  who  are  al- 
most identical  with  the  hypothetical  case 
described,  and  who  are  discovered  to  have  a 
communicating,  low-pressure  hydrocephalus.^ 
It  is  said  that  the  patient  with  this  entity, 
in  addition  to  dementia,  shows  a “magnetic” 
type  of  gait.  That  is,  they  walk  as  if  the  feet 


were  glued  to  the  floor.  In  practice,  this  dis- 
turbance is  often  difficult  to  distinguish  from 
the  hesitant,  short-stepped  gait  so  common  in 
the  older  patient.  Spinal  fluid  pressure  and 
protein  are  usually  within  the  normal  range, 
yet  at  pneumoencephalographv  air  enters  a 
dilated  ventricular  system  and  fails  to  be  seen 
over  the  convexities  of  the  hemispheres. 

Isotope  cisternography  has  been  tried  in 
an  attempt  to  screen  those  patients  with 
dementia  who  may  have  communicating  hy- 
drocephalus.® Several  patients  have  made 
dramatic  recoveries  following  appropriate 
spinal  fluid  shunting  procedures.^ 

Accordingly,  patients  with  progressive  de- 
mentia warrant  neurologic  investigation,  but 
only  rarely  will  vascular  disease  be  found  to 
be  of  pathogenetic  relevance. 
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Federal  Responsibility  For  Direct  Medical  Care 


If  the  state  and  county  medical  societies  cer- 
tify that  such  a program  is  locally  needed, 
the  federal  government  now  has  the  authority 
to  expand  the  U.  S.  Public  Health  Service  to 
provide  ilirect  medical  and  other  health  care 
in  ghettos  and  rural  areas  where  there  are 
shortages  of  physic  ians  aiul  health  personnel. 

I he  Senate  ajjproved  the  authorizing  legisla- 
tion, 66  to  0,  and  the  House  by  an  almost 
unanimous  voice  vote.  President  Nixon  signed 


it  into  law  on  December  31,  1970.  The  Secre- 
tary of  Health,  Education  and  Welfare,  and 
the  U.  S.  Public  Health  Service  Surgeon  Gen- 
eral had  asked  Congress  to  defer  action  until 
the  President  had  presented  his  over-all  health 
program  early  this  year.  The  legislation  au- 
thorized $10  million  for  the  current  fiscal 
year  ending  June  30,  $20  million  for  fiscal 
1972,  and  $30  million  for  fiscal  1973.  The 
money  must  be  appropriated  before  it  is  avail- 
able for  the  program. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


t 
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Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


‘The  Ecology 
of  Birth  Control” 


excerpt 
from  No.  i 
ofa  new  series 


75million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
UnitedStates  — attributable  in  nosmall 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  "only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  aif 
others  In  the  series  as  they  appe . 
pleasewrItetoSearleor  ask  your  Sea  J 
representative.  Explored  in  the  for- 
coming  issues  will  be  the  role  of  bii;i 
control  on  family  pressures  and  s 
effects  on  the  family;  the  influencesf 
poverty,  ethnic  factors  and  mari  1 
status;  its  role  in  illness,  its  gene: 
implications  and  its  effects  on  t2 
emotional  and  behavioral  life  of  13 
individual. 


An  original  contribution  ^ 

to  the  science  of  contraception 

Dem/ulen 

Each  tablet  contains  1 mg.  ethynodiol  dlacetate/50  meg.  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
Inadotropins  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
I the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

i Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 

■ fectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
I of  the  combination  products.  Both  types  provide  almost  completely  effective 
I contraception. 

I An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
I hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
I Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
olood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

. Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
s'primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
Df  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 

I The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
'efuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication  — Demulen  is  indicated  tor  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders. cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
i paired  liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
I suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
pleading. 

j Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
hrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
jmbolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
1 he  drug  should  be  discontinued  immediately. 

[ Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
I Jnd  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
I iificant  association  between  thrombophlebitis,  pulmonary  embolism,  and 
rerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
lave  been  three  principal  studies  in  Britain  ' > leading  to  this  conclusion,  and 
, pne*  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
il  he  study  by  Vessey  and  Doll’  was  about  sevenfold,  while  Sartwell  and  asso- 
riates'*  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
I are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
pause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
Persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
py  long-continued  administration.  The  American  study  was  not  designed  to 
I jvaluate  a difference  between  products.  However,  the  study  suggested  that 
:here  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
‘irm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
pomplete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
Tiigraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
Pation  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
■ecommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen, 
f the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
dentified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
0 the  nursing  infant  cannot  be  determined  at  this  time. 

4 Precautions — The  pretreatment  and  periodic  physical  examinations  should 

■ nclude  special  reference  to  the  breasts  and  pelvic  organs,  including 
' i Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy  The  aw  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 
A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  availableevidenceissuggestiveof  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-1  ike  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache. hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  FBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 
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(diethyipropion  hydrochloride^ N.R) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Controinciicafions:  Concurrently  with  MAO  inhibitors,  in  potienfs  hypersensitive  to 
this  drug;  in  emotionolly  unstable  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  thon  the  omphetamines,  use  with  greet  caution  in 
potients  with  severe  hypertension  or  severe  cordiovasculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentlol  risks. 
Adverse  Reoctions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosant  symptoms  with  diethyipropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  chorocteristic  of  sympothomlmetic  ogents,  it  may 
occosionoliy  couse  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  onxiety. 


ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympothomlmetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardio,  precordial  pain, 
orrhythmio,  palpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wove  chonges  In  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethyipropion  hydrochloride;  this  wos  on  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  os  rash, 
urticoria,  ecchymosis,  and  erythema.  Gastrofntestinof  effects  such  as  diarrheo, 
constipation,  nouseo,  vomiting,  ond  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
(depression,  ogronulocytosis,  ond  leukopenio.  A voriety  of  miscelloneous  adverse  h, 
reactions  have  been  reported  by  physicions.  These  include  complaints  such  os  dry  [|| 
mouth,  heodoche,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tqblet  three  'j 
times  doily,  one  hour  before  meals.  If  desired,  on  additional  tablet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  r-toa  / 2/71  / u.s.  patent  no.  3.001.910 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cromps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rash,  or  visuol  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessory, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  ond  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfole  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


0)03 


i 


Dr.  While  was  at  Cornell,  1921  ta  192^.  He  had  per- 
sonal contact  with  some  of  the  giants  of  that  dec- 
ade. Here  is  a corner  of  medical  history  seen  through 
the  eyes  of  one  who  was  there. 

James  Ewing,  Douglas 

Symmers,  and  Paul  Klemperer* 

Personal  Recollections 


Thomas  J.  White,  M.D. /Jersey  City 

Let  me  present  my  superficial  recollections 
concerning  three  pathologists  to  whom  I have 
been  indebted — Drs.  James  Ewing,  Douglas 
Symmers,  and  Paul  Klemperer. 

James  Ewing 

My  introduction  to  Dr.  Ewing  occurred  in 
1922  as  a second  year  student  at  Cornell  Uni- 
versity Medical  College.  He  was  Professor  of 
Pathology  and  a recognized  authority  on  the 
subject  of  cancer.  At  our  first  session,  he 
wrote  upon  the  blackboard  the  names  of  a 
few  textbooks  of  patholog)'  which  he  recom- 
mended— Delafield  and  Prudden  was  one  of 
these — and  while  his  back  was  turned,  his  as- 
sistant, Dr.  Elise  L’Esperance,  added  an  ad- 
ditional title:  “Neoplastic  Diseases— Ewing.” 
He  turned  partly,  reached  for  an  eraser,  oblit- 
erated the  reference  to  his  work  without  com- 
ment and  continued  his  talk  to  the  class.  It 
was  a gesture  of  devotion  on  the  part  of  Dr. 
L’Esperance  and  a typical  humble  reaction 
from  Dr.  Ewing  who  realized  that  this  was 
not  a 7)ut.sl  li(we  book  for  second-year  medical 
students. 

He  taught  microscopic  pathology  two  hours 
daily  for  most  of  our  sophomore  year,  assisted 
by  Dr.  L’Esperance.  He  customarily  stood  be- 
fore the  class  on  a slightly  elevated  platform 
and  briefly  summarized  the  characteristics  of 
a disease — etiology,  pathology',  symptomatolo- 
gy, and  gave  pertinent  details  concerning 
slides  about  to  be  distributed.  This  would 


consume  ten  or  fifteen  minutes.  Then  he 
would  walk  about  the  room,  sit  with  a stu- 
dent, look  into  a microscope  and  answer 
questions.  He  then  returned  to  the  platform, 
advanced  his  subject  a bit  further — then, 
more  slides,  more  walks  among  the  students. 
If  an  interesting  general  comment  was  in  or- 
der, he  would  return  to  the  platform,  bring 
the  class  to  attention  always  in  the  same  man- 
ner by  calling  “Gentlemen,”  and  make  his 
observation.  (Incidentally,  we  had  a goodly 
number  of  lady  students  included  among  the 
gentlemen.)  One  day  slides  had  been  dis- 
tributed to  show  an  aspect  of  gastric  ulcer. 
After  viewing  the  slide  of  a student.  Dr. 
Ewing  went  to  the  platform,  alerted  the  cla.ss 
with  “Gentlemen,”  and  announced  that  he 
had  just  detected  a clump  of  malignant  cells 
in  a section  he  had  been  distributing  as  rep- 
resentative of  gastric  ulcer  for  the  previous 
twenty  years. 

Better  to  “peg”  the  various  types  of  disease. 
Dr.  Ewing  would  single  out  a case  history, 
outline  the  circumstances  of  death,  describe 
the  sp>ecific  pathologic  lesions,  and  distribute 
slides  for  study.  Thus,  a trolley  car  motorman 
was  electrocuted  while  reversing  the  pole  con- 
necting his  car  to  the  overhead  trolley  wire. 
.\cute  renal  changes  would  be  recalled  as  ex- 
emplifying the  “motorman’s  kidney.”  (I  fear 
that  this  reference  to  trolley  cars  and  motor- 
men  may,  in  the  year  1970,  convey  no  more  a 


•Read  at  the  Graduation  Dinner  for  Resident  Patholo- 
gists, Harrison  S.  Maitland  Hospital,  New  Jersey  Col- 
lege of  Medicine,  26  June  1970. 


VOL.  68-NUMBER  3-M.ARCH,  1971 


picture  to  a fledgling  pathologist  than  the 
term  “water  hammer  pulse”  to  a budding 
cardiologist!) 

Dr.  Ewing  also  served  as  medical  director  of 
Memorial  Hospital,  then  located  at  106th  and 
Central  Park  West.  His  responsibilities  in  this 
position,  with  teaching,  writing,  and  research 
made  a very  full  day  for  a man  who  was  frail 
and  not  in  robust  good  health.  He  had  a 
small  office  at  the  medical  college  where 
much  of  his  study  and  research  was  conduct- 
ed, usually  at  night  and  until  the  late  hours. 
(His  Avife  had  died  many  years  before — three 
years  after  their  mamage).  He  Avas  afflicted 
by  frequent  attacks  of  tic  douloureux  which 
Avoidd  persist  for  days  during  Avhich  he  never 
mentioned  his  pain,  nor  deviated  from  his 
schedule.  He  Avas  considered  the  final  arbiter 
concerning  the  pathologic  diagnosis  of 
cancer.  Microscopic  sections  Avere  sent  to  him 
from  all  parts  of  the  Avorld  for  opinion: 
“EAving  says  it  is  (or  is  not)  cancer”  Avould  be 
the  final  decision. 

He  impressed  one  as  a very  reserved  sort  of 
person,  but  neither  cold  nor  inaccessible.  He 
shoAved  neither  foibles  nor  eccentricities  nor 
affectations.  He  could  be  sharp  and  cutting  in 
his  rejoinder  to  his  colleagues  and  to  others 
but  never  to  his  students.  He  rarelv  smiled, 
laughed,  or  raised  his  voice,  but  his  expres- 
sion Avas  not  glum  and  one  felt  that  he  had 
all  the  nice  personal  characteristics  but  that 
they  Avere  not  discernible  by  his  expression. 
Each  school  has  its  ideal  teacher.  James 
EAving  Avas  unquestionably  such  to  Cornell 
Medical  College  students  from  the  founda- 
tion of  the  school  in  1899  until  his  retirement 
in  1932  and  the  removal  of  the  college  from 
First  .\venue  and  28th  Street  to  its  present 
location  at  York  Avenue  and  68th  Street. 

Mention  must  be  made  of  his  loyal  and  sole 
assistant,  Dr.  Eli.se  L’Esperance,  an  outstand- 
ing pathologist  in  her  OAvn  right.  For  more 
years  than  1 can  estimate,  she  Avas  his  good 
right  arm  and  helped  in  every  Avay  to  make 
his  burden  light,  .\fter  his  death  in  1913  and 
until  her  oavu,  she  perpetuated  his  memory  in 
many  Avays.  Incidentally,  she  founded  the 


Strang  Cancer  Detection  Clinic,  named  in 
honor  of  her  mother,  Kate  Strang,  a daughter 
of  New  York’s  famous  Chauncey  DepeAV. 

Douglas  Symmers 

Dr.  Douglas  Symmers  served  at  Bellevue  Hos- 
pital, across  the  street  from  Dr.  EAving.  A 
South  Carolinian,  graduate  of  Jefferson  Medi- 
cal College  in  1901,  he  had  been  Pathologist 
and  Director  of  Laboratories  at  Bellevue  and 
Allied  Hospitals  since  1918  and  later  Avas  Pro- 
fessor of  Pathologjf  at  NeAV  York  University 
and  at  Cornell  Medical  College.  I first  recall 
him  in  1922  Avhen  he  performed  a teaching 
autopsy  for  a small  section  of  our  class.  The 
patient,  observed  by  us  clinically,  Avas  a 
heavy-set  middle-aged  man,  suffering  from  a 
nephrotic  glomerulonephritis.  He  Avas  a 
large,  pale  man  with  generalized  edema.  Dr. 
Eugene  DuBois,  then  an  instructor  and  later 
Professor  of  Medicine  at  Cornell  and  an 
authority  on  metabolism,  accompanied  us  to 
the  autopsy  room.  Dr.  DuBois  Avas  a quiet, 
resened,  scholarly  man,  not — as  they  say — 
given  to  levity.  A student  summarized  the 
case  history  as  Dr.  Symmers  began  the  au- 
topsy. Dr.  DuBois,  in  keeping  Avith  Dr. 
Ewing’s  “pegging”  of  kidney  disease,  indi- 
cated that  in  this  large,  pale  edematous  man 
we  Avould  likely  find  large,  pale,  edematous 
kidneys.  .As  Dr.  DuBois  Avas  predicting  the 
appearance  of  the  kidneys.  Dr.  Symmers  Avas 
removing  them.  He  passed  them  to  us  and 
remarked  to  the  formal  Dr.  DuBois,  “Gene, 
I hope  your  kidneys  look  as  good  as  these.” 
Dr.  DuBois,  Avith  unexpected  humor,  an- 
swered, “Doug,  I hope  yours  Avork  better.” 
(Dr.  Symmers,  a bachelor,  lived  rather  Avell.) 

I came  to  knoAv  Dr.  Symmers  better  in  1925. 
.As  senior  students,  Ave  A\ere  alloAved  to  choose 
an  elective  subject,  and  for  the  first  time,  he 
offered  a numih  of  pathologv.  Three  others 
and  I accepted  the  opportunity.  It  proved  to 
be  the  most  fruitful  month  1 ever  spent  in 
medicine  and,  incidentally,  it  took  up  so 
much  of  Dr.  Symmers’  time  that  he  never 
again  gave  the  elective.  He  arranged  for  the 
residents  of  all  four  hospital  divisions  to  noti- 
fy his  office  of  terminally-ill  patients  Avith 
interestitig  findings,  such  as  palpable  tumors. 
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obscure  diagnostic  problems,  and  so  on,  likely 
to  come  to  autopsy.  Residents  throughout  the 
hospital  regarded  Dr.  Symmers  highly  and 
cooperated  fully.  Our  group  would  visit  a 
ward,  examine  the  patient  together  with  Dr. 
Symmers  and  discuss  the  condition  with  him. 
His  knowledge  of  clinical  medicine  was  aston- 
ishing, particularly  concerning  tumors,  ob- 
scure diseases,  skin  lesions,  and  syphilis.  His 
discussions  on  the  wards  were  a joy  to  hear. 

I recall  that  he  had  clinically  observed  an 
appreciable  number  of  patients  with  anthrax 
at  Bellevue  and  had  made  pathologic  studies 
of  the  disease.  He  demonstrated  that  the  then 
accepted  method  of  incising  the  primary 
lesion  was  not  only  ineffective  but  severed  the 
gelatinous-like  barrier  which  formed  locally 
beneath  the  skin.  He  noted  that  most  of  the 
afflicted  patients  were  derelicts  from  the  near- 
by Bowery  with  anthrax  lesion  on  their 
necks.  He  visited  the  Bowery  and  purchased 
some  of  the  very  cheap  shaving  brushes  sold 
there  for  about  ten  cents.  From  them  he  cul- 
tured the  anthrax  bacillus.  He  reported  his 
findings  in  the  Journal  of  the  Atnerican 
Medical  Association  in  1921,  and  following 
his  expose.  New'  York  State  enacted  a law  to 
require  the  sterilization  of  all  sha\  ing  brushes 
regardless  of  price.  The  incidence  of  anthrax 
dropped  markedly  in  New'  York  City. 

This  instance  illustrates  only  an  incidental 
and  possibly  not  commonly  recalletl  “by-line” 
in  Dr.  Symmers’  journey  as  a pathologist.  In 
my  own  uncritical  view,  I would  suggest  that 
his  major  contribution  related  to  the  patholo- 
gy of  certain  types  of  lymphomata.  He  differ- 
entiated benign  giant-cell  lymphadenopathy 
from  Hodgkin’s  disease,  and  this  condition 
has  come  to  be  known  as  Brill-.Symmers  dis- 
ease. 

The  mention  of  anthrax  recalls  an  incident 
which  illustrates  the  fallibility  of  all  of  us 
and  Dr.  Symmers’  deep  feelings.  On  a morn- 
ing soon  after  our  arrival  at  his  office  in  the 
pathological  department,  he  received  a tele- 
phone call  from  Gouverneur  Hospital  indicat- 
ing that  they  had  a suspected  case  of  anthrax 
and  that  they  would  like  to  have  a consulta- 


tion by  Dr.  Symmers.  He  invited  us  to  accom- 
pany him.  He  had  already  fully  demonstrated 
anthrax  to  us  at  Bellevue,  both  clinically  and 
bacteriologically,  with  the  typical  caput  Me- 
dusae on  the  culture  plate,  and  pathological- 
ly by  inoculations  of  material  from  the  pa- 
tient’s lesion  into  a mouse.  He  stressed  that 
if  there  is  any  such  thing  as  a typical  lesion  in 
medicine,  it  is  that  of  anthrax.  The  patient  at 
Gouverneur  Hospital  was  a young  man,  obvi- 
ously seriously  ill,  feverish,  toxic,  with  a 
blackish  lesion  on  his  neck,  surrounded  by  an 
extensively  swollen,  indurated  area.  Dr.  Sym- 
mers inquired  if  he  had  used  a ne^v  shaving 
brush.  The  answer  was  no.  After  careful  ex- 
amination, he  gave  his  opinion  that  this  was 
not  anthrax.  The  attending  physician  in- 
quired if  anthrax  antiserum  should  be  given, 
“just  in  case.”  Dr.  Symmers  appeared  not  to 
hear.  W’hen  the  cpiestion  was  repeated,  he 
sharply  replied  that  since  this  was  not  an- 
thrax, why  give  serum? 

I'he  following  day,  another  telephone  request 
came  to  see  the  patient— he  had  worsened. 
During  the  drive  to  tlie  hospital.  Dr.  Sym- 
mers remarked  that  he  tvas  prepared  to  eat 
crow',  and  the  patient  indeed  looked  worse. 
.\gain  he  could  not  call  the  lesion  anthrax, 
and  we  left.  Shortly  after  nine  of  the  third 
morning,  the  telephone  rang.  Dr.  Symmers 
w'ent  into  the  office  to  answer  it,  and  came 
out  looking  deadly.  “That  was  the  patholo- 
gist from  Gouverneur,”  he  said,  “the  patient 
died  during  the  night.  The  blood  cultures 
revealed  anthrax  bacilli  and  sections  demon- 
strated the  liver  and  spleen  to  be  riddled  with 
anthrax  bacilli.”  He  dismissed  us  for  the  day 
and  returned  to  his  office. 

Eight  years  later,  I encountered  him  for  the 
first  time  since  my  student  days.  His  first 
remark,  after  greeting  me,  was,  “'iVhite,  do 
you  remember  the  case  of  anthrax  I missed?” 
This  episode,  aside  from  its  moral  for  all  of 
us,  only  vaguely  indicated  the  intensity, 
w'armth,  and  emotional  side  of  Dr.  Symmers. 

He  never  used  gloves  at  autopsy  and  forbade 
them  to  his  residents:  without  them,  the 
hands  w'ould  be  rinsed  frequently;  w'ith  them. 
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one  could  become  careless,  he  said.  During  an 
autopsy,  his  enthusiasm  and  volubility,  his 
colorful  remarks,  expressions,  and  reactions 
were  a pleasure  to  see.  I recall  that  we  had 
examined  a young  girl  dying  from  proved 
pulmonary  tuberculosis  and  with  tumor  in 
the  splenic  area.  It  seemed  to  all  concerned 
that  this  was  an  enlarged  spleen  due  to  mil- 
iary tuberculosis.  At  autopsy,  pulmonary  tu- 
berculosis was  indeed  present,  but  the  tumor 
was  a retro-peritoneal  sarcoma.  Dr.  Symmers 
dropped  his  knife  and  appealed  to  heaven  to 
grant  enlightenment  to  poor  groping  clini- 
cians, but  not  quite  in  so  simple  terms. 

.An  incident  comes  to  mind  which  may  add 
an  interesting  local  Bellevue  historical  note. 
He  had  performed  an  autopsy  on  a young 
woman  with  pernicious  anemia.  Nothing  of 
importance  was  found  and  he  bemoaned  the 
lack  of  information  the  autopsy  had  pro- 
duced. This  was  in  May  1925.  About  that 
time,  we  had  a New  York  City  police  officer 
patient  with  pernicious  anemia  admitted  to 
the  hospital  for  one  of  the  many  blood  trans- 
fusions he  had  been  receiving  periodically. 
Dr.  DuBois,  then  Director  of  the  Second 
Medical  Division,  received  a personal  letter 
from  Dr.  George  Minot  indicating  that  he 
had  observed  remission  in  patients  with  perni- 
cious anemia  when  fed  liver  in  large  cpianti- 
ties  and  suggested  that  Dr.  DuBois  try  this 
therapy.  As  directed,  the  police  officer  re- 
ceived approximately  one-half  to  one  pound 
of  liver  three  times  daily.  I don’t  recollect  the 
interval  of  time  required,  but  we  saw  him 
blossom  forth  with  the  ruddy  cheeks  of  a 
New  York  traffic  policeman.  This  was  prior 
to  Dr.  Minot’s  published  report,  in  1926,  of 
the  effective  use  of  liver  in  pernicious  anemia. 
I recall  Dr.  Graham  Lusk  remarking  that 
among  the  clinical  notes  by  Dr.  Theodore 
faneway,  the  renowned  Bellevue  clinician, 
examined  after  his  death  in  1917,  the  doctor 
had  mentioned  that  patients  with  pernicious 
anemia  who  enjoyed  taking  large  quantities 
of  liver  had  seemed  to  improve.  He  had  not 
pursued  this  observation. 

Dr.  Symmers  was  at  Bellevue  at  the  time  the 
office  of  the  Ne^v  York  City  Medical  Examin- 


er was  established.  He  gave  vigorous,  outspo- 
ken support  to  the  drive  which  resulted  in 
the  termination  of  the  coroner’s  office  in  1917. 
This  served  as  a model  for  the  development 
of  forensic  medicine  throughout  the  United 
States.  The  towering  Dr.  Charles  Norris  be- 
came the  first  Chief  Medical  Examiner  with  a 
staff  of  brilliant  pathologists  around  him. 

Among  them  was  Dr.  Otto  Schultz  who  often 
supplied  material  for  the  current  murder 
mystery  stories,  and  such  young  men  as  Dr. 
Harrison  Martland  and  Dr.  Milton  Halperin, 
the  present  Chief  Medical  Examiner. 

I had  no  association  with  Dr.  Symmers  subse- 
quent to  1925,  and  I would  hear  of  him  only 
indirectly  through  his  associate.  Dr.  Armin  V. 
St.  George,  who  was  pathologist  at  the  Jersey 
City  Hospital,  and  mostly  I recall  hearing  of 
his  vicissitudes. 

Paul  Klemperer 

Dr.  Paul  Klemperer  received  his  medical  de- 
gree at  the  University  of  Vienna  in  1912. 
While  initially  studying  law,  he  attended  the 
lectures  of  Dr.  Sigmund  Freud  and  became 
interested  in  psychoanalysis  and  turned  to  the 
study  of  medicine.  He  intended  to  become  a 
general  practitioner,  but  took  some  training 
in  pathology  and  became  an  assistant  to  Dr. 
Carl  Sternberg.  He  entered  the  army  in 
World  War  I as  a medical  officer  and  his 
duties  Avere  iiiAolved  with  pathology.  Subse- 
quently, when  Dr.  Sternberg  did  not  receive 
the  Professorship  of  Pathology  at  Vienna,  Dr. 
Klemperer  came  to  the  United  States  in  1921. 
He  served  briefly  as  pathologist  at  Loyola 
University  in  Chicago,  then  at  Post-Graduate 
Medical  School  in  Netv  York  City  until  1927. 
He  had  been  pathologist  to  Mount  Sinai  Hos- 
pital and  Professor  of  Pathology  at  Columbia 
University  College  of  Physicians  and  Sur- 
geons for  a relatively  short  time  Avhen  I first 
met  him  about  1930. 

physician  of  my  acquaintance  was  forming 
a groiqi  ol  five  physicians  interested  in  a pri- 
vate course  in  medical  pathology  to  be  given 
by  Dr.  Klemperer  and  he  invited  me  to  join. 
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This  course  was  given  in  the  pathological  de- 
partment at  Mount  Sinai  Hospital.  Subse- 
quently, I became  acquainted  with  Dr. 
Klemperer  both  professionally  and  person- 
ally until  his  death  in  1964.  Like  the  other 
pathologists  already  mentioned,  my  acquaint- 
ance was,  unfortunately  for  me,  only  a 
superficial  one.  I recall  Dr.  Klemperer  as 
having  opened  to  me  an  informative  and 
never-to-be  forgotten  view  of  the  field  of 
pailiology. 

Prior  to  our  arrival  at  the  hospital,  an  au- 
topsy would  have  been  completed  during  the 
night  by  his  staff.  Dr.  Klemperer  would  sum- 
marize the  pertinent  clinical  findings  without 
referring  to  the  chart.  Then  he  would 
demonstrate  the  autopsy  material  and  recall 
and  correlate  both  the  symptoms  and  the 
jjathologic  findings.  In  advance,  he  would 
have  selected  from  the  pathologic  museum 
specimens  to  demonstrate  the  variants  of  the 
chief  pathologic  findings.  Thus,  if  lymphosar- 
coma were  found,  he  would  follow  the 
presentation  by  showing  specimens  illustrat- 
ing focal  and  diffuse  types  of  this  disease. 

•Aside  from  the  wealth  of  information  con- 
veyed to  those  such  as  myself  exposed  only  to 
a surface  knowledge  of  pathology.  Dr.  Klem- 
perer gave  an  impressive  demonstration  of 
the  perpetuation  of  the  A’ienna  tradition  in 
the  teaching  of  pathology.  He  impressed  me 
by  the  vivid  manner  in  which  he  could  de- 
scribe the  objects  of  his  demonstration;  his 
wide  range  of  descriptive  tenns,  and  his  con- 
cise English  were  notable  even  as  he  pointed 
out  details  which  would  escape  a less  trained 
eye.  That  he  was  an  intelligent  man,  a deep 
thinker,  and  was  able  to  express  himself  ver\ 
clearly  can  be  well  documented  by  the  tvrit- 
ings  and  observations  he  left  as  his  legacy  to 
medicine,  particularly  concerning  collagen- 
vascular  diseases.  He  was  a kindly  man,  one 
who  loved  to  teach,  patient,  smiling,  always 
approachable. 

Dr.  Sadao  Otani  became  his  assistant  at  Post- 


Graduate  in  1925  and  came  to  Mount  Sinai 
with  him.  Their  association  continued  until 
Dr.  Klemperer’s  formal  retirement  in  1955. 
Dr.  Otani  became  an  acknowledged  master  of 
surgical  pathology,  but  with  complete  self- 
effacing  devotion,  he  made  it  possible  for  Dr. 
Klemperer  to  have  relative  freedom  from 
routine  duties. 

In  1960,  a few  years  before  his  death,  I en- 
countered Dr.  Klemperer  one  afternoon  at 
the  library  of  the  New  York  Academy  of 
Medicine.  He  was  then  in  retirement,  and 
preparing  a paper  on  the  history  of  pathol- 
ogy. He  apparently  tvished,  at  the  time  of  our 
meeting,  to  relax  and  invited  me  to  sit  and 
chat  with  him.  He  brought  up  the  subject  of 
medical  education,  and  spoke  at  length  and 
with  feeling  about  it.  He  indicated  that,  as  a 
young  physician  in  Vienna,  he  had  planned 
to  be  a general  practitioner.  However,  cir- 
cumstances had  brought  him  into  the  field  of 
pathology,  yet  his  interest  in  the  practice  of 
medicine  had  never  ceased.  He  was  concerned 
about  the  many  well-trained  young  men  who 
were  turning  away  from  the  practice  of  medi- 
cine into  full-time  positions.  He  regretted  the 
loss  to  medical  teaching  of  the  clinician  who 
went  from  bed  to  bed,  examined  patients,  ami 
recited  his  experiences.  Dr.  Klemperer  ended 
the  conversation  by  remarking  that  he  had 
just  been  reading  a reference  by  Morgagni 
who  said  that  he  had  widened  his  view  of 
patholog)'  by  standing  on  the  shoulders  of  the 
giants  who  had  preceded  him.  Dr.  Klemperer 
sadly  remarked,  “From  where  shall  arise  the 
giants  of  clinical  medicine  on  whose  shoulders 
future  generations  will  stand?” 

1 have  presented  a crudely-drawn,  poorly-out- 
lined vignette  of  three  prominent  patholo- 
gists, all  worthy  of  recall  and  each  of  whom 
touched  my  life.  -As  pathologists,  you  very 
well  know  their  contributions  to  medicine 
and  to  science.  I hope  that  when  their  names 
recur  in  your  reading,  my  superficial  recollec- 
tions wall  add  substance  to  their  shadow. 
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PRimER 

PLUS 

FlBKoplnsf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  
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For  the  treatment  of  the  aging  patient 


Cerebro-Niciri’ 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


FAIR 


GOOD 


' POOR 

CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

♦A  Double-Blind  Study  of  Cerebro*Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole.  . . . 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCl 25  mg. 

l-6lutamic  Acid 50  mg. 

Niacinamide 5mg. 

Riboflavin 2 mg. 

Pyridoxme 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100.  500.  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the  ! 
patient  is  forewarned  to  expect  the  reaction. 

IPDR 


Write  for  literature  and  samples... 

the  BROWN  PHARMACEUTICAL  CO. 
,^Hi;iili4^2500W.6th  St. Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 


The  treatment  of 


Impotence 

due  to  androgenic  deficiency  in  the  American  male. 

' I The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
■Va  as  effective  therapy. 


The  Treatment  of  impotence 
with  Methyitestosterone  Thyroid 
(100  patients — Double  Blind  Study) 
T.  Jaliobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 

NICH  rOTCNCT 

Eoth  yrlloui  tablet  ecntatna  ■ Each  red  tablet  conta/ns 
Mclkyl  TettatterMe  ..2.Sm|.  Methyl  Tctlailerosc  . S0m|. 
Tfeyroii  fit.  (l/fi  tr.)  ,.10  m|.  Thyrottf  Eil.  |r.)  ..  30  mf. 

Clulamic  Ac<0  SO  ClutamicAcid SO  m( 

Th>amine  HCl  10  mg.  Thtamme  HCl  10  mg 

i>osr;  I tablet  3 limes  daily  Dc$e:  1 tablet  3 limes  daily 
A vailable : A vat  la  bit : 

Settles  of  100.  $00.  1000.  Bottles  of  100.  $00.  1000 

PDB 


Android-X  Android-Plus 


eXTIA  HI6H  fOUNCr 
Each  orange  tablet  containa. 
Methyl  Testosterone  .12  $ mg 
Thyroid  Ell.  (1  gr.)  ...  04  mg 

Clulamic  Acid  $0  mg 

Thiamme  HCl  10  mg 

Dose:  1 or  2 tablets  daily. 
Avatlable. 

Bottles  of  60.  $00. 


WITH  MICH  rOTEMCT 
B-COMAIEX  AND  VITAMIN  C 
Each  u htle  tablet  canlatna  - 
Methyl  Testosterone  . 2.3  mg. 
Thyroid  Cat.  (V4  gr.l  . IS  mg. 
Ascorbic  Acid  (Vit.C)  .2$0mg 

Thiamine  HCL  2$  mg 

Glulamic  Acid  . 100  mg 

Pyndoiine  HCl $ mg 

Niacinamide 7$  mg 

Calcium  Pantothenate  .10  mg 

Vitamin  B IZ  2.5  meg 

Riboflavin  $ mg 

Dote:  2 tablets  daily 
Ai-aitabU-  Bottles  of  60.  SOO 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 
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disease  sever*  persrstent  hyp*rca'ce'"’a.  coronary  heart  disease  and  hyperthyroidism  Occasional 
cases  of  >a«nd<e  with  plugc  ng  Nirao  cana'Kvh  h»«e  occurred  «'th  average  doses  of  Methyl  Teslos- 
terone  Thyrord  n not  to  0*  used  m heart  d'lease  and  hypertension 

Waroiogs  large  douges  may  caos#  ano/ena  nausea,  v^itirsg  ^ommat  pam,  diarrhea,  headache. 
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rec^vlng  Methyl  Testotterorie,  m particular  elderly  patients,  should  be  observed  for  edema 
Hypei'jicerhia  may  ocewr,  particularly  m immobiiited  patients  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypcrcakemia  is  detected 
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SUSTAINED 


VITAMIN  C 


CEVI 


GPC  IGPC 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley’’  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
. capsule  whenever  Vitamin  C is  indicated. 

‘s:  Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

\ 397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 

■ V - Pioneers  in  Geriatric  Research 

DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


NEW  JERSEY  DOCTORS’  NOTEBOOK 


Behind  The  Drug  Scene 

(This  column  is  prepared  by  Stanley  Einstein,  I’li.l)., 
Coordinator,  Drug  Abuse  Project,  Martland  Hospital 
I'nit,  CMDNJ,  Newark,  and  Executive  Director,  Insti- 
tute for  the  Study  of  Drug  Addiction,  New  York  City.) 

New  and  Old  Roles  for  the  Physician 

The  physician,  with  his  role  as  a medical 
authority,  with  the  status  of  an  important 
community  leader,  is  often  given  many  drug 
abuse  related  responsibilities,  some  of  which 
he  may  be  unprepared  to  assume.  At  times  it 
is  expected  that  he  involve  himself  in  partic- 
ular activities,  because  the  misuse  of  drugs 
continues  to  be  perceived  as  being  primarily 
a medical  problem.  \Vhatever  the  source  of 
his  res|X)nsibilities  and  involvements,  the 
jjhysician  must  recognize  the  variety  of  ac- 
tivities that  he  may  be  called  upon  for  under 
the  general  umbrella  of  drug  abuse. 

Treatment 

The  treatment  of  acute  and  chronic  condi- 
tions related  to  the  action  of  specific  drugs  or 
to  those  conditions  associated  with  the  man- 
ner of  drug  use  as  well  and  the  life  style  of 
the  drug  abuser  is  an  obvious  responsibility 
for  the  physician. 

The  contemporary  drug  scene,  jjai  ticularly 
the  pill  and  hallucinogen  scene,  raises  a num- 
ber of  treatment  problems.  In  the  December 
1970  issue  of  this  Journal  an  overview  of 
appropriate  treatment  was  described.  A com- 
prehensive evaluation  was  listed  as  the  first 
part  of  the  treatment  process.  If  the  patient  is 
not  in  condition  to  describe  what  drug  he  has 
taken  (or  knows  it  only  by  its  slang  term)  the 
physician  may  be  in  trouble.  Knowing  the 
signs  and  symptoms  of  a given  drug  reaction 
is  of  some  help  for  the  comatose  patient. 
Getting  information  from  friends  of  this  pa- 
tient may  be  of  some  more  help.  The  physi- 
cian can  help  himself  by  learning  the  old  and 
newly  added  slang  drug  terms.  The  street 


user  of  PCP  (phencyclidine — a veterinan' 
anesthetic)  generally  knows  it  as  hog  or  an- 
gel’s dust.  A hot  shot  is  generally  a combina 
tion  of  heroin  and  lye,  the  intent  being  to  get 
rid  of  a drug  user.  Hundreds  of  terms  are 
used  to  describe  contemporan  drugs  and 
their  combinations. 

Whatever  treatment  goals  the  physician  has 
in  mind,  he  will  have  to  refer  the  person  on 
for  certain  facets  of  treatment.  Notwith- 
standing the  pressured  and  busy  schedules  of 
the  physician,  he  must  protect  himself  and 
his  patient  by  having  a fairly  good  idea  about 
the  “track  record"  of  the  agency  or  person  he 
is  making  the  referral  to.  Sending  a patient  to 
a center  which  then  turns  the  patient  down 
(for  whatever  the  reason)  is  sure  to  affect 
future  treatment  negatively.  Holding  on  to  a 
patient  and  treating  him  only  chemothera- 
peutically  when  he  has  many  other  needs  that 
necessitate  intervention  also  creates  serious 
problems.  There  are  no  chemical  solutions  to 
“people  problems.”  Continuous  chemothera- 
peutic inter\ention  may  raise  the  spectre  of 
“He’s  a scrip  doctor,"  a label  which  helps  no 
one  in  a community’s  treatment  system.  .A 
proper  evaluation  and  choice  of  goals  pennits 
the  physician  and  the  patient  to  understand 
what  each  of  their  roles  and  responsibilities 
must  be  and  which  auxiliar\  services  are  to 
be  turned  to. 

More  for  the  physician  than  for  the  patient 
who  has  been  referred  on,  an  active  followup 
system  is  a necessity.  It  permits  the  practition- 
er to  increase  his  knowledge  concerning  the 
types  of  intervention  that  appear  to  work  best 
for  specific  types  of  drug  abusers  and  to  un- 
derstand the  strengths,  limitations,  and  gaps 
associated  with  the  agencies. 

.Another  part  of  treatment  that  is  often 
“unconsciously”  overlooked  is  that  of  report- 
ing the  drug  user  to  the  authorities.  These 
authorities  are  the  State  Police  or  State  De- 
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pailment  of  Health.  I he  issue  is  whether  the 
physician  feels  that  by  not  reporting  his  pa- 
tient he  is  doing  him  and  his  treatment  a 
service.  Holding  legal  and  professional  issues 
in  abeyance  for  the  moment,  let  us  not  forget 
that  most  professionals  have  had  difficulties 
in  treating  the  invisible  middle  class  drug 
abuser,  because,  until  recently,  information 
about  drug  misuse  was  primarily  focused  on 
the  visible  drug  addict. 

.Methadone  maintenance  opens  another  Pan- 
doras’ box  for  the  physician.  If  the  medical 
practitioner  uses  methodone,  he  is  taking  on 
more  than  just  the  responsibility  of  making 
available  a daily  medication  and  getting  in- 
formation about  his  patient’s  abstinence  from 
or  use  of  other  drugs.  He  must  make  himself 
(or  see  to  it,  that  there  are  other  appropriate 
treatment  agents)  available  for  a variety  of 
his  patient’s  needs. 

The  physician  must  find  the  time  and  the 
appropriate  sources  for  drug  abuse  continu- 
ing education.  His  medical  society  and  his 
hospital  are  two  such  sources. 

Early  Case  Finding 

The  physician  must  face  the  issue  of  having  a 
fairly  well  Avorked-out  procedure  of  knowing 
what  to  do  with  the  patient.  If  he  does  not, 
he  has  “spotted”  a potential  problem  for 
which  he  has  no  potential  solutions.  “Tag- 
ging” the  drug  abuser  tends  to  jeopardize 
him,  which  may  be  medically  defendable,  as 
it  is  with  a variety  of  contagious  ailments,  if 
Ave  can  offer  the  person  some  meaningful  al- 
ternatives other  than  just  the  status  of  being 
a patient.  Early  case  finding  tends  to  focus 
primarily  upon  the  person  with  the  symp- 
toms. But  drug  misuse  has  two  sources  for  its 
const ituenc)’ — the  actual  drug  user  as  Avell  as 
the  abstinent  person  whose  daily  functioning 
can  be  deeply  affected  by  his  concern  OA-er  a 
drug  user  to  whom  he  is  related.  This  person 
has  a significant  drug  problem,  which  is  made 
more  significant  by  the  fact  that  he  rarely  has 
a knoAvledgeable  person  to  whom  he  can  turn 
for  information  as  Avell  as  a sounding  board 
for  his  concerns.  The  physician  can  be  just 


the  person  for  this  concerned  individual  to 
turn  to.  Early  case  finding  takes  on  the  spe- 
cific role  of  assessing  the  signs  and  symptoms 
of  excessive  concern  with  drug  use  and  pro- 
vides the  information  and  altemati\es  that 
are  available  for  both  temporar\'  and  long 
term  solutions  to  this  concern. 

One  variation  of  early  case  finding  Avhich 
should  involve  the  physician  is  the  “Hot 
Line.”  Whether  a conhdential  hot  line  is 
created  specifically  for  drug  problems  or  for 
other  problems,  drugs  will  become  a major 
part  of  its  daily  focus.  Many  of  the  questions 
asked  and  requests  made  to  the  volunteers 
manning  the  phones  are  best  handled  by  the 
physician.  The  private  practitioner  cannot  be 
at  the  phones  for  any  substantial  amount  of 
time.  On  the  other  hand,  in  each  community 
which  already  has  or  plans  to  develop  a hot 
line  the  physician  should  become  involved  in 
both  policy  development  and  as  part  of  a 
back-up  team  for  referral,  as  Av'ell  as  more 
direct  forms  of  intervention.  The  question 
whether  the  physician  can  afford  to  do  this  is 
really  a trap.  He  can’t  afford  not  to.  Once  the 
hot  line  is  op>erative,  one  way  or  another,  the 
physician  or  his  colleagues  in  a given  commu- 
nity will  have  to  respond  to  some  of  the 
consequences  of  what  is  done  on  that  hot 
line.  Inappropriate  crisis  intervention  is 
more  costly  in  terms  of  lives,  time,  and  money 
than  appropriate  intervention. 

Education 

Now  that  the  youth  of  our  state  are  about  to 
be  “saved”  from  drug  abuse  through  hastily 
put-together  drug  abuse  preAention  programs 
in  schools,  (and  more  and  more  of  the  na- 
tion’s media  are  communicating  a variety  of 
facts  about  drugs  use)  the  physician  should 
prepare  himself  for  becoming  iiiAolved  in 
l)oth  traditional  and  untraditional  medical 
roles. 

The  physician  Avill  be  called  up)on  to  treat 
acute  drug  reactions.  As  a result  of  his  assess- 
ment and  treatment  he  may  have  to  decide 
Avhether  the  student  should  be  pennitted  to 
return  to  school,  be  dismissed  or  suspended, 
or  be  educated  in  special  schools  and/or  pro- 
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grams.  Whether  the  physician’s  recommenda- 
tion is  used,  we  must  keep  in  mind  that  there 
are  no  empirically  based  guidelines  for  any 
kind  of  decision.  Related  to  this  type  of  rec- 
ommendation is  the  request  for  ascertaining 
whether  a student  is  a drug  user.  Using  the 
most  sophisticated  available  tests  (and  forget- 
ting the  issue  of  falses  positives  and  false 
negatives)  we  must  remember  that  tests  at 
best  indicate  that  a person  is  using  certain 
drugs  at  the  time  of  the  testing.  No  test  indi- 
cates that  a person  is  a drug  addict  or  drug 
abuser.  This  is  important  because  schools  are 
rarely  concerned  about  the  consequences  of 
drug  misuse  for  the  person;  they  are  much 
concerned  about  preventing  the  "contagious” 
spread  of  drug  use  in  school.  On  the  premise 
that  drug  use  is  a contagious  disease,  schools 
ask  the  physician  to  provide  the  medical  ra- 
tionale for  removing  the  student  from  institu- 
tionalized education.  Again,  there  are  no  easy 
answers  to  this  dilemma,  but  the  physician 
should  know  full  well  that  his  findings  may 
be  used  as  well  as  misused.  Directly  related  to 
this  is  the  role  that  the  physician  may  have 
(indeed  may  demand)  in  the  development  of 
relevant  school  policies  regarding  the  alterna- 
tives available  to  intervening  in  drug  use 
both  on  and  off  school  property.  Since  poli- 
cies will  be  made,  the  physician’s  perspective 
should  be  included.  If  the  physician  chooses 
to  abdicate  his  involvement  in  this  important 
area,  he  has  no  one  but  himself  to  blame, 
when  ratified  policies  seem  inappropriate  or 
involve  him  in  roles  he  is  unprepared  for 
and/or  unwilling  to  take  on. 

The  knowledgeable  physician  has  much  to 
offer  the  school  personnel  in  in-service  train- 
ing as  well  as  the  student  body.  Exposing 
myths,  acknowledging  gaps  in  knowledge  and 
telling  the  facts,  reviewing  available  treat- 
ment resources,  and  communicating  a sense 


of  hoi^e  can  eliectively  counter  the  contem- 
porary state  of  simplistic  solutions,  apathy, 
and  despair  that  is  all  too  pervasive  in  this 
area.  What  holds  true  for  the  school  also 
makes  sense  for  society  s other  institutions, 
such  as  the  corporation,  religious  bodies,  and 
service  groups. 

Research 

A statement  about  any  number  of  people 
misusing  drugs  in  a community  will  start  the 
machinery  of  hysteria  operating  and  will  give 
rise  to  immediate  simplistic  interventions. 
The  physician  can  play  a significant  role  in 
his  community  by  appropriately  evaluating 
the  sur\ey  and  raising  relevant  eptestions  and 
possible  courses  of  action.  1 hrough  his  medi- 
cal society  and  his  other  professional  affilia- 
tions he  may  want  to  raise  cjuestions  about 
the  relevancy  of  the  kinds  of  research  that  are 
being  presently  financed  locally  and  national- 
ly, using  public  funds.  For  example,  as  im- 
|)ortant  as  it  may  be  to  discover  the  toxicity 
of  cannabis  and  its  derivatives,  if  no  evalua- 
tion is  being  made  of  the  drug  abuse  treat- 
ment resources  in  one’s  community,  the 
physician  can  surely  raise  the  issue  of  re- 
search priorities. 

If  only  limited  research  and  evaluation  funds 
are  available,  we  should  know  if  the  available 
resources  for  treatment  and  education  arc 
effectively  doing  their  job  and  how  we  can 
best  help  them.  Are  we  to  rely  on  getting 
more  data  on  how  dangerous  a drug  is,  as  the 
solution  for  drug  abuse? 

.Many  more  issues  should  be  raised  concern- 
ing actual  and  potential  roles  for  the  physi- 
cian in  the  area  of  drug  abuse.  From  time  to 
time,  more  of  them  will  be  greatlv  appreci- 
ated. The  real  issue  is  not  the  specificity  of  a 
role,  but  is  rather  the  parameters  of  the  many 
various  roles. 
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Oral  Antidiabefics 

At  the  end  of  1970  a committee  of  physicians 
experienced  in  the  treatment  of  diabetes  met 
in  Boston  to  indicate  their  concern  over  the 
diabetics  taking  oral  agents  who  had  been 
disturbed  by  FDA’s  report  of  adverse  effects  of 
oral  hypoglycemic  agents.  Following  is  an  ab- 
stract of  a January  1,  1971  release  by  this 
committee; 

Uncritical  and  premature  recommendations 
of  the  Food  and  Drug  Administration  re- 
garding the  treatment  of  diabetes  mellitus  are 
deplored.  This  controversy  arose  following  a 
presentation  at  the  1970  session  of  the  Ameri- 
can Diabetes  Association.  A group  of  twelve 
university  centers  (the  University  Group  Dia- 
betes Program — UGDP)  presented  the  results 
of  an  eight-year  study.  This  study  appeared  to 
show  that  administration  of  a sulfonylurea 
drug  (tolbutamide)  to  mild  adult-onset  dia- 
betics led  to  a greater  death  rate  from  cardio- 
vascular disease  than  was  foaind  in  three  other 
groups  treated  with  diet  alone,  or  with  in- 
sulin. 

In  October,  a Food  and  Drug  Administration 
Current  Drug  Information  Bulletin  was  sent 
to  all  physicians  in  the  United  States.  This 
bulletin  contained  far-reaching  implications 
regarding  the  future  treatment  of  diabetics. 
Portions  of  the  FDA  statement  may  greatly 
tcmipromise  the  freedom  of  the  physician  to 
prescribe  for  his  patients.  Indeed,  the  Food 
and  Drug  Administration  recommends  that 
Orinase  (tolbutamide),  Dymelor  (acetohex- 
amide),  Diabinese  (chlorpropamide) , and 
Folinase  (tolazomide)  be  limited  to  patients 
with  symptomatic  adult  onset  nonketotic  dia- 
betes mellitus  which  cannot  be  adequately 
controlled  by  diet  or  weight  loss  alone  and  in 
whom  the  addition  of  insulin  is  impractical 
(jr  unacceptable.  The  oral  hypoglycemic 
agents  are  not  recommended  in  the  treatment 
ol  chemical  or  latent  diabetes,  in  suspected 
diabetes,  or  in  pre-diabetes,  and  are  contrain- 
dicated in  patients  with  ketoacidosis. 

1 he  actions  of  the  FDA  are  based  upon  this 
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solitary  report  by  the  UGDP.  Yet,  the  absence 
of  any  similar  observations  during  vast  ex- 
perience with  large  numbers  of  diabetic  pa- 
tients for  periods  up  to  15  years  in  the  use  of 
tolbutamide  and  other  oral  hypoglycemic 
agents  prompted  re-examination  of  the 
UGDP  report. 

Actually  there  was  no  significant  difference  in 
over  all  mortality  among  the  four  treatment 
groups.  Regarding  the  alleged  excess  of 
cardiovascular  deaths  in  patients  treated  with 
tolbutamide,  the  lack  of  homogeneity  of  base- 
line risk  factors  in  the  twelve  treatment  cen- 
ters invalidates  statistical  evaluation  of  the 
findings.  Also,  one  independent  analysis 
found  no  significant  difference  bettveen  tolbu- 
tamide and  placebo  groups  with  respect  to 
cardiovascular  deaths. 

Spontaneous  leveling  of  the  claimed  excessive 
mortality  in  tolbutamide-treated  patients  dur- 
ing the  last  year  of  the  UGDP  study  suggests 
that  the  alleged  increase  in  cardiovascular 
deaths  is  not  due  to  the  administration  of  the 
drug.  Furthermore,  the  application  of  an  ar- 
bitrary, constant  dosage  of  tolbutamide  differs 
from  the  customary  clinical  usage  of  the 
drug.  The  fact  that  therapy  seemed  to  have 
little  or  no  effect  on  maintaining  normal 
blood  sugar  levels  was  attributed  to  the  use  of 
the  fixed  dosage  of  tolbutamide,  which  is  also 
the  shortest-acting  of  the  sulfonylurea  com- 
pounds. 

Findings  such  as  these  made  the  group  feel 
that  the  established  treatment  of  diabetes  was 
under  significant  pressure  on  the  basis  of  ex- 
{>erimental  results  of  dubious  validity.  The 
committee  felt  that,  before  any  further  action 
is  taken  by  regulatory  agencies,  the  raw  data 
should  be  made  available  to  the  scientific 
community  at  large. 

These  FDA  recommendations  tend  to  re- 
.strict  treatment  of  patients  with  latent  or 
asymptomatic  hyperglycemia  who  do  not  re- 
spond to  diet  alone.  The  committee  vigorous- 
ly opposed  the  “uncritical  and  premature  rec- 
ommendations of  the  FDA  based  on  a single 
unpublished  report  of  the  UGDP,  which  is 
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scientifically  unacceptable  to  many  specialists 
in  diabetes.  This  unprecedented  interference 
with  the  practice  of  medicine  in  a controver- 
sial area  is  not  only  outside  the  province  of  a 
governmental  regulatory  agency,  but  it  has 
also  damaged  the  welfare  of  a million  diabet- 
ic patients.” 

The  recommendation  restricts  any  and  all 
oral  agents  in  the  treatment  of  diabetes, 
despite  overwhelmingly  favorable  clinical  ex- 
periences to  the  contrary.  The  therapeutic 
implications  outlined  are  ambiguous  and  im- 
possible to  fulfill  in  accordance  with  estab- 
lished medical  practice.  The  recent  FD.\  rec- 
ommendations for  the  treatment  of  diabetes 
seriously  undermine  the  progress  made  on 
behalf  of  the  diabetic  through  years  of  hard 
work  and  education.  Diabetics  and  their 
families  are  confused,  anxious,  and  uncertain 
of  their  physician’s  ability  to  guide  their 
treatment.  Progress  in  employment  and  insur- 
ance status  will  in  many  instances  be  pushed 
back  a number  of  years  by  the  enforced  use 
of  insulin  treatment.  The  practitioner  has 
had  no  basis  for  making  his  own  decisions 
concerning  the  validity  of  the  UGDP  study 
but  is  now  (at  least,  indirectly)  forced  into 
the  use  of  principles  in  diabetic  treatment 
prescribed  by  the  FDA.  He  is  potentially  ex- 
posed to  an  unprecedented  series  of  malprac- 
tice suits  based  on  any  occurrence  of 
cardiovascular  problems,  which  hapj^en  with 
great  frequency  in  all  diabetic  patients,  but 
which  may  now  be  blamed  upon  the  taking 
of  an  oral  hyp>oglycemic  agent. 

The  recommendations  of  the  FDA  tend  to 
constitute  the  practice  of  medicine  by  specify- 
ing the  order  in  which  therapeutic  programs 
are  to  be  employed  in  the  treatment  of  pa- 
tients. This  directive,  if  taken  literally,  will 
also  seriously  hamper  future  clinical  research 
in  this  field.  By  denying  the  value  of  chemical 
control  of  the  disease  the  FDA  emasculates 
any  programs  of  diabetes  detection  as  well  as 
all  public  health  measures  in  this  area. 

I he  committee  concludes  by  asking  for  (1) 
suitable  modifications  of  the  FDA  Drug  In- 
formation  Letter,  (2)  reconsideration  of  pro- 
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posed  revisions  of  the  package  inserts  de- 
manded of  the  manufacturers  of  oral  hypo- 
glycemic agents;  and  (3)  indepiendent  statisti- 
cal and  clinical  analysis  of  the  UGDP  study 
based  on  raw  data  so  far  not  available  to  the 
scientific  community. 

Signers  of  this  committee  statement  included  Robert 
f.  Bradley,  M.D.  of  the  Joslin  Clinic;  Henry  Dolger, 
M.D.,  Professor  of  Clinical  Medicine  at  Mt.  Sinai; 
Holbrook  Seltzer,  M.D.,  Chief  of  Endocrinology  at 
the  Southwestern  Medical  School  in  Dallas;  John 
O’Sullivan,  M.D.,  Chief  of  the  Diabetes  Section  in 
the  U.S.  Public  Health  Service  in  Boston;  and  Peter 
Forsham,  M.D.,  Director  of  Metabolic  Research  at  the 
Universitv  of  California. 


Communicable  Diseases 
In  New  Jersey 

I he  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  |anuary  1971: 


Aseptic  Meningitis 

1971 

|anuarv 

20 

1970 

fanuarv 

13 

Primary  Fnccphalilis 

3 

2 

Hepatitis;  Total 

-■>02 

2-5-S 

Infectious 

t09 

201 

-Serum 

93 

52 

-Malaria:  Total 

M 

17 

Military 

\ 

13 

Civilian 

III 

■1 

Meningococcal  Meningitis 

o 

7 

Mumps 

3n 

337 

German  Measles 

22 

70 

Measles 

It 

305 

-Salmonella 

73 

47 

Shigella 

to 

35 

Salmonellosis  and  Pet  Turtles 

.\  recognized  source  of  salmonellosis,  par- 
ticularly for  children,  is  the  little  green  pet 
turtle.  It  differs  basically  from  most  sources 
of  infection  in  that  the  organism  is  tran.s- 
mittetl  by  contamination  of  the  child’s  hands 
rather  than  by  direct  consumption  in  a food 
item,  as  is  the  case  for  the  usual  sources  such 
as  poultry  and  non-fat  dried  milk  powder. 
This,  plus  the  fact  that  turtles  are  unlikely  to 
cause  a large  outbreak,  have  contributed  to 
the  nonchalance  with  which  they  are  per- 
mitted to  contribute  to  the  annual  toll  of 
salmonella  infections. 
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During  1970  six  cases  of  salmonellosis  in 
New  Jersey  were  shown  in  the  laboratory  to 
have  been  related  to  turtles.  There  were 
many  more  instances  where  turtles  were 
associated  with  cases  but  were  not  cultured. 
I’atients  and  their  turtles  were  shown  to 
harbor  such  serotypes  as  S.  java,  S.  litchfield, 
•S’,  enlcritidis,  and  5.  typhimnrium.  var.  Copen- 
hagen. Other  serotypes,  including  S.  newport, 
S',  javiana,  and  S.  braendernp  were  also  iso- 
lated Iroin  turtles  last  year.  The  six  con- 
lirmed  cases  were  children  ranging  from 
three  weeks  to  five  years  old.  Most  required 
hospitalization,  usually  ten  days  or  longer. 

I hese  findings  have  intensified  interest  in  pet 
turtles  as  a source  of  salmonellosis.  Con- 
sideration should  be  given  to  this  possible 
source,  particularly  when  children  become 
iidected.  Culturing  tank  water  and  turtles  is 
a reasonable  procedure  whenever  this  rela- 
tionship is  found  to  exist. 

Influenza 

In  contrast  to  a virtual  absence  of  influenza 
activity  in  New  Jersey  during  the  first  half  of 
the  winter,  local  outbreaks  of  influenza-like 
illness  have  occurred  throughout  the  State 
since  the  latter  part  of  January.  Influenza 
Type  B has  been  confirmed  by  the  New 
Jersey  State  Virology  Laboratory.  Many 
municipalities  have  reported  high  rates  of 
.school  absenteeism,  ranging  betwen  15  and 
SO  per  cent,  d he  outbreaks  have  been  char- 
acterized by  an  abrupt  onset  with  a rapid 
tise  to  peak  absenteeism.  Primarilv  affected 
are  children  and  teenagers. 

I he  symptoms  most  frecpiently  encountered 
have  been  fever,  sore  throat,  headache,  retro- 
orbital  jjain,  cough,  chills,  and  myalgias, 
(.astrointestinal  symptoms  have  been  infre- 
quently rejKjrted.  The  illness  has  been  gen- 
erally mild  and  of  short  duration,  in  contrast 
to  that  observed  in  influenza  A-  Hong  Kong 
outbreaks  of  the  past  two  winters.  Most 
adults  have  immunity  to  inlluenza  Type  R 
Itecause  of  j>rior  infection  in  childhood.  For 
this  leason  widespread  industrial  absenteeism 
is  not  anticijtated. 

L’lo 


The  Cautious  Advice  Giver 

We  are  being  frightened  these  days  by  the 
fear  that  we  may  be  sued  for  giving  advice. 
Well,  this  is  not  a 1971  phobia,  as  witnessed 
by  this  “resolution”  written  in  1955. 

Whereas,  it  has  come  to  my  knowledge  that 
Mr.  Jones  has  expressed  a wish  for  a hot  tub 
bath;  and 

Whereas,  he  has  requested  the  services  of  a 
trained  nurse  who  is  an  employee  of  the 
Community  Service  Society  at  the  time  of  this 
operation;  and 

Whereas,  the  rules  of  this  Society  demand  an 
order  from  a Doctor  of  Medicine  authorizing 
this  particular  .service;  and 

Wdiereas,  I have  been  asked  by  Mr.  Jones  for 
this  authorization  but  only  through  an  in- 
termediary; and 

Whereas,  1 have  not  seen  Mr.  Jones  profes- 
sionally since  the  ninth  of  February,  ult.;  and 

^Vhereas,  I did  see  and  talk  with  him  in  a 
store  on  Main  Street;  and 

Whereas,  it  is  generally  conceded  that  the 
bath  room  of  a private  house  is  a place  of 
great  danger. 

Be  It  Resolved  that  in  view  of  the  fact  that  I 
saw  and  talked  with  Mr.  Jones  in  a store  on  a 
street  some  distance  from  his  place  of  abode, 

I feel  that  I can  give  him  the  authorization 
requested,  i.e.,  to  have  a hot  tub  bath  wnth 
the  help  of  the  experienced  professional  at- 
tendant mentioned  alrove — without  further 
physical  examination.  However,  it  is  to  be 
definitely  understood  that  (a)  this  bath  is 
taken  voluntarily  by  him;  (b)  no  undue  force 
shall  be  used  l)y  the  attendant;  and  (c)  the 
patient  shall  be  allowed  the  privilege  of  de- 
termining the  temperature  of  the  water  used, 
the  kind  of  soap,  and  the  size  and  nature  of 
the  towel  for  the  purpose  of  drying  the  body. 
It  is  also  to  be  understood  that  in  case  of  any 
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litigation  following  this  operation  1 am  to  be 
in  no  way  classed  as  “an  accessory  before  the 
fact.” 

(signed)  E.  F.  Hird,  M.D. 

P.S.  I hope  that  this  will  meet  with  the  re- 
quirements deemed  necessary  for  your  rec- 
ords. 


New  Support  For 
Eye  Test  Frames 

William  H.  Brown,  M.D.,  a member  of  our 
Union  County  Medical  Society,  has  just  re- 
ceived U.S.  Patent  3,531,187  for  a support  for 
eye  test  frames.  Dr.  Brown  explains  tlie  back- 
ground as  follows: 

Many  ophthalmologists,  refracting  the  pa- 
tient, hear  a complaint  about  tlie  uiuom- 
fortable  feeling  produced  by  the  weight  of 
the  trial  frames.  The  young  child  will  fre- 
quently complain  and  resist,  while  adults  co- 
operate but  complain.  .And,  indeed,  tny  ex- 


perience has  been  that  the  patient,  young  oi 
old,  does  have  some  rough  sailing  while  ret- 
inoscopy  is  being  performed.  Then,  he  is  fur- 
ther tested  to  determine  if  the  previous 
findings  are  correct.  During  all  of  this  time, 
the  patient  is  enduring  the  weight  of  the  trial 
frames.  I have  concluded  that  the  weight  ol 
the  frames  is  the  basic  problem  and  this  chal- 
lenge became  the  reason  for  my  invention. 
Patent  3,531,187,  issued  September  29.  1970, 
by  the  U.S.  Patent  office. 

The  “Eye  Test  Frame  Support”  is  composed 
of  a circular  headband,  frontal  strap,  poster! 
or  strap,  lift  strap,  lift  loop,  adjustment  loop, 
and  a hook  for  holding  the  lift  loop. 

The  jirime  advantage  in  using  the  "Eye  1 est 
Frame  Support”  is  the  removal  of  pressure  of 
trial  frames  on  the  bridge  of  the  nose  and  the 
ears.  It  allows  the  trial  Irame  to  remain  in 
proper  postion  during  refraction.  Less  time  is 
required  to  do  the  refraction,  problems  or  no 
problems.  Fhe  lift  can  be  contracted  or  ex- 
panded in  all  directions  to  fit  the  size  of  the 
head.  It  is  light  in  weight,  made  of  a soft 
fabric,  and  can  be  fitted  on  the  head  in  two 
minutes. 


ANNOUNCEMENTS 


Children  Need  People 

On  W'ednesday  morning,  March  17,  1971,  a 
meeting  will  be  held  at  The  Manor,  Prospect 
•Avenue,  West  Orange,  on  the  theme,  “C'.hil- 
dren  Need  Many  People.”  Principal  speaker 
is  Marita  Kenna,  M.D.,  one  of  the  few  psy- 
chiatrists certified  both  by  the  American 
Board  of  Pediatrics  and  the  American  Board 
of  Psychiatry  and  Neurology.  Dr.  Kenna  is 
.Assistant  Professor  of  Psychiatry  and  Pro- 
fessor of  Pediatrics  at  the  University  of  Pitts- 
burgh. The  symposium  starts  promptly  at 
9:30  a.m.  The  discussion  is  expected  to  cover 
both  morning  and  afternoon  sessions.  The 
sponsoring  organization  is  the  New  Jersey 
ScKiety  of  Dentistry  in  Children.  The  $10  reg- 
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istralion  fee  includes  toffee  break,  luntheun. 
and  tips.  For  reservation,  write  to  Edward 
Stillwell,  D.D.S.,  Arcade  Building,  Glen 
Ridge,  New  Jersey  07028. 

Clinical  Application  of  Basic  Sciences 

The  Burlington  County  Memorial  Ffospital 
series  on  clinical  application  of  the  basic 
sciences  has  arranged  the  following  programs 
for  April: 

.Vpril  1 I Ilf  I’l filiabetic  SmuIioiiic 
.\|)iil  8 Diabetes  Mellitus:  Recent  Advances 

•April  1.")  Management  of  Exogenous  Obesitv 
•April  22  Management  of  Hypercalcemia 
• Vpril  29  liiterservice  .Seminar 
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All  sessions  are  held  in  the  Common  Room 
of  the  T.  J.  Summey  Building  at  the  hos- 
pital and  convene  promptly  at  3:30.  One 
and  a half  credits  are  given  by  the  American 
Academy  of  General  Practice.  For  further  in- 
formation, write  to  the  Department  of  Medi- 
cal Education,  Burlington  County  Memorial 
Hospital,  IT.'i  Madison  .Avenue,  Mount  Holly 
08000. 

Obstetricians  And  Gynecologists 
Meet  In  May 

The  Nineteenth  Annual  Clinical  Meeting  of 
the  American  College  of  Obstetricians  and 
Gynecologists  will  be  held  in  San  Francisco 
May  3 to  6,  1971.  Central  themes  of  this  ses- 
sion will  be  perinatology,  pelvic  infections, 
and  diseases  of  the  vulva.  Non-Fellows  may 
register  to  attend  both  the  meeting  and  the 
|x>stgraduate  courses  which  precede  the  meet- 
ing on  May  1 and  2.  For  registration  or  in- 
formation, write  to  Donald  F.  Richardson,  79 
West  Monroe  Street,  Chicago,  Illinois  60603. 

Problems  In  Pediatrics 

A graduate  course  on  “Difficult  Problems  in 
Pediatrics”  will  be  held  at  the  New  York 
Hospital-Cornell  Medical  Center,  New  York, 
on  May  6-7,  1971.  This  is  accepted  by  the 
■American  .Academy  of  General  Practice  for 
12  hours  of  elective  credit.  Fee  is  $75.00.  For 
more  information,  write  to  the  New  York 
Hospital,  525  East  68th  Street,  Room  N-834, 
New  York  10021. 


Contact  Lens  Symposium 

The  annual  Contact  Lens  Symposium”  will 
be  held  at  the  New  York  Eye  and  Ear 
Infirmary,  310  East  14th  Street,  on  Saturday, 
.May  8,  1971.  This  year’s  program  will  con- 
centrate on  post-fitting  problems  with  soft 
and  hard  contacts.  Registration  fee  is  $50, 
which  includes  a gourmet  luncheon.  For  a 
timetable  and  more  details,  write  to  Regis- 
trar, Graduate  Institute,  Eye  and  Ear 
Infirmary,  310  East  14th  Street,  New  York 
10003. 


Cancer  Training  Program  AT  CMDNJN 

.A  three  year  cancer  training  grant  has  been 
aw’arded  by  the  U.S.  Public  Health  Service  to 
Dr.  Bernard  J.  Koven,  Assistant  Professor  of 
Clinical  Medicine  and  Acting  Director  of  the 
Oncology  Division,  and  Dr.  Benjamin  F. 
Rush,  Jr.,  Professor  of  Surgery  of  the  College 
of  Medicine  and  Dentistry'  of  New'  Jersey  at 
Newark. 

I he  cancer  program  will  offer  cooperative 
clinical  programs  in  the  detection,  diagnosis, 
treatment,  and  prevention  of  cancer.  The 
program  is  directed  to  the  pre-doctoral  stu- 
dent, post-doctoral  student  in  residency  train- 
ing, and  the  physician  in  the  community. 

Medical  Students’  Summer  Programs  will 
make  possible  four  fellowships  for  medical 
students  to  spend  summers  in  research  labora- 
tories or  doing  clinical  investigation  dealing 
with  jjroblems  relating  to  cancer.  Students 
will  participate  in  a Student  Community 
Cancer  Program,  working  with  problems 
related  to  cancer  in  the  inner  city.  Opportu- 
nity will  be  open  for  selected  medical  stu- 
dents to  take  a leave  from  school  for  a one 
year  period.  These  oncology  scholars  will 
take  special  courses  to  prepare  them  for  a 
career  in  clinical  or  laboratory  cancer  yvork. 

Seminars  yvill  be  offered  periodically  for  com- 
munity physicians  seeking  additional  knoyvl- 
edge  in  the  treatment  of  cancer.  Lectures  by- 
outside  specialists  yvill  be  presented,  provid- 
ing s}>ecialized  knoyvledge  to  pre-  and  post- 
doctoral students  and  to  community  physi- 
cians. Post-doctoral  oncology'  felloyvships  yvill 
also  l)c  ayailable. 


Book  Available  On  Biologic  Rhythms 

For  $1.75  you  can  get  a copy  of  Biological 
Rhythms  in  Psychiatry  and  Medicine.  Write 
to  the  Government  Printing  Office,  Washing- 
ton, D.C.  20203,  and  ask  for  NCMHI  publica- 
tion No.  2088.  This  w’ork  is  a research  report 
issued  l)v  the  National  Institute  of  Mental 
Health. 
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BUILDING  BLOCK 
TO  RECOVERY 


As  ddiunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  table!  q.i.d. 

iTHvn  lOOOOOK.f  Unrtj.ChrmoItjPH"  8.000  N.F.  Unili. 
in  iTirtic  Ktnril7ti>40  nig.0<  N F Irypsin 

Reduces  swelling 
. Hastens  healing 
Speeds  recov^rx# 


OrtG  tcik^Gf  cf.  f.d. 


Orenzyme^  Bitabs 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


Indiutsons:  When  used  as  adjunctive  tfwrapy  for  the  rapid 
resolution  of  inflammation  ar>d  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatmertt  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a kr>own  sensitivity  to  trypsin  or  chymotry  psin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pre^xancy  has  not  been  established. 

Advarso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrepuently.  Reports  ir>clude  allergic  owni- 
festations  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  artd  hennaturia.  Increased  terKler>cy  to 
bleed  has  also  been  reported  but,  In  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
4 groups.  (See  Precautions.)  It  is  recommended  that  If  side 
* effects  occur  medication  be  discorttinued. 

^ OoMfe:  One  tablet  q.i.d. 

' I I I T>«  NmOHAL  DRUG  COMPANY 

§ I I 111  I I CifViSON  OF  R(CMAROSON  MERRELL  INC. 

P^,I_ADELPHIA.  PEFMSYLVANIA  1»U4 

TKADCMAM  SITASS  US.  fAttMT  f*0  9.004.S*3  */70  OCOVA  l«l 


The  cau^  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ollontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topicol 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  locol  discomfort,  skin 
rash,  urticorio  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicotorful  or  one  suppository  Intravogi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  opplicotor. 
Suppositories  - Box  of  12  with  opplicotor. 

TRADEMARK:  AVC  AV.104  2/71  Y.149 

M'*"  l|  THE  NATIONAL  DRUG  COMPANY 

I DIVISION  OF  RICHARDSON  MERREU  INC 
" PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  sin 


FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 

Summit,  N.  J.  07901  (201)  277-0143 

An  intensive  treatment  mental  health  center  with  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 

Sergio  D.  Estrada,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Director  of  Research 

Oscar  Rozett,  M.D.,  Medical  Administrator  Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Program 

Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 

Electro  and  I ndoklon  shock  therapies.  Insulin  coma  therapy.  Pharmacotherapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 

For  descriptive  literature  write  Thomas  P.  Proof,  Jr.,  Administrator 
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Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 

• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  the  Loss  Control  Program  which  includes 

• Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  S.  Munn  Ave.,  E.  Orange,  N.  J.  07018 
(201)  • 673-3060 
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.••so  more  will  live 

HEART  FUND 

Contributed  by  the  FubUshet 
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LETTERS  TO 
THE  JOURNAL 


In  Favor  of  Technicians 


Dear  Sir; 


Januai-y  12,  1971 


After  reading  my  pap>er  on  page  1 3 of  the 
January  Journal,  some  have  asked  me  if  my 
skepticism  about  “physicians’  assistants’’  ex- 
tended to  medical  technicians.  The  answer  is 
“not  at  all.”  .As  chief  of  surgical  ser\ices  in 
the  Tilton  and  15th  General  Hospitals  during 
World  War  II,  I witnessed  at  close  hand  the 
contribution  of  medical  corpsmen  in  x-ray, 
operating  rooms,  the  wards,  and  in  the  emer- 
gency departments.  A technician  can  be  of 
inestimable  value  to  any  medical  practitioner 
today,  if  he  can  take  an  electrocardiogram,  an 
x-ray,  or  a blood  or  urine  analysis.  He  can,  if 
properly  trained,  give  excellent  service  and 
save  the  physician  much  time,  enabling  him 
to  see  that  many  more  patients. 

(signed)  Henry  .A.  Brodkin,  M.D. 


Deplores  Medical  Testimony 


Dear  .Sir: 


[anuary  11,  1971 


I was  wondering  whether  other  physicians 
have  become  as  concerned  as  I have  toward 
the  role  we  have  been  forced  to  play  by  the 
legal  system,  especially  in  workman’s  compen- 
sation and  in  personal  liability  cases.  There 
are  “defendant’s  doctors”  and  “plaintiff’s  doc- 
tors.” Lawyers  send  their  patients  to  a doctor 
who  will  run  up  a big  bill,  give  a high  esti- 
mate of  disability,  find  cause  for  permanent 
injury,  and  give  friendly  testimony.  Attorneys 
for  the  insurance  company  refer  patients  to 
physicians  who  will  find  little  or  no  disability, 
suggest  that  the  patient  is  malingering,  and 


find  no  reason  for  the  continued  complaints 
of  pain  and  discomfort.  In  a compensation 
court,  the  insurance  company  doctor  cannot 
state  his  true  estimate  of  a disability  because 
he  knows  that  the  plaintiff’s  doctor  will 
present  an  unusually  high  figure,  and  that 
the  judge,  in  his  Solomon-like  wisdom,  will 
find  an  average.  The  adversary  system  of  law 
has  produced  an  adversary  system  of  medi- 
cine, creating  two  dishonest  physicians  in  the 
process. 

Although  physicians  may  disagree  upon  their 
findings,  it  is  outrageous  that  we  have  been 
prostituted  by  the  legal  profession  into  be- 
coming adversaries,  with  knee-jerk  response 
to  a situation.  But  when  two  people  con- 
stantly disagree  in  a predic  table  fashion,  dam- 
age to  the  integrity  of  each  must  be  assumed. 
The  legal  profession  performs  a disservice  for 
its  clients  by  referring  them  to  physicians 
who  may  not  be  best  suited  to  treat  their 
maladv,  but  who  are  interested  in  prolonging 
treatment  and  maintaining  disability.  The 
height  ol  disregard  for  a jjatient’s  welfare  (in 
my  practice)  has  been  the  advise  of  an  attor- 
ney to  a fully  rehabilitated  paraplegic  patient 
of  mine  not  to  seek  work  until  his  case  was 
settled.  The  implications  of  this  bad  advice 
should  be  obvious  to  anyone  who  has  dealt 
with  these  Iragile  human  beings. 

1 do  not  |)urport  to  know  how  the  ])hysician 
can  deal  apjjropriately  with  those  parties  who 
are  seeking  different  ends  than  he.  1 do  be- 
lieve that  we  have  made  a mistake  in  allowing 
ourselves  to  be  drawn  into  an  adver.saPi'  posi- 
tion. Berhaps  any  do(  tor  who  gives  more  than 
fiO  per  cent  of  his  testimony  for  either  side  in 
a given  year,  should  be  dis(|iialified. 

More  desirable,  would  be  an  ini|)artial  medi- 
cal panel,  but  this  is  ajjparently  an  un- 
workable concept.  Batietits  ob\  iously  need  ex- 
pert medical  testimony  for  their  legitimate 
claims.  But  a system  must  be  devised  to  pro- 
tect the  j)hysician  as  an  individual,  and  the 
profession  as  a whole,  from  appearing  to  be 
partisans  or  the  final  result  will  be  loss  of 
self-respect  and  loss  of  respect  for  the  profes- 
sion. 
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I would  be  interested  in  hearing  from  readers 
who  have  thoughts  ou  this  matter. 

(signed)  Robert  A.  Goldstone,  M.D. 

Dr.  Goldstone  has  a point,  though  some  of  his 
language  seems  a hit  abrasive.  Everyone  has  the  right 
to  have  witnes.ses  heard  on  his  behalf,  and  anv  plan 
for  a dispositive  “impartial"  panel  would,  in  effect, 
eradicate  that  right.  .So  would  the  plan  to  disbar 
doctors  who  testify  six  out  of  ten  times  for  one  side. 

Ehe  doctor  who  refuses  to  testify  on  behalf  of  his 
own  patient  may  be  making  life  easier  for  himself, 
but  he  is  also  depriving  the  patient  of  something  he 
urgently  needs.  It  is  really  not  the  lawyer's  function 
to  "refer  the  client  to  the  physician  best  suited  to 
treat  him.”  That  is  his  family  physician’s  responsi- 
bilitv.  The  Journal  welcomes  views  on  this  matter 
from  other  readers.  — Henrv  Daridson.  M.D. 


Bring  the  Physiatrist  in  Early 


physiotherapy,  rehabilitation,  emotional  and  psycho- 
logical support,  plus  family  education.” 

The  inference  drawn  from  the  above  is  that 
the  disability  gets  attention  after  discharge. 
Under  no  circumstances  should  this  problem 
be  left  so  long.  It  should  be  unnecessary  to 
say  that  attention  to  the  patient’s  disability 
begins  upon  admission  to  the  hospital,  when 
proper  positioning,  range  of  motion,  etc. 
should  be  instituted  to  prevent  contractures 
and  deformities  which  certainly  will  other- 
wise occur.  These  are  iatrogenic  complica- 
tions of  stroke,  and  are  really  inexcusable 
today.  Certainly,  further  efforts  in  rehabilita- 
tion should  be  instituted  prior  to  discharge  in 
an  attempt  to  realize  the  maximum  degree  of 
recovery  of  function. 


The  article,  “Medical  Problems  in  Stroke  Pa- 
tients,” in  The  Journal  of  The  Medical  Soci- 
ety of  New  jersey,  page  21  of  the  January 
1971  i.ssue,  review's  some  of  the  medical  prob- 
lems which  might  complicate  the  course  of 
the  stroke  patient.  Unfortunately,  the  article 
makes  some  implications  which,  if  not 
clarified,  might  well  lead  to  certain  other  ia- 
trogenic complications.  The  following  state- 
ments are  .somew’hat  out  of  context,  but  con- 
tain the  implication: 

“.Speiial  attention  mu.st  be  given  to  the  patient’.s  dis- 
at)ility  after  discharge  from  the  hospital.  Ehis  involves 


There  is  little  question  that  a neurologist 
should  be  intimately  concerned  with  the 
management  of  the  stroke  patient.  I submit, 
however,  that  there  is  another  discipline 
which  should  be  represented — physical  medi- 
cine and  rehabilitation.  This  specialty  (the 
American  Board  was  established  in  1947)  has 
long  been  concerned  with  the  management  of 
the  residuals  of  stroke  to  minimize  the  disa- 
bility of  the  ])atient.  1 suggest  that  the  man- 
agement of  the  stroke  patient  is  probably  best 
approached  by  a medical  and  paramedical 
team,  in  which  the  multi-disciplinary  ap- 
proach will  result  in  the  most  favorable  out- 
come for  the  patient  who  has  suffered  a 
stroke. 

(Signed)  Percv  L.  Miller,  M.D. 


OBITUARIES 

Dr.  William  N.  Barbarito 

One  of  Hudson  County’s  leading  surgeons, 
William  N.  Barbarito,  M.D.,  died  on  Decem- 
ber 12,  1970,  at  the  age  of  75.  He  was  a 
Bellevue  graduate,  class  of  1920.  He  was  affili- 
ated w'ith  both  the  Christ  fiospital  and  the 


Fairmount  Hospital  in  Jersey  City,  eventually 
becoming  senior  surgeon  at  both.  Dr.  Barbar- 
ito was  a Fellow  of  the  American  College  of 
Surgeons. 

Dr.  Robert  W.  Buchanan 

One  of  our  state’s  leading  surgeons,  Robert 
W.  Buchanan,  M.D.,  died  on  January  12, 
1971.  Most  of  his  professional  life  Dr. 
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Buchanan  had  been  identified  as  a clinical 
surgeon  and,  indeed,  had  been  a senior  at- 
tending surgeon  at  Overlook  Hospital  in 
Summit.  Always  interested  in  surgical  re- 
search, he  joined  Ciba  Pharmaceutical  Cor- 
poration as  a senior  research  associate.  He 
was  a Fellow  of  the  American  College  of 
Surgeons  and  was  a 1939  graduate  of  the 
College  of  Physicians  and  Surgeons  of  Co- 
lumbia University.  Dr.  Buchanan  was  only 
58  years  old  at  the  time  of  his  death. 


Dr.  Horace  J.  Ettinger 

One  of  our  state’s  most  colorful  physicians, 
Horace  Jacques  Ettinger,  M.  D.,  died  on  De- 
cember 11,  1970.  He  was  a 1908  graduate  of 
the  Medical  School  of  the  University  of  Zu- 
rich in  Switzerland.  .After  interning  in  Lau- 
sanne, he  organized  and  owned  a small  hos- 
pital in  Paris.  In  1939,  he  served  in  the  medi- 
cal corps  of  the  .Army  of  the  Republic  of 
France  and  on  being  demobilized,  early  in 
1944,  he  came  to  the  United  States.  Though 
51  years  old  at  that  time,  Dr.  Ettinger  passed 
the  New  ^'ork  State  Board  examination  and, 
for  five  years,  did  general  practice  in  that 
city.  He  then  came  to  \’ineland,  New  Jersey, 
and  did  general  practice  there,  seiwing  on  the 
staff  of  the  Community  Hospital  in  Elmer. 

Dr.  Vincent  Giacalone 

.Announcement  has  been  made  of  the  death 
on  January  3,  1971  of  \’incent  Giacalone,  AED. 
Dr.  Giacalone  was  born  in  Italy  in  1880  but 
came  to  this  country  in  his  youth  and  received 
his  M.D.  at  Eordham  in  1915.  He  did  graduate 
work  in  surgery  and  specialized  in  that  field, 
eventually  becoming  chief  of  surgery  at  the 
Newcomb  Hospital  in  Vineland.  Dr.  Giacalone 
was  active  in  the  affairs  of  the  Cumberland 
County  Medical  Society  and  the  New  Jersey 
.Academy  of  Medicine. 

Dr.  Horace  J.  GraflFini 

One  of  Bergen  County’s  best-known  obstetri- 
cians and  gynecologists,  Horace  J.  Graffini, 


M.D.,  died  on  December  30,  1970.  He  was  on 
the  staff  of  the  Bergen  Pines  and  Englewood 
Hospitals.  Dr.  Graffini  was  one  of  the  founders 
of  the  -American  College  of  Obstetrics  and 
Gynecology'.  He  was  graduated  from  the  Medi- 
cal School  of  the  University  of  Rome  in  1942 
and  was  55  years  old  at  the  time  of  his  death. 


Dr.  Melvin  A.  Greer 

Born  in  1909,  Melvin  .A.  Greer,  M.D.,  was 
one  of  the  pioneers  in  the  development  of 
oncology  as  a major  medical  specialty.  He 
was  largely  responsible  for  the  creation  of  the 
well-known  tumor  clinic  at  the  East  Orange 
General  Hospital,  and  he  served  as  director 
of  that  clinic  and  chief  of  oncology  at  the 
hospital  for  several  decades.  In  AV'^orld  AV’ar 
II,  he  was  a major  in  the  medical  corps  of  the 
-Army  of  the  United  States.  He  was,  especially 
prior  to  W’orld  War  II,  active  in  the  affairs  of 
our  Essex  County  Medical  Society.  Dr.  Greer 
died  on  December  17,  1970,  at  the  age  of  fil. 


Dr.  Warren  G.  Kauder 

.At  the  untimely  age  of  54,  Warren  G.  Kauder, 
M.D.,  died  on  January  4,  1971.  He  was  a 1942 
graduate  of  the  Medical  School  of  the  Univer- 
sity of  Pennsylvania  and  had  postgraduate 
training  in  surgery.  He  eventually  limited  his 
practice  to  this  field  and  became  senior  at- 
tending surgeon  at  Doctor’s  Hospital  in  New- 
ark, and  associate  surgeon  at  Beth  Israel  and 
Saint  James  Hospitals  in  that  city.  Dr.  Kauder 
was  board  certified  in  his  specialty. 


Dr.  Samuel  Kleiner 

-At  the  age  of  78,  Samuel  Kleiner,  M.D.,  died 
on  November  24,  1970.  He  had  been  on  the 
staff  of  the  Barnert  Memorial  Hospital  in 
Paterson  for  many  decades  and  was  active  in 
committee  work  for  the  Passaic  County  Medi- 
cal Society.  Dr.  Kleiner  was  in  the  famous 
class  of  1922  at  New  York  University’s  medi- 
cal school.  He  was,  and  always  remained,  a 
family  doctor  of  the  old  school. 
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Dr.  Edward  W.  Mulligan 

Born  in  1912,  Edward  W.  Mulligan,  M.D., 
died  on  January'  18,  1971.  He  was  an  alumnus 
of  Hahnemann,  class  of  1940.  Dr.  Mulligan 
was  a general  practitioner  in  Shrewsbury  and 
was  a member  of  our  Monmouth  County 
Component  Society.  He  was  school  physician 
to  the  Red  Bank  Catholic  High  School  and  to 
the  public  schools  of  Shrewsbury. 

Dr.  Bohdan  Panchuk 

Born  in  the  Ukraine  in  1919,  Bohdan  Panchuk 
earned  his  M.D.  degree  at  Erlangen  in  Ger- 
many in  1950.  The  following  year  he  came  to 
the  USA  and  interned  at  New  York’s  Colum- 
bus Hospital.  Interested  in  surgery,  he  won 
appointment  as  a resident  in  that  field  at  the 
Shore  Hospital  in  Brooklyn.  In  1956,  he 
came  to  New  Jersey,  to  the  Saint  James  Hos- 
pital in  Newark  as  a Senior  House  Surgeon. 
Finally,  in  1960,  he  entered  private  practice, 
retaining  an  affiliation  with  Saint  James  Hos- 
pital. And  then,  on  November  19,  1970,  Dr. 
Panchuk  died  at  the  age  of  51. 


Dr.  Jacob  Rosenstein 

One  of  our  state’s  earliest  pediatricians,  Jacob 
L.  Rosenstein,  M.D.,  died  on  New  Year’s  Eve 
at  the  grand  age  of  91.  He  received  his  M.D. 
degree  at  the  University  of  Maryland  in  1905. 
He  Avas  an  early  member  of  the  American 
.Academy  of  Pediatrics  and  was  one  of  the 
first  physicians  in  Hudson  County  to  devote 
himself  exclusively  to  that  specialty.  Dr. 
Ro.senstein  rvas  affiliated  with  the  Margaret 
Hague  and  Christ  Hospitals  in  Jersey  City, 
and  with  the  Bayonne  Hospital  and  Dispen- 
sary. 


Dr.  Gregory  E.  Sacco 

Gregorv  E.  Sacco,  M.D.,  who  was  Ijorn  in 
1908,  died  on  December  12,  1970,  at  the  age 
of  62.  He  was  an  otolaryngologist,  affiliated 
Avith  the  RivervieAV  Hospital  in  Red  Bank. 
Dr.  Sacco  Avas  active  in  the  affairs  of  our 


Monmouth  County  Medical  Society.  He 
earned  his  M.D.  degree  at  Georgetown  in 
1932. 

Dr.  Samuel  S.  Schept 

One  of  Hudson  Gounty’s  senior  practitioners, 
a family  doctor  of  the  old  school,  Samuel  S. 
Schept,  M.D.,  died  on  December  13,  1970,  on 
the  eve  of  his  80th  birthday.  Dr.  Schept 
earned  his  M.D.  at  the  old  Long  Island  Col- 
lege of  Medicine  in  1914.  He  was  on  the  staff 
of  the  North  Hudson  Hospital  in  Weehawk- 
en  and,  for  years,  was  active  in  committee 
work  for  our  Hudson  County  Medical  Soci- 
ety. Most  of  his  professional  life.  Dr.  Schept 
had  been  serving  the  people  of  North  Ber- 
gen. 

Dr.  Frances  B.  Tyson 

Frances  B.  Tyson,  M.D.,  surely  one  of  the 
most  senior  physicians  in  our  state,  died  on 
January  3,  1971.  She  was  born  in  1874,  during 
the  administration  of  President  Rutherford  B. 
Hayes,  and  Avas  96  years  old  at  the  time  of  her 
death.  She  Avon  a Ph.G.  on  graduation  from 
the  Philadelphia  College  of  Pharmacy  in  1893 
and  Avorked  as  a pharmacist  until  she  received 
her  M.D.  in  1901  from  the  AVomen’s  Medical 
College.  She  was  selected  for  one  of  the 
coveted  General  Hospital  (“Blockley”)  intern- 
ships. Dr.  Tyson  married  in  1909  and  gav  e up 
practice  until  the  influenza  pandemic  of  1918 
struck  our  state.  She  returned  to  private  prac- 
tice, moving  to  EngleAvood,  and  served  for 
more  than  four  decades  on  the  staff  of  the 
EngleAvood  Hospital.  She  was  school  physician 
for  the  EngleAvood  Board  of  Education  for 
thirty  years.  In  1951  the  Federated  AVomen’s 
Clubs  selected  Dr.  Tyson  as  “AA'^oman  of  the 
A^ear.”  She  A\as  on  a television  panel  presenta- 
tion in  1956 — a program  called  “Life  Begins 
at  80.’’  (She  was  82  at  the  time.)  Dr.  Tyson 
Avas  Avell-knoAvn  for  Avork  Avitli  children,  al- 
though she  alAv'ays  considered  herself  a family 
physician,  not  a pediatrician.  For  this  Avork 
Avith  children  she  received  the  Freedom  I'oun- 
dation  AAvard.  In  1957  she  Avas  a laureate  of 
our  Society’s  Golden  Merit  .Award. 
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Drugreseardi 
gives  me  the  tools 
that  save  lives." 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  In- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  & WORLD  REPORT. 
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Deltasone*  5 mg. 

(prednisone.  Upjohn) 

an  economical 
prednisone 
that's  made 
a name  tor  itself 
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DELTASONE®  TABLETS  - 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e,,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Re/af/Ve— active  or  latent  peptic  ulcer.  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions. and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anoma'ies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effe 
in  mind  and  perform  periodic  serum  potassium  determinations 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occi. 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturban 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  su 
stantial  doses  of  steroids  for  prolonged  periods,  and  eviden 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  R 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  r 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  h 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Folio  ■ 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  Ther 
fore,  carefully  observe  growth  of  children  on  prolonged  corticc 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovc 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoi  ■ 
during  pregnancy,  since  spontaneous  remission  of  some  diseas 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  thera 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylax 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take  X-ra 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  ar 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recoi, 
mended.  Since  prednisone  causes  less  salt  and  water  retenti  ^ 
than  many  other  glucocorticoids,  patients  should  be  observ 
closely  for  development  of  undesirable  hormonal  effects  that  £■ 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hype 
tension  due  to  salt  and  water  retention.  Continued  supervision 
patients  after  cessation  of  therapy  is  essential,  since  there  may 
a sudden  reappearance  of  severe  disease  manifestation. 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  coi 
coids  include:  Cushing’s  syndrome,  moon  facies, 'supraclavicu 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insul|, 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  i 
severe  illness;  protein  catabolism  with  negative  nitrogen  balanc) 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggrt 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosur 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracture 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complic 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggu 
vation  or  masking  of  infection;  increased  blood  pressub 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  i| 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomn 
psychic  disturbances  especially  abnormal  euphoria;  nervousne;' 
posterior  subcapsular  cataracts  occasionally  requiring  extractic 
increased  intraocular  tension;  increased  intracranial  pressure  w 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  am- 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childre 
thromboembolic  complications;  facial  erythema;  allergic  skin  res 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myc 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usue 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scorer 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  I 
strips. 

For  additional  product  information,  consult  the  package  insi 
or  see  your  Upjohn  representative.  „ed  e.is  (>« 


l^john 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Delt€i80iie®5iiig. 
(prednisontN  Upjolin 

an  economical 
prednisone 
that's  made 
a name  for  itself 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1971 

March 

10  Muhlenberg  Hospital 

17,  24  Plainfield 

Neurology 

10  New  Jersey  Allergy  Soeiety 

17,  24  Holy  Name  Hospital,  Teaneck 

Allergic  Dermatitis 

10,  17,  Columbus  Hospital 
24,  31  Hospital  Annex,  New  ark 

Simplified  ECG  for  the  Family  Physician 

10  Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital,  Summit 

Respiratory  Failure 

11  Burlington  County  Memorial  Hospital 
Mount  Holly 

Sexual  Problems  Seen  in  Office  Practice 

16  Assoeiated  Eye  Residencies  of  New 

Jersey 

Eye  and  Ear  Infirmary,  Newark 
Corneal  Problems  with  Contact  Lenses 

16  Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital,  Summit 

Renal  Failure 

16  Academy  of  Medicine  of  New  Jersey 
Burlington  County  Memorial  Hospital 
Mount  Holly 

Generation  Gap  in  Medicine 

17  Academy  of  Medicine  of  New  Jersey 
Atlantic  City  Hospital 

Emergency  Room  Care 

17  Academy  of  Medicine  of  New  Jersey 
Cornell  School  of  Medicine,  New  York 

Cardiac  Drugs 

18  Morris  County  Medical  Society 

18  Gloucester  County  Medical  Society 

18  Burlington  County  Memorial  Hospital 

Mount  Holly 

Biochemical  Parameters  of  Aging 


24  Academy  of  Medicine  of  New  Jersey 
Dental  Section 

Veterans  Hospital,  East  Orange 

Symposium  on  Intact  Dentition 

24  Academy  of  Medicine  of  New  Jersey 
Massachusetts  General  Hospital,  Boston 

Gastrointestinal  Disease 

25  Burlington  County  Memorial  Hospital 
Mount  Holly 
Hyperlipoproteinemias 

23  Sandoz  Medical  Lectures 

Sandoz  Auditorium,  Hanover 

Problems  of  Drug  Interactions 

25  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Orange  Memorial  Hospital,  Orange 

29  Cape  May  County  Society 

31  Academy  of  Medicine  of  New  Jersey 

Cornell  Medical  Center,  New  York 

Heart  Surgery 

31  Academy  of  Medicine  of  New  Jersey 

Hoffmann-LaRoche,  Nutley 

Symposium— Controversy  in  Medicine 

April 

1 Burlington  County  Memorial  Hospital 

Mount  Holly 

Pre-diabetic  Syndrome 

5 Academy  of  Medicine  of  New  Jersey 
Greenville  Hospital,  Jersey  City 

Emergency  Room  Care 

6 Hudson  County  Medical  Society 

7 Academy  of  Medicine  of  New  Jersey 
Saint  Barnabas  Medical  Center 
Livingston 

S\mposiiini  on  Ecology 

7 New  Jersey  .\llergy  Society 

Holy  Name  Hospital,  Teaneck 
Allergic  Dermatitis 
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7 Academy  of  Medicine  of  New  Jersey  22 

and  Holy  Name  Hospital,  Teaneck 

14  I'reTiiia 


Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Orange  Memorial  Hospital,  Orange 


7, 14,  Columbus  Hospital 

21,  28  Hospital  Annex,  Newark 

Simplified  ECG  for  the  Family  Physician 

8 Burlington  County  Memorial  Hospital 

Mount  Holly 

Recent  Advances  in  Diabetes  Mellitus 

8 Saint  Barnabas  Medical  Center 

Liyingston 
Irradiation  Therapy 

13  Cumberland  County  Medical  Society 

13  Bergen  County  Medical  Society 

13  Middlesex  County  Medical  Society 

14  TB-Respiratory  Disease  Association  of 
Soutbem  New  Jersey 

14  Academy  of  Medicine  of  New  Jersey 
Runnells  Hospital,  Berkeley  Heights 

Difficult  Diabetic  Patient 

15  Gloucester  County  Medical  Society 

15  Morris  County  Medical  Society 

15  Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Exogenous  Obesity 

20  Warren  County  Medical  Society 

20  Academy  of  Medicine  of  New  Jersey 

Englewood  Hospital,  Englewood 

Leukemia  and  Lymphoma 

20  Academy  of  Medicine  of  New  Jersey 
Yale — New  Haven  Medical  Center 
New  Haven,  Connecticut 

Endocrinology 

21  Academy  of  Medicine  of  New  Jersey 

Saint  Michael’s  Medical  Center,  Newark 

Cardiovascular  Workshop 

22  Sandoz  Medical  Lectures 
Sandoz  Auditorium,  Hanover 
The  Disturbed  Child 

22  Burlington  County  Memorial  Hospital 

Mount  Holly 
Hypercalcemia 


28  Academy  of  Medicine  of  New  Jersey 
St.  Barnabas  Medical  Center 
Livingston 

Pre  and  Post  Operative  Care 

28  Academy  of  Medicine  of  New  Jersey 
School  of  Nursing  Auditorum 

Leukemia  as  Human  Tumor  Model 

29  Burlington  County  Memorial  Hospital 
Mount  Holly 

interservice  Seminar 

May 

4  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Diagnosis  and  Treatment  of  Shock 

4 Academy  of  Medicine  of  New  Jersey 
Warren  Hospital,  Phillipsburg 

Drug  Addiction 

5 Camden  County  Medical  Society 
Tavistock  Country  Club 

Haddonfield 

5,  12,  Columbus  Hospital 

19  Hospital  Annex,  Newark 

Simplified  ECG  for  the  Family  Physician 

6 Saint  Barnabas  Medical  Center 
Livingston 

Familia  Toxemia 

C Burlington  County  Memorial  Hospital 

Mount  Holly 

Drug  Abuse 

11  Academy  of  Medicine  of  New  Jersey 

Overlook  Hospital,  Summit 

Diagnosis  and  1 reatment  of  Shock 

13  Bmdington  Countv  Memorial  Hospital 

Mount  Holly 

Management  of  .-\ciite  Drug  Intoxication 

15  The  Medical  Society  of  New  Jersey 

to  Haddon  Hall,  Atlantic  Citv 

IS  .\nnual  Meeting 

20  Burlington  Countv  Memorial  Hospital 

Mount  Holly 

.■\mnioceniesis  and  Amnioinfnsion  in  Preg- 
nancy 
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BOOK 

REVIEWS 

Modern  Treatment  (Vol.  7,  #2):  Treatment  of 

Pyelonephritis,  John  H.  Moyer,  M.D.  and  Charles  D. 
Swar+z,  M.D.,  editors.  Diuretics  in  the  Management 
of  Fluid  Retention,  Henry  O.  Heinemann,  M.D.,  edi- 
tor. Harper  and  Row.  1970,  New  York.  Pp.  252. 
Illustrated.  ($20  by  subscription) 

Here  is  a timely  review  of  current  thinking  in  these 
two  specific  areas.  Because  of  the  significance  of  the 
two  pressing  clinical  problems  the  topics  become  more 
relevant  particularly  in  attempting  to  evaluate  the 
significance  of  recurrent  bacteriuria  and  how  to  know 
when  destructive  renal  parenchymatous  disease  is 
present  even  when  no  bacteria  can  be  recovered  from 
the  urine. 

Matty  of  the  cptestiotis  atid  uncertaititic's  of  the  tnati- 
agetnetit  of  chrottic  itidoletit  disease  of  the  uritiary 
tract  are  explored  iti  depth.  Iti  general  ati  oppressive 
iherapeittic  approach  is  advocated.  Itt  cottclusioti  the 
articles  cotttaitied  in  this  vohttne  are  a reasotiable 
guide  to  physicians  treatitig  patietits  with  chrottic 
pxelotiephritis. 

JosEtMi  J.  Kinney,  M.D. 


Gas  Chromatography  in  Biology  and  Medicine. 

Edited  by  Ruth  Porter.  Baltimore,  Maryland,  1970, 
Williams  and  Wilkins.  Pp.  213.  Illustrated.  ($11.50) 

1 his  sytti[)osiutti  brought  together  a disiitigitished  iti- 
lertiatiotial  group  of  gas  chrottiatographers  who  pre- 
setited  papers  and  participated  itt  patiel  discitssiotis. 
rite  published  proceedings  include  tnaterial  ott  bio- 
logical atid  ttiedical  applicatiotis  atul  ott  getieral  Iretids 
itt  gas  chrotnatography. 

The  presetit  slate  of  the  an  in  cohtmns  and  detectors 
and  progress  in  analysis  by  spectrottietric  atid  cotn- 
puter  tttethods  are  giteti  in  carefully  selected  topics. 
.Most  attalytical  problems  itt  hiologv'  and  medicine 
amettable  to  gas  chrotnatography  cati  be  related  to 
the  topics  covered  itt  that  section.  \’aluable  patiel  dis- 
cussions of  each  tojiic  enhance  uiiderstanding  of  the 
problems  and  frequently  speculate  on  future  expec- 
tations and  possibilities. 

I he  hook  is  iiiformaliie,  clearly  written,  and  well 
eciited.  It  is  xaluable  to  those  interested  in  the  ]ires- 
eiit  state  of  gas  chromatography  as  an  analytical 
methed  and  to  those  who  chose  to  use  gas  chroma- 
tography for  analysis  in  biologv'  and  medicine. 

F.DWVRI)  roWNLEV 


Synopsis  of  Dermatology  (Second  Edifion).  William 
D.  Stewart,  M.D.,  Julius  L.  Danto,  M.D.,  and  Stuart 
Maddin,  M.D.  Saint  Louis,  1970,  Mosby.  Pp.  445. 
Illustrated.  ($13.95) 

This  synopsis  is  a substantial  contribution  to  derma- 
tologic education.  An  updated  version  of  its  I960 
predecessor,  it  contains,  in  one  small  volume,  a well- 
balanced,  authoritative  course  in  dermatology.  The 
reader  is  taken  step  by  step  through  an  excellent 


introduction  to  anatomy  and  physiologv’,  to  clinicai 
dermatology,  regional  diagnoses,  and  specific  diseases. 
The  text  is  complete,  concise,  and  beautifully  illus- 
trated. The  formulary  is  sound. 

I would  criticize  the  continued  use  of  mercury  in 
ointments.  Also  5 FDU  is  suggested  for  Bowen’s 
Disease  for  erythroplasia,  but  not  mentioneti  is  its 
valuable  place  in  the  therapy  of  actinic  keratoses. 
In  discussing  tetracycline  use  in  acne  during  preg- 
pancy,  it  appears  that  “not”  has  been  omitted  which 
makes  it  seem  that  the  authors  favor  such  use,  which 
I am  sure  they  do  not.  The  excellent  chapter  on 
malignant  tumors  has  a statement  that  basal  cell 
epitheliomata  do  not  occur  on  the  palms  and  soles. 
This  is  contrary  to  the  experience  of  others. 

With  these  minor  exceptions,  I consider  this  a most 
valuable  aid  to  the  student  and  practitioner. 

Benjamin  B.  Burrill,  M.D. 


A Physician's  Living  Thoughts.  Carl  Thenebe,  M.D. 
New  York,  1970,  Philosophical  Library,  Inc.  Pp.  163. 
($4.95) 

One  woulil  expect  this  little  book  to  appeal  to  a wide 
audience  spectrum  in  and  out  of  the  field  of  medicine. 
The  jacket  informs  us  that  the  thinking  doctor  should 
not  pass  up  the  chance  to  absorb  and  relleci  the  wis- 
dom aiul  philosophv  that  have  emerged  from  years  of 
medical  practice:  fifty  years  in  the  case  of  the  author. 
It  sounds  as  if  here  one  might  ]jick  up  gems  while 
browsing,  against  the  threat  of  a moment  of  idle  time. 

However,  this  noble  intent  has  gone  astrav.  .Siinitle 
observations  of  eteryday  occurrences  have  been  phrased 
in  stilted  language.  Ovcr-sim|)lification  of  ideas  couched 
in  awkward  neologisms  can  make  even  the  religious 
thought  distasteful.  \ simple  statement  of  the  facts 
herein  would  not,  it  is  true,  have  added  much  to  the 
world’s  literature,  but  it  would  have  been  a by-|)roduct 
of  a lif'-’s  work  that  could  stand  with  many  others  in 
this  field. 

James  G.  Foi.fa  , M.D. 


Breathing  (Ciba  Foundation).  Edited  by  Ruth  Porter. 

Baltimore,  Maryland,  1970,  Williams  and  Wilkins.  Pp. 

402.  Illustrated.  (Price  not  stated) 

It  is  fitting  that  a symposium  celebrating  the  hun- 
dredth anniversary  of  the  discosery  of  the  Hering- 
Breuer  breathing  reflex  has  been  published  by  Ciba 
with  a truly  international  flavor.  The  publication  in- 
cludes papers  from  Great  Britain,  Tinted  States,  Fin- 
land, Scotland,  Russia,  and  India.  .A  wealth  of  basic 
experimental  and  physiologic  data,  written  in  the 
beautiful  prose  characterizing  British  publications,  is 
])resent.  The  book  begins  with  interesting  historical 
data.  The  table  of  symliols  in  the  beginning  is  useful 
and  appropriate.  Summaries  in  each  section  bring 
together  much  diversified  data  for  the  reader.  Fach 
paper  examines  certain  common  phenomena  and  dis- 
cusses in  detailed  physiologic  terms  (with  experimental 
evidencel  what  workers  are  accomplishing  in  this 
field.  Sometimes  more  questions  are  raised  than  an- 
swered but  an  in-depth  detailed  discu.ssion  is  present. 
Fhe  “clinical  " section  at  the  end  is  complex  and  diffi- 
cult reading.  The  book  concludes  with  a nice  transla- 
tion of  Hering  and  Brener's  original  article  describing 
the  discovery  of  their  famous  reflex.  Here  is  a valuable 
addition  to  the  library  of  the  respiratory  physiologist 
and  to  the  specialist  in  chest  diseases. 

Fills  P.  .Singer,  M.D. 
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Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  love  it  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  1 2 rolls. 


I ARCH  LABORATORIES 

I 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


OCCUPATIONAL 

MEDICINE 


Afternoon  shift  responsibilities  under  super- 
vision of  chief  physician.  Full  time  position 
with  the  Ford  Motor  Company,  Mahwah,  N.J. 

Progressive  Program 
Excellent  Fringe  Benefits 

Salary  commensurate  with  training  & ability. 
N.  J.  license  required.  Prefer  physician  with 
experience  in  industrial  field. 

Reply  sfafinn  bockground 
and  salary  required  to: 

T.  J.  NAGLIERI  (201)  529-2000 


MAHWAH  ASSEMBLY  PLANT 

Route  17,  Mahwah,  N.  J.  07430 

an  equal  opportunity  employer 


PHYSICIANS  WANTED 

Residency  in  Physical  Medicine  and  Rehabili- 
tation— Dynamic,  young  program  with  bal- 
anced academic  and  clinical  emphasis  under 
the  supervision  of  5 physiatrists.  Three  year 
program  with  opportunity  for  research  and 
pursuit  of  special  interests  both  in  medical 
school  and  private  hospital  settings.  One 
year’s  credit  for  4 years  of  general  practice 
experience  or  training  in  another  specialty. 
Partially  tax  free  stipends  from  $8800.00  to 
$10,000.00  depending  on  qualifications.  Gl 
schooling  benefits  available  for  veterans. 
Berry  plan  deferments  are  usually  obtainable 
for  physicians  anticipating  military  service. 
We  will  pay  for  visits  in  selected  cases.  Tele- 
phone or  write  for  information  to:  John  F. 
Ditunno,  Jr.,  M.D.,  Professor  and  Chairman, 
Department  of  Rehabilitation  Medicine, 
Thomas  Jefferson  University  Hospital.  11th 
and  Walnut  Streets,  Philadelphia,  Pa.  19107. 
Telephone:  (215)  829-6573. 


ASSISTANT  DIRECTOR 
OF  CLINICAL  RESEARCH 

Leading  pharmaceutical  house  has 
position  on  research  staff  for  clini- 
cally oriented  M.D.  with  boards,  or 
board  eligible,  in  Ob-Gyn  or  Internal 
Medicine;  plus  some  prior  training 
in  industry,  private  research,  or  in 
conduct  of  clinical  trials;  to  plan 
and  supervise  clinical  trials  pro- 
grams on  oral  contraceptive  type 
products.  Newly  constructed,  cam- 
pus style  plant,  approximately  60 
minutes  drive  from  N.  Y.  C.  in  Class 
A1  suburban  hill  country.  Salary — 
high  20's  plus  generous  stock  par- 
ticipation and  liberal  fringe. 

For  details  write  or  call: 

PACKARD  ASSOCIATES 

3 Water  Lane,  Manhasset,  N.  Y.  11030 
(516)  627-0656 
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CLASSIFIED  ADVERTISEMENTS 


GENERAL  PRACTITIONER-To  associate  with  busy  gen- 
eral practitioner  in  Central  New  Jersey.  Partnership  in 
8 months.  E.  Horatagis  M.D.,  422  Route  206,  South 
Somerville,  New  Jersey  08876. 

ELECTROCARDIOGRAPH  FOR  SALE-Burdik,  dual 
speed,  8 vears  old,  hardlv  used.  .S200.00.  Write  Box  No. 
189,  c/o  THE  JOl'RNAL. 

GENERAL  PRACTITIONER-Young  general  practitioner 
for  active  growing  practice  with  three  busy  A.AGP  men 
in  lovely  semi-rural  area  of  New  Jersey.  Excellent  hos- 
pital. busy  scheihile,  but  adequate  time  for  free  study 
and  recreation.  Salary  to  start,  early  partnership.  Flem- 
ington  Medical  Croup,  6 North  Main  Street,  Eleming- 
ton.  New  Jersey  08822.  Telephone  (201)  782-5100. 

PROFESSIONAL  OFFICE -One  hour  from  Manhattan; 
1300  stjuare  feet  or  less;  private  entrance;  two  blocks 
from  teaching  hospital;  air-conditioned;  sole  tenant 
with  prominent  internist.  TN'rite  Box  No.  188,  c/o  PHE 
jOl  RNAL. 

Information  for  Advertisers — RATES;— $5.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 

Approximately 
8,000  Member 
Physicians 
Read  These 
Pages 


PHYSICIANS  WANTED 

Psychiatrist,  Internists,  General  Practitioners 
— Immediate  openings  to  work  on  Psychiatric, 
Medical  or  Geriatric  Services.  Also  openings 
in  community  mental  health  clinics  in  need 
of  expansion.  Jersey  Shore  area.  Excellent 
personnel  program  and  benefits.  May  have 
part-time  practice.  State  License  required. 
Salary  to  $24,208  depending  on  qualifica- 
tions. Send  resume  in  confidence  to  Michael 
R.  Simon,  M.D.,  Medical  Director,  New  Jersey 
State  Hospital,  Marlboro,  New  Jersey.  Tele- 
phone 201-946-8100. 


STAFF  PHYSICIANS 

N.J.  License.  Full  time,  immediate  open- 
ings in  275-bed  JCAH  Hospital;  paid  an- 
nual vacation,  sick  leave  and  12  holi- 
days; excellent  insurance  and  retirement 
benefits.  Contact:  Mr.  Waldo  R.  McNutt, 
Superintendent,  John  E.  Runnells  Hos- 
pital, Berkeley  Heights,  New  Jersey 
07922. 


ENT  SPECIALIST 

Needed  to  complement  staff  of  200-bed 
northern  New  Jersey  hospital.  Reply  in 
confidence,  with  full  resume  to: 

John  W.  Pollina,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  N.J.  07662 
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Doctor, 

you 


These  days,  according  to  the  press,  a $54,000  medical  bill  is  not  uncommon. 
Unfortunately,  most  major  medical  plans  do  not  cover  all  the  costs  in- 
volved . . . they  weren't  designed  to.  Result:  a threat  to  your  cash-value 
life  insurance,  financial  security,  stocks  and  bonds.  Heartbreak,  because 
the  more  you  have,  the  more  you  tend  to  lose. 

Now  comes  Excess  MED,  a unique  second  generation  medical  policy  from 
NN  Insurance  Companies,  that  takes  over  where  your  group,  association 
or  individual  major  medical  runs  out.  This  double  deck  protection  is  what 
you  need.  It  pays  up  to  $100,000  for  all  accidents  or  illnesses.  Pays  100%  — 
not  75%  or  80%  — of  all  eligible  medical,  surgical  and  dental  expenses 
for  all  family  members  after  only  one  family  deductible  is  met.  And  the 
policy  is  guaranteed  renewable  for  life. 


MILWAUKEE,  WISCONSIN 


Excess  MED  has  several  other  "life-savings"  features  worth 
looking  into.  Why  not  ask  for  a folder  which  describes 
the  policy. 


The  more  you  have,  the  more 
you're  expected  to  pay  it. 

cSSi 

NN 

INSURANCE]  COMPANIEJS 


Write  Excess  MED,  W.  S.  Vogel  Agency,  Inc., 
498  William  Street,  East  Orange,  N.  J.  07017 
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THE  PRINCETON  HOUSE 


(A  service  of  The  New  Jersey  Rehabilitation  Care  Foundation) 


A private,  non-profit  hospital  licensed  by  the  State  of  New  Jersey  for  the 
Alcoholic  Rehabilitation  of  Men  and  Women.  Provides  detoxification  and 
rehabilitation  services  for  problem  drinkers,  including  intensive  and  com- 
prehensive medical  and  psychiatric  care. 


Peter  R.  Manes,  M.D. 
Clinical  Director 


905  Herruntown  Road  at  Route  206 
Princeton,  New  Jersey  08540 


For  admission  or  further  information  call  609-924-6767 


"‘Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


350  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


Librium  10  mg 

(chlordiazepoxide  HCl) 

1 or  2 capsules 

t.i.d./q.i.cl. 


LIB 


MAR  1 8 


NEW  YORK  ACADEMY 

OF  MEDICINE 


The  hypochondriac 

fugitive  from  anxiety 


For  many  patients  \A/ith 
hypochondriacal  tendencies,  physical 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCl), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration. 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  be  weighed  against  its  pos- 


sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0 mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi- 
tors and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable 
effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal 


relationship  has  not  been  establishec 
clinically. 

Ad  verse  Reactions:  Drowsiness,  ataxir 
and  confusion  may  occur,  especially  it 
the  elderly  and  debilitated.  These  on 
reversible  in  most  instances  by  prope 
dosage  adjustment,  but  are  also  occc 
sionally  observed  at  the  lower  dosag’ 
ranges.  In  a few  instances  syncope  ha 
been  reported.  Also  encountered  or 
isolated  instances  of  skin  eruption; 
edema,  minor  menstrual  irregularitic 
nausea  and  constipation,  extrapyrom 
dal  symptoms,  increased  and  decrease 
libido— all  infrequent  and  generally  cot 
trolled  with  dosage  reduction;  changes  i 
EEG  patterns  (low-valtage  fast  activit 
may  appear  during  and  after  treatmen 
blood  dyscrasias  (including  agranuloc 
tosis),  jaundice  and  hepatic  dysfunctic 
have  been  reported  occasionally,  makir  ' 
periodic  blood  counts  and  liver  functic 
tests  advisable  during  protracted  fherap  r 

Roche  Laboratories 
Division  of  Hoffmann-La  Rocti  ( 
Nutley.  N J 07110  I 
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ANNUAL  MEETING— May  15-18,  1971 
Haddon  Hall,  Atlantic  City 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 


ACCIDENT  AND  HEALTH  INSURANCE 


$1,200 

I 

PLUS 

$1,000 


a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 


$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 


$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20-$30-$40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 


★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACODENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DElaware  3-4340 


MORRIS  HALL 

Health  and 
Rehabilitation  Center 


Route  206,  2381  Lawrence  Road,  Lawrenceville,  N.J.  08648 


FOR  YOUR  MEDICAL  AND  NURSING  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center 

• Private,  semi-private  rooms  with  individual  baths  in  room 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• Staff  Medical  Director  and  Physiatrist  with  open  visiting  staff  privileges  available 

MEDICAL  STAFF  AND  ACCREDITATION 

• J.  Michael  Fiorello,  M.D.,  Medical  Director 

• Fred  G.  Schwing,  M.D.,  Physiatrist 

• Ruth  Rahilly,  R.N.,  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Medicare  and  Medicaid  Application  Filed 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!!'! 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 


SPECIAL  OPEN  HOUSE  FOR  PHYSICIANS 
May  23,  1971  - 2-4  p,m.  - Hospitality  and  Tours 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 


KESSLER  INSTITUTE 
FOR  REHABILITATION 

West  Orange,  New  Jersey 

• A voluntary,  non-profit,  ndn-sectarian 
specialty  hospital  and  rehabilitation 
center  for  physically  handicapped  chil- 

* ' dren  and  adults  providing  intensive  and 
comprehensive  medical,  social,  psy- 
chological, and  vocational  services  for 
patients  with  any  physical  impairment 
due  to  a congenital  condition,  accident 
or  disease. 

• In-patient  and  out-patient  service  fa- 
cilities  include  a 48-bed,  air-conditioned 
in-patient  wing,  swimming  pool,  and 
modern  treatment  facilities. 

' • Fully  accredited  by  the  Joint  Com- 

mission of  Accreditation  of  Hospitals, 
and  the  Commission  on  Accreditation 
of  Rehabilitation  Facilities. 

• Provider  of  Services  under  Medicare 
and  Medicaid. 


ADMISSION  BY  MEDICAL  REFERRAL  TO 
DIRECTOR  OF  ADMISSIONS 


RICHARD  A.  SULLIVAN,  M.D., 
Medical  Director 

HENRY  H.  KESSLER,  M.D., 
Director  of  Professional 
Education  and  Research 

WILLIAM  K.  PAGE,  Executive  Director 
Telephone:  731-3600 


CONGRATULATIONS  . . . 

To  The  Medical  Society  of  New 
Jersey  for  the  excellent  and  profes- 
sional service  you  have  rendered  to 
the  people  of  New  Jersey  for  so 
many  years. 

To  meet  the  specialized  needs  of  the 
professional  community,  Bankers 
National  Life  offers  new  concepts 
and  new  services; 

ASSOCIATION  VARIABLE  PENSION 
PLANS 

HR-10  (KEOGH)  PLANS 
EQUITY  BASED  PLANS 
PROFESSIONAL  ESTATE  PLANNING 


INSURANCE  COMPANY 


PARSIPPANY,  N.  J.  07054 


PUT  YOUR  TRUST  IN  NJB 


Available  to  physicians  and  their  attorneys  at  NJB  is  a complete  range  of  estate 
and  personal  trust  services,  including  investment  guidance  and  custody  of 
securities.  Our  highly-trained  specialists  have  the  knowledge  and  know-how 
required  to  effect  long-range  plans,  and  the  experience  necessary  for  the  prudent 
and  profitable  management  of  other  people’s  property.  ■ Should  you  be 
interested  in  any  of  our  Trust  or  Investment 


Department  services,  wed  be  most  happy  to 
discuss  them  with  you. 

NEW 

1 

TRUST  OFFICES:  129  Market  Street,  Paterson 

JERSEY 

657  Main  Avenue,  Passaic 

BANK 

L 

Member  Federal  Deposit  Insurance  Corp.  • Member  Federal  Reserve  System 
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and  one  m?)iam^/ 


as  you  would  hope  to  find  it... 

natural  • unspoiled  • away  from  the  crowds 


Hard  to  believe ...  a natural  beauty  spot  like  this . . . within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A 2 Vi -mile  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its  finest.  $250,000  private  Lake  Naomi  Club  with  teen  center, 
ballroom,  cocktail  lounge,  and  dining  room  overlooking  the  lake.  Great  sailing,  fishing, 

horseback  riding.  Six  sand  beaches  with  lifeguards. 
PHYSICIANS  I New  $200,000  Olympic-size  swimming  pool,  tennis 

it’s  time  that  and  basketball  courts.  Championship  Pocono 

you  discovered  Manor  golf  courses  at  your  doorstep,  also  famous 

LAKE  NAOMI  Camelback  ski  area. 


the  incomparable 
second-home  retreat 


Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 

Office  and  house  models  open  till  9 P.M.  daily  on 
Rt.  940  at  Pocono  Pines.  Reached  via  80  & 81E 
or  by  N.E.  Ext.  of  Pa.  Turnpike.  Phone  717- 
646-2222. 
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Professional 
Consultation 


Automated  Diagnostic  Analysis 
for  most  tests 


An  Advanced 
Diagnostic  Center  for  i 
Standard,  Endocrinej^ 
and  Special  Laboratory^H 
Tests 
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A New  Commitment  in  Health  Care 


Computerized 
Quality  Control 
k to  prevent  error 


A new  technological  achievement  that 
offers  a broad  scope  of  diagnostic 
testing.  Designed  to  provide  you,  your 
patients  and  your  hospital  with  highest 
quality  test  standards  for  better 
health-care  delivery. 

Simplified  specimen  preparation, 
daily  pickup  or  prepaid  mail,  and 
permanent  report  forms  are  all  part  of 
this  rapid,  accurate  diagnostic  service. 

The  Roche  Professional  Representative 
welcomes  the  opportunity  to  introduce 
our  laboratory  service  to  you.  Please 
fill  in  the  coupon  below  for  additional 
information. 


Personal  Service  through 
Roche  Professional  Representatives 


'it  ■ 


< ROCHE 


A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


Roche  Clinical  Laboratories 

1 Fairfield  Crescent 

West  Caldwell,  New  Jersey  07006 

Gentlemen 

I am  interested  in  learning  more  about 
Roche  Clinical  Laboratories  Services 

dPIease  send  the  Roche  Clinical 
Laboratories  Reference  Manual 

QPlease  have  a Roche  Professional 
Representative  contact  me 


State 
Tel  No 


VOL.  68-XUMBER  4-APRIL,  1971 


PRimER 

PLUS 

FlGKoplasf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  ••••, 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M D. 

Address  

City  

State Zip 


Idylease 

Idylease  is  the  kind  of  convalescent 
home  that  puts  patients  at  ease 
quickly. 

And  their  physicians  and  families, 
too. 

Round-the-clock  nursing  care,  com- 
plete X-ray  department,  laboratory, 
therapeutic  pool,  and  registered 
physiotherapist  are  included  in  the 
complete  medical  facilities. 

An  open  staff  with  consultant 
specialist  services  on  hand  insures 
that  the  orders  of  private  physicians 
are  carefully  followed  by  resident 
physicians  with  reports  rendered 
frequently. 

Rates?  Quite  reasonable.  Send  for 
our  illustrated  booklet  without  obli- 
gation. 


Idylease 

Convalescent  Home 

Union  Valley  Road 
Newfoundland,  New  Jersey 
Area  Code  201 
697-3311 


^ wap  to  give  urar 
patients  a monoi's 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IV3  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  Company,  Richmond.  Va.  23220 

AH'[^OBINS 


Thiamine  mono- 
nitrate (Vit,  B,)  15  mg 

Riboflavin  (Vit.  B^)  10  mg 

Pyndoxine  hydro- 
chloride (Vit.  BJ  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


I IE 


'‘the  'Tkmnatal 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (V4  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(Vj  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring:  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


TepaniHen-ta^ 

■ (continuous  release  form) 

(diethylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors^  In  patients  hypersensitive  to 
this  drug;  in  emotionoliy  unstoble  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  greot  caution  in 
potients  with  severe  hypertension  or  severe  cardiovasculor  disease.  Do  not  use  dur- 
ing Urst  trimester  of  pregnoncy  unless  pofentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  dlscontinuotlon  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  Is  chorocteristic  of  sympothomimetic  ogents,  It  may 
occosionoily  couse  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety. 


ond  jliteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increose  In  convulsive  episodes  hos  been  reported.  Sympothomimetic  cordio- 
vascular  effects  reported  Include  ones  such  os  tochycordio,  precordial  pain, 
orrhythmio,  polpitotlon,  ond  increosed  blood  pressure.  One  published  report 
described  T*wove  changes  In  the  ECG  of  a heolthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  wos  on  isoloted  experience,  which  has  not  been 
reported  by  others.  Affergic  phenomena  reported  include  such  conditions  os  rash,  j 
urticoria,  ecchymosis,  and  erythemo.  Gos/rointestinof  effects  such  as  dlorrheo,  ' 
constipotion,  nausea,  vomiting,  ond  obdominol  discomfort  hove  been  reported.  1 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow  \ 
depression,  agranulocytosis,  and  leukopenia.  A voriety  of  miscellaneous  adverse 
reoctlons  hove  been  reported  by  physicians.  These  Include  comploints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurio,  and  polyurlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  toblet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  additional  toblet  moy  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  T-107/4/71/u  s patent  no.  a.ooj.sto 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  suifote,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  or- 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  controlndl- 
coted  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gostrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  ond  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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In  the  removal  of 
facial  sebum 
and  dirt,  ^ 

hyperpHaze 
is  twice  as  effective 
as  the  leading 
antibacterial 
bar  soap  and 
50%  more  effective 
than  the  leading 
antibacterial 
I liquid  skin  cleanser* 

' * As  shown  by  in  vivo  tests  comparing  actual  use 

i concentrations  of  hyperpHaze  and  the  other  products. 

I hyperpHaze  has  also  been  shown  to  be  markedly  superior 
in  antibacterial  action,  because  it’s  buffered  to  maintain 
the  pH  range  in  which  hexachlorophene  is  most  effective. 

When  the  treatment  you  prescribe  includes  a strict  cleansing 
regimen,  consider  recommending  mild,  effective  hyperpHaze. 

For  complete  test  details  and  professional  samples,  write: 

Pharmaceutical  Division/ Professional  Services  Department 

COLGATE-PALMDLIVE  COMPANY 

740  North  Rush  Street/Chicago,  Illinois  60611 

<P 


Contains;  Hexachlorophene  3%,  ethoxylated  lanolin, 

, carbamide  and  light  liquid  petrolatum. 

Available  in  6-oz.  and  16-oz.  sizes  at  pharmacies  everywhere. 

XL, 


die  night  shift 
of  depression... 
insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEC  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms; 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular  Merck  Sharp  & Dohme,  Division  of  Merck&Co.,  Inc , West  Point,  Pa.  19486 


when  the  diagnosis  is  depression 


(AMITRIPTYLINE  HCIIMSD) 


MSD  MERCK  SHARP  & DOHME 


Not  too  little,  not  too  much 
but  just  right! 


"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

Ilo^ne  Liquid  250 

tlrythaxnN'cin  Kstdate 
(equivalent  to  250  mg  o(  base  per  5-ml  leaspoon(ul) 

Additional  inlormation  available 
to  the  prolession  on  request 
Ell  Lilly  and  Company 
Indianapolis.  Indiana  46206 
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EDITORIALS 

Don’t  Be  An 
Anti-Exhibitionist! 

Exhibilionism  is,  tlie  psyciiiatrists  tell  iis, 
some  kind  of  disease.  However,  you  can  be 
a non-exhibitionist  without  being  an  anti- 
exhibitionist. We  refer  to  the  members  and 
guests  at  the  .Annual  Meeting  who  don’t  look 
at  the  exhibits.  For  some  reason  (and  we 
may  have  to  consult  the  Section  on  Psychiatry 
for  an  answer)  New  Jersey  doctors  and  their 
guests  show  feebler  interest  in  the  exhibits 
— technical,  educational,  and  scientific — than 
our  colleagues  in  other  states.  And  we  have 
an  interest  in  this  strange  coldness  to  the  ex- 
hibits, an  interest  that  is  partly  scientific, 
partly  humanitarian,  and  partly  commercial. 
On  the  commercial  side  (to  get  these  sordid 
financial  matters  over  with)  the  exhibitors 
provide  a lot  of  the  financial  fuel  that  keeps 
our  .Annual  Meeting  in  high  gear.  And,  if 
they  feel  that  their  carefully  prepared  ex- 
hibits arc  given  a cold  shoulder,  or  just  a 
once-over-lightly  by  our  members  and  guests, 
they  may  decide  “what’s  the  use?’’  and  then 
Atlantic  City  (and  your  Society’s  coffers)  will 
Ite  that  much  barer.  Then,  too,  there  are  hu- 
manitarian reasons.  Picture  the  plight  of  a 
poor  doctor  who  has  painstakingly  prepared 
an  exhil)it  on  the  pathophysiology  of  pul- 
monary emboli,  who  eagerly  sits  at  his  ex- 
hibit, a pile  of  reprints  on  one  table  and  a 
chain  of  coffee  containers  on  the  other,  and 
who  waits  while  the  crowds  pass  him  by,  with 
only  an  occasional  visit  from  the  doctor’s  fam- 
ily. The  frustrating  effects  of  this  unrewarded 
vigil  must  be  devastating.  So  much  for  the 
luimanitarian  reason. 

Rut  most  important  is  the  educational  value 
of  the  exhibits.  A technical  exhibit  may  be 
designed,  it  is  true,  to  promote  the  sales  of 
second-hand  diapers  or  scythes  for  the  ampu- 
tation of  athlete’s  foot.  However,  no  exhib- 
itor is  going  to  rent  space  unless  he  knows 


that  his  product  is  of  use  to  the  doctors.  So 
you  can  be  sure  if  it  is  shown  it  has  been 
found  useful.  The  scientific  exhibits,  of 
course,  have  direct  and  unmistakable  peda- 
gogic value  to  all  of  us — to  all,  except  the  few 
who  already  know  everything  about  medicine 
and  surgery  in  all  its  forms.  But  unless  you 
belong  in  that  elite  category,  you  are  bound 
to  learn  something.  Anyway,  what’s  your 
hurry?  As  you  stroll  through  the  exhibit  hall, 
stop  and  browse  at  each  booth.  And  register 
your  name  too.  No  matter  how  many  of  you 
look  with  interest  at  the  exhibit,  the  people 
who  pay  for  it  will  never  know  unless  there 
is  a card  or  signature  to  be  tallied. 

We  acknowledge  the  counter  attractions  of 
the  boardwalk,  and  we  know  that  some  state 
societies  hold  meetings  in  communities  where 
the  exhibit  hall  is  the  most  interesting  place 
in  a dull  town.  But  still,  our  exhibitors 
(both  technical  and  scientific)  desene  your 
supjx)rt,  at  least  in  terms  of  looking  and 
listening.  Let’s  reverse  the  trend  in  1971  and 
make  .Atlantic  City  this  May  a place  for 
benign  voyeurs! 

The  Overstatement 
Of  Complaints 

When  a patient  presents  himself  he  presum- 
ably wants  something  done.  Principally  he 
wants  treatment,  but  mayl)e  he  also  wants  at- 
tention in  general.  It  is  safe  to  assume  that 
the  one  thing  he  does  not  want  is  to  be 
ignored,  or  airily  dismissed.  Assume  then, 
that  he  tvants  “treatment”  — using  that  word 
in  its  broadest  sense.  And  what  is  the  pass- 
port to  treatment?  Symptoms,  that’s  what.  So 
this  leads  to  an  unconscious  (or  sometimes  a 
conscious)  overstatement  of  symptoms.  It  is 
probably  true  that,  in  general,  the  pain  is  not 
quite  as  severe,  the  cough  not  quite  as  hack- 
ing, the  fatigue  not  quite  as  wearing  as  the 
patient  says  in  his  oral  description. 

If,  in  the  modern  fashion,  we  view  the  doctor- 
patient  dialogue  as  a “transaction”  (not  in  the 
financial  but  in  the  emotional  sense),  we  can 
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bee  the  elements  of  this  “transaction.”  The 
doctor  isn’t  sure  that  the  medication  he  is  pre- 
scribing, or  the  physical  therapy  he  is  apply- 
ing, or  even  the  advice  he  is  giving  is  going 
to  do  much  good.  But  he  has  to  do  something. 
1 he  patient,  anxious  to  have  something  done, 
plays  it  safe  by  overstating  his  symptoms,  just 
as  the  doctor  plays  it  safe  by  doing  something. 
For  a physician  to  say,  “go  home;  I have 
nothing  that  will  help  you”  is  cruel,  disap- 
pointing to  the  patient,  and  often  enough  un- 
true. From  the  doctor’s  point  of  view,  this  is 
a confession  of  powerlessness,  and  no  one 
wants  to  be  branded  as  impotent.  From  the 
patient’s  point  of  view  it  is  a frustrating,  mad- 
dening experience. 

Sometimes  indeed,  it  is  as  if  the  patient’s 
emotional  need  meets  the  doctor’s  need.  The 
patient  needs  to  feel  he  is  being  cared  for, 
that  he  has  a strong  and  decisive  jjerson  to 
lean  on.  Fhe  jjhysician  needs  to  feel  that  he 
is  helpful,  that  he  is  doing  something  and 
that  the  patient  is  justified  in  this  dejiendence. 

And  also,  let  it  be  stated  that  a doctor’s 
dilemma  is  produced  by  assuming  that  the 
complaints  are  over-stated.  There  are,  after 
all,  patients  wdio,  for  reasons  that  your  friend- 
ly neighborhood  psychiatrist  will  explain, 
tend  to  understate  rather  than  overstate  their 
disabilities.  And  we  aren’t  really  psychic 
enough  to  tell  what  is  a particular  patient’s 
category.  So  the  pass-word  seems  to  be;  as- 
sume that  the  patient  is  overstating  his  symp- 
toms; but  treat  him  as  if  he  weren’t. 


Back  To  Materia  Medica 

The  nineteenth  century  medical  student  had 
to  learn  that  opium  was  derived  from  the 
dried  juice  of  the  sun-ripened  capsule  of  the 
oriental  poppy,  Papaver  Somnijerinn.  Digi- 
talis, of  course,  came  from  the  thimble-shaped 
flowers  of  the  foxglove  — Dt’g/trt/i.?  purp^irea. 
The  very  phrase  “materia  medica”  — the  “stuff 
of  medicines”  — was  understood  then  to  mean 
medical  botany.  The  seal  of  The  Medical  So- 
ciety of  New  Jersey  carries  the  phrase  Opi- 


ferque  per  orbem  dicor:  1 am  known  through- 
out the  world  as  the  bearer  of  good  things. 
It  refers  to  Apollo’s  familiarity  with  the  medi- 
cinal qualities  of  plants. 

The  development  of  organic  chemistry  at  the 
turn  of  the  century  changed  all  that.  During 
the  past  75  years,  most  of  the  advances  in 
pharmacognosy  have  been  in  the  direction  of 
pharmacologic  synthetics  — sometimes  the 
chemist’s  effort  to  imitate  nature,  but  more 
often  aimed  at  a new  combination  of  arti- 
ficially produced  drugs  with  the  hope  of  de- 
veloping something  stronger  and  safer.  Thus, 
botanical  materia  medica  seems  to  be  taking 
a back  seat.  Certainly  no  American  medical 
student  today  is  expected  to  know  any  botany. 

The  discovery  — or,  more  accurately,  the  re- 
tliscovery — of  the  pharmacologic  value  of  re- 
serpine  suggested  that  there  might  be  some 
life  in  the  old  plants  yet.  Today,  many  phar- 
maceutical companies  have  decided  to  divert 
some  of  their  research  budget  into  botanical 
exploration.  This  is  a forward-looking,  not  a 
backward-looking,  step. 

In  this  respect,  we  seem  to  have  gone  through 
three  phases  since  Paracelsus  became  more 
fashionable  than  Galen.  First,  the  stage  of 
credulous  belief  in  the  claims  of  any  herb 
collector;  then,  a phase  of  botanical  nihilism 

— rejecting  all  such  claims  on  the  theory  that 
any  medicinal  properties  in  a plant  could  be 
better  developed  synthetically  (the  digitalis 
story,  for  instance);  and  now,  a skeptical,  but 
not  a cynical,  attitude  of  suspended  judgment 
toward  the  claims  of  curative  properties 
made  on  behalf  of  plants  by  native  tribesmen 
or  even  witch  doctors.  The  therapeutic  poten- 
tials of  plants  have  been  known  (or  at  least 
asserted)  since  the  Sumerian  tablet  of  2100 
B.C.  described  the  medicinal  effects  of  as- 
sefetida  and  thyme.  But  now  the  resources  of 
modern  biochemical,  industrial,  and  research 
technics  are  being  applied  to  them.  For  all  we 
know  — and  we  cannot  afford  to  laugh  it  off 

— a treatment  for  cancer  or  hypertension  may 
still  be  locked  up  somewhere  in  Nature’s 
medicine  chest.  Perhaps  vis  inedicatrix  na- 
turae may  have  a double  meaning. 
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Time-savers  for  you. 

They're  the  three  new  simplified  claim  forms  now  in  use  for 
several  specified  obstetrical,  gynecological  and  general 
surgical  procedures.  And  we're  planning  to  expand  this 
streamlining  into  other  fields  of  practice.  These  new,  short 
forms  are  slightly  larger  than  IBM  card  size  and  may  be  used 
for  the  specified  services  in  place  of  the  more  detailed 
8V2 " X 1 1 " standard  Service  Reports.  A Physician  can  now 
simply  check  off  the  service  rendered,  fill  in  the  date  and  his 
fee,  and  mail  it  to  us.  Using  the  new  short  forms  cuts  down  on 
your  valuable  time,  and  will  help  us  make  prompter  payments. 

BLUE  SHIELD 

Medical-Surgical  Plan  o(  New  Jersey 


CAPTAIN  STARN'S 
SEAFOOD 

RESTAURANT  & YACHT  BAR 
Steaks  and  Chops 

All  kinds  of  Yachting 
Featuring  Seafood  From 
Our  Own  Boats 

Inlet  — Atlantic  City,  N.  J. 

Phone  344-3905  Ample  Parking 


OBSERVATION  and  DIAGNOSIS 
of  the  Exceptional  Child 

Initial  3-mo.  resident  program  for  evaluation 
of  child's  mental  & emotional  condition.  Multi- 
disciplinary staff  outlines  plan  for  maximum 
development.  Medical  studies,  electroencephalo- 
graphic  & neurological  exams,  psychiatric,  psy- 
chological, speech  & hearing  tests,  diagnostic 
therapy.  Also  year-around  program.  All  facilities 
for  treatment  & training. 

Write  Registrar,  Box  2 

THE  TRAINING  SCHOOL  UNIT 
American  Institute  for  Mental  Studies  (AIMS) 
Vineland,  New  Jersey 


ROMA  SAVINGS  AND  LOAN  ASS’N. 

485  HAMILTON  AVENUE 
Trenton,  New  Jersey  08609 

INSURED  SAVINGS 
Mortgage  Loans  Available 

Phone:  599-9301 


Serving  the  Pharmaceutical  Industry  with  Integrity; 
in  CONTROL  & RESEARCH 

PHARMACOLOGY  • ENDOCRINOLOGY 
• TOXICOLOGY 


Specializing  in  Bio-Assay  of 
PYROGEN  HEPARIN 

ACTH  THYROID 

COSMETICS 


OXYTOCIN 

CHORIONIC 


SOUTH  MOUNTAIN 

LABORATORIES  ♦ INC. 

487  VALLEY  STREET  • MAPLEWOOD,  N.J.  07040 
(201)  762-0045 

— Since  19JfJf  — 
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1971  ..^nnuai  ^^Yleeting. 

RESUME  OF  EVENTS 

Saturday  through  Tuesday  Chalfonte-Haddon  Hall 

May  15  to  18,  1971  Atlantic  City 


Registration 

Saturday,  May  15  from  10:00  a.m.  to  4:30  p.m. 
Sunday  and  Monday,  May  16  and  17,  from  9:00 
a.m.  to  4:30  p.m.  Tuesday,  May  18  from  9:00 
a.m.  to  noon. 

Golden  Merit  Award 

Saturday,  May  15  at  1:00  p.m.  Honored  will  be 
those  members  of  MSNJ  who  have  held  the  degree 
of  Doctor  of  Medicine  for  fifty  years.  Reception 
following  ceremony. 

Motion  Picture  Theater 

Saturday,  May  15  at  2 p.m.  Sunday  and  Monday, 
May  16  and  17  at  10:00  a.m.  and  at  2:00  p.m. 
Program  arranged  and  presented  through  the  co- 
operation of  Roche  Laboratories,  Division  of  Hoff- 
mann-LaRoche,  Inc.,  Nutley,  New  Jersey. 

House  of  Delegates 

First  Session — Saturday,  May  15  at  2:30  p.m. 
Second  Session — Sunday,  May  16  at  3:30  p.m. 
(Election) 

Third  Session — ^Tuesday,  May  18  at  9:00  a.m. 
(^neral  Session 

Saturday,  May  15  at  3:15  p.m. — A review  and  re- 
port on  recent  developments  and  the  current  status 
of  the  College  of  Medicine  and  Dentistry  of  New 
Jersey. 

Medical-Surgical  Plan 

Saturday,  May  15  at  4:00  p.m. — Open  Discussion 
Joseph  P.  Donnelly,  M.D.,  President,  MSP,  pre- 
siding. 

Exhibitors’  Reception-Buffet-Cabaret 

Saturday,  May  15  at  6 p.m.  A special  invitation 
is  extended  to  members,  guests,  wives  of  members 
and  guests,  and  Auxiliary  members  to  attend  a 
reception  and  buffet  honoring  technical  exhibitors, 
followed  by  entertainment — excerpts  from  programs 
previously  presented  by  the  Phi  Delta  Epsilon  Play- 
ers— and  dancing. 

(Tickets  at  the  Registration  Desk — $12  per  person). 

Special  Session  on  Drug  Abuse 

Sunday,  May  16  at  9:30  a.m. — “The  Physician 
Faces  Drug  Abuse" — presented  in  cooperation  with 
the  College  of  Medicine  and  Dentistry  of  New 
Jersey. 

Scientific  Program 

Scientific  Sessions: 

Sunday,  May  16  at  9:30  a.m.  and  at  1:00  p.m. 
Monday,  May  17  at  9:30  a.m.  and  at  2:00  p.m. 


Reference  Committees 
Sunday,  May  16  at  11:00  a.m. 

(Coffee-Meeting  with  Chairmen  at  10:30  p.m.) 

Reception  for  President-Dect  Davis 

Sunday,  May  16  at  6:00  p.m.  Members,  guests, 
wives  of  members  and  guests,  and  Auxiliary  mem- 
bers are  invited  to  attend  a reception  honoring  the 
President-Elect,  E.  Vernon  Davis,  M.D.  (Admission 
by  badge). 

Dinner-Dance 

Monday,  May  17  at  7:00  p.m.  Members,  guests, 
wives  of  members  and  guests,  and  Auxiliary  mem- 
bers are  invited  to  attend  a dinner-dance  in  honor 
of  President  Satulsky.  (Tickets  at  Registration  Desk 
$11  per  person). 

Miscellaneous 

Saturday,  May  15  at  11:30  a.m. — Luncheon,  New 
Jersey  Committee  on  Trauma,  American  College  of 
Surgeons 

Saturday,  May  15  at  1:00  p.m. — Annual  Trauma 
Oration,  New  Jersey  Committee  on  Trauma,  Ameri- 
can College  of  Surgeons 

Saturday,  May  15  at  7:00  p.m. — Officers'  Dinner 
(By  invitation  only) 

Sunday,  May  16  at  12  noon — Luncheon-Meeting, 

American  College  of  Cardiology 

Sunday,  May  16  at  12  noon — Luncheon-Meeting, 

New  Jersey  Chapter,  American  College  of  Chest 

Physicians 

Sunday,  May  16  at  12  noon — Luncheon-Meeting, 
Council,  New  Jersey  Obstetrical  and  Gynecological 
Society 

Sunday,  May  16  at  1:00  p.m. — Luncheon,  New 
Jersey  State  Society  of  Anesthesiologists 
Sunday,  May  16  at  8:00  p.m. — Inaugural  Dinner 
(By  invitation  only) 

Sunday,  May  16  at  8:00  p.m. — Dinner,  New  Jersey 

Obstetrical  and  Gynecological  Society 

Monday,  May  17  at  8:00  a.m. — JEMPAC  Breakfast 

Monday,  May  17  at  12  noon — Luncheon-Meeting, 
New  Jersey  Allergy  Society 

Monday,  May  17  at  12  noon — Luncheon-Meeting, 
Nev/  Jersey  Society  of  Internal  Medicine 
Monday,  May  17  at  12  noon — Luncheon-Meeting, 
New  Jersey  Orthopaedic  Society 
Monday,  May  17  at  12  noon — Luncheon-Meeting, 
New  Jersey  Chapter,  American  Academy  of  Pediat- 
rics 

Monday,  May  17  at  12  noon — Luncheon-Meeting, 
New  Jersey  Rheumatism  Association 
Monday,  May  17  at  1:00  p.m. — Meeting,  New 
Jersey  Chapter,  American  College  of  Surgeons 
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DAILY  SCHEDULE 

Saturday  through  Tuesday  Chalfonte-Haddon  Hall 

May  15  to  18,  1971  Atlantic  City 


Friday,  May  14,  1971 

4:00  p.m. — Board  of  Trustees 


Saturday,  May  15,  1971 

10:00  a.m. — Registration  Opens 
11:30  a.m. — Luncheon;  New  Jersey  Committee  on 
Trauma,  American  College  of  Sur- 
geons 

12  noon — Exhibits  Open 
1:00  p.m. — Golden  Merit  Award  Ceremony 

Reception  for  Recipients  and  Families 
1:00  p.m. — Annual  Trauma  Oration 

New  Jersey  Committee  on  Trauma 
American  College  of  Surgeons 
2:00  p.m. — Motion  Picture  Theater 
2:30  p.m. — House  of  Delegates 
3:15  p.m. — General  Session 
4:00  p.m. — Open  Discussion  on  Medical-Surgical 
Plan 

4:30  p.m. — Nominating  Committee 
6:00  p.m. — Reception-Buffet-Cabaret  for  Technical 
Exhibitors 

(Invitation  is  extended  to  members, 
official  guests,  their  wives,  and 
Auxiliary  members — ^tickets  at  Regis- 
tration Desk,  $12  per  person.) 

7:00  p.m. — Officers’  Dinner 

(By  invitation  only) 


Sunday,  May  16,  1971 

9:00  a.m. — Registration  and  Exhibits  Open 
9:30  a.m. — Scientific  Sessions: 

Chest  Diseases 
Drug  Abuse 

Obstetrics  and  Gynecology  (all  day) 
Otolaryngology 

10:00  a.m. — Motion  Picture  Theater 
10:30  a.m. — Coffee  Meeting  with  Reference  Com- 
mittee Chairmen 

11:00  a.m. — Reference  Committee  Meetings 
11:30  a.m. — Luncheon-Meeting: 

American  College  of  Cardiology 
12  noon — Luncheon-Meetings: 

New  Jersey  Chapter,  American  Col- 
lege of  Chest  Physicians 
Council,  New  Jersey  Obstetrical  and 
Gynecological  Society 
12:30  p.m. — Luncheon: 

New  Jersey  State  Society  of  Anes- 
thesiologists 

1:00  p.m. — Scientific  Sessions: 

Anesthesiology 

Obstetrics  and  Gynecology,  (cont'd.) 
Cardiovascular  Diseases 
Psychiatry  and  Neurology 


2:00  p.m. — Motion  Picture  Theater 
3:30  p.m. — House  of  Delegates  (election) 

Addresses  by  President  Satulsky  and 
and  President-Elect  Davis 
6:00  p.m. — Reception  Honoring  President-Elect 
Davis 

(All  members,  official  guests,  their 
wives,  and  Auxiliary  members  are  cor- 
dially invited  to  attend — admission 
by  badge.) 

8:00  p.m. — Inaugural  Dinner  (by  invitation  only) 
8:00  p.m. — Dinner;  New  Jersey  Obstetrical  and 
Gynecological  Society  (invitation  only) 


Monday,  May  17,  1971 

8:00  a.m. — JEMPAC  Breakfast 

9:00  a.m. — Registration  and  Exhibits  Open 

9:30  a.m. — Scientific  Sessions: 

Allergy,  Medicine 

Clinical  Pathology,  Dermatology 

Gastroenterology  and  Proctology 

General  Practice,  Pediatrics 

Orthopedic  Surgery 

Radiology,  Rheumatism 

Surgery 

Urology 

10:00  a.m. — Motion  Picture  Theater 
12  noon — Luncheon  Meetings: 

New  Jersey  Allergy  Society 

New  Jersey  Society  of  Internal 

Medicine 

New  Jersey  Orthopaedic  Society 
New  Jersey  Chapter, 

American  Academy  of  Pediatrics 
New  Jersey  Rheumatism  Association 
1:00  p.m. — Meeting,  New  Jersey  Chapter,  Ameri- 
can College  of  Surgeons 
2:00  p.m. — Scientific  Sessions: 

Ophthalmology 

Plastic  and  Reconstructive  Surgery 
2:00  p.m. — Motion  Picture  Theater 
5:00  p.m. — Exhibits  Close 
7:00  p.m. — Annual  Dinner  Dance 

(All  members,  official  guests  and  their 
wives,  and  Auxiliary  members  are  cor- 
dially invited  to  attend — ^tickets  at 
Registration  Desk,  $11  per  person.) 


Tuesday,  May  18,  1971 

9:00  a.m. — Registration  Opens 
9:00  a.m. — House  of  Delegates 
12  noon — Registration  Closes 


Wednesday,  May  19,  1971 

8:30  a.m. — Board  of  Trustees 
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GOLDEN  MERIT  AWARDS 

Saturday,  May  15  1:00  p.m. 


Presiding 

Emanuel  M.  Satulsky,  M.D.,  President 
Master  of  Ceremonies 

John  J.  Crosby,  Jr.,  M.D.,  Chairman,  Council  on  Public  Relations 
Marshals 

Presidents  of  Component  Societies  whose  members  are  receiving  awards 


The  Golden  Merit  Award,  established  in  1957,  is  conferred  upon  every 
member  of  The  Medical  Society  of  New  Jersey  who  has  held  the  degree  of 
Doctor  of  Medicine  for  fifty  years. 


Recipients 

For  1971 

County 

Member 

County 

Member 

Bergen 

Frederick  George  Dilger,  M.D. 
Edgar  M.  Tennis,  M.D. 

Stuart  Ward  Vanderbeek,  M.D. 
Abram  Weiss,  M.D.* 

Hudson 

Edgar  Allen  Poe  Peters,  M.D. 
Benjamin  E.  Shook,  M.D. 
Julius  Siegler,  M.D. 

Anthony  Joseph  Watman,  M.D. 

Burlington 

Charles  Frederick  Kutteroff,  M.D. 

William  Eero  V/iren,  M.D. 

William  C.  V.  Wells,  M.D. 

Mercer 

Francis  Edward  Proctor,  M.D. 

Cape  May 

Victor  1.  Barrows,  M.D. 

Middlesex 

Carmine  Falcone.  M.D. 

Cumberland 

Leslie  Edwin  Myatt,  M.D. 

Monmouth 

Frank  Joseph  Altschul,  M.D. 

Essex 

Zachary  Davis  Boris  Balson,  M.D. 
Meyer  Weinstock  Bergman,  M.D. 
Joseph  1.  Echikson,  M.D. 

Howard  Malcolm  Freas,  M.D. 

C.  Byron  Blaisdell,  M.D. 

Victor  Knapp,  M.D. 

Robert  Abbe  MacKenzie,  M.D. 
Raul  Pietri,  M.D. 

Livingston  Spraker  Hinckley,  M.D. 
William  Rhys  Jones,  M.D. 

James  Victor  Lyons,  M.D. 

Morris 

Anthony  Ambrose,  M.D. 
Joseph  Donovan,  M.D. 

Julian  Francis  Johnston,  M.D. 

Clymont  MacArthur,  M.D. 

Alfred  Meurlin,  M.D. 

Vincent  Napoliello,  M.D. 

Joseph  Clarence  Spallone,  M.D. 

Passaic 

Wayne  Willard  Hall,  M.D. 
S.  Bell  Lucent,  M.D. 
Philip  H.  Simon,  M.D. 
Moses  Carl  Sucoff,  M.D. 

Robert  George  Stewart,  M.D. 
Max  Gordon  Straus,  M.D. 

Union 

Emanuel  Glaser,  M.D. 
Arthur  Heyman,  M.D. 

Hudson 

Edward  Alpert,  M.D. 
Michael  Conti,  M.D. 

Max  Herman  Miller,  M.D. 

Michael  Holtzman,  M.D. 
Herbert  Mallison,  M.D. 
Charles  Carrington  Polk,  M.D. 

• Deceased  Reception  for  Recipients  and  Families  Following  Ceremony 
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Annual  Trauma  Oration 


Saturday,  May  15  1:00  p.m. 


Prevention  of  Deaths  After  Injuries 

William  T.  Fitts,  M.D.,  Professor  of  Surgery, 

University  of  Pennsylvania;  and  Chief  of  Sur- 
gery, Division  B,  Hospital  of  the  University 

of  Pennsylvania,  Philadelphia.  The  New  Jersey  Committee  on  Trauma  of 

the  American  College  of  Surgeons  will  present 
its  Annual  Trauma  Oration  on  Saturday,  May 
15,  during  the  Annual  Meeting  of  The  Medical 
Society  of  New  Jersey.  Doctor  Fitts  is  Editor 
of  the  journal  Trauma,  and  Vice-Chairman 
of  the  Trauma  Committee  of  the  American 
College  of  Surgeons.  He  gave  the  Annual 
Trauma  Oration  at  the  Clinical  Congress  of 
the  American  College  of  Surgeons  in  October 
1970.  Doctor  Fitts  is  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  has  contributed 
a large  number  of  articles  to  the  literature  in 
the  field  of  trauma. 

(All  members  of  The  Medical  Society  of  New  Jersey 
and  other  physicians  are  invited  to  attend). 


1971  .^^^nnuai  ^i^eetin^ 

General  Session 

Saturday,  May  15  3:15  p.m. 


Presiding 

Emanuel  M.  Satulsky,  M.D.,  President 


A Review  and  Report  on  Recent  Developments  and  the 
Current  Status  of  the  College  of  Medicine  and 
Dentistry  of  New  Jersey 


Representative  Speakers: 

College  of  Medicine  and  Dentistry  of  New  Jersey  at  Newark 
College  of  Medicine  and  Dentistry  of  New  Jersey  at  Rutgers 


Question  and  Answer  Period 

(All  members,  official  guests  and  their  wives,  and  members 
of  the  Woman’s  Auxiliary  are  cordially  invited  to  attend.) 
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CABARET 

Saturday,  May  15  9:00  p.m. 


Master  of  Ceremonies 
Louis  K.  Collins,  M.D. 


Program 

Excerpts  from  past  performances 

Phi  Delta  Epsilon  Players 

Dr.  Donald  J.  Holtzman 
Dr.  Milton  L.  Fischgrund 
Dr.  Burton  B.  Bergman 
Dr.  Ernest  P.  Greenberg 

Dancing  until  midnight 


by  the 

Dr.  Irving  R.  Fox 
Dr.  and  Mrs.  H.  J.  Orris 
Mrs.  Barbara  Furst 
Mrs.  Paula  Yaeger 


'1971  ^^nnuai  lf}f\eetln^' 


DINNER-DANCE 


Monday,  May  17 


7:00  p.m. 


Toastmaster 


Honoring 

President  Emanuel  M.  Satulsky 

Presentations 


Richard  I.  Nevin 

Welcome 

Mrs.  Alexander  U.  Bertland,  President 
Woman’s  Auxiliary 

Introductions 


Fellow's  Key 

To:  Emanuel  M.  Satulsky,  M.D.,  President 

By:  Nicholas  A.  Bertha.  M.D.,  Immediate  Past- 
President 

Fellowette’s  Pin 

To:  Mrs.  Alexander  U.  Bertland, 

President,  Woman’s  Auxiliary 


Mrs.  Donald  A.  McLean,  President-Elect 
Woman’s  Auxiliary 

E.  Vernon  Davis,  M.D.,  President-Elect 
The  Medical  Society  of  New  Jersey 


By:  Emanuel  M.  Satulsky,  M.D.,  President 
The  Medical  Society  of  New  Jersey 

Entertainment — Scotch  Plains  Players 


Music  and  Dancing 

Martin  King  Orchestra  Associates 
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SPECIAL  SESSION 

DRUG  ABUSE 

Sunday,  May  16  9;30  a.m. 


Arranged  in  cooperation  with  the  College  of  Medicine  and  Dentistry  of  New  Jersey 

All  members,  official  guests,  and  their  wives,  and  members  of  the  Woman’- 


9:30  a.m.  Medical  Complications  of  Drug  Abuse 
DONALD  B.  LOURIA,  M.D.,  Professor 
and  Chairman,  Department  of  Public 
Health  and  Preventive  Medicine,  Col- 
lege of  Medicine  and  Dentistry  of  New 
Jersey  at  Newark 

10:00  a.m.  Treatment  of  Acute  Drug  Abuse 
Emergencies 

EDWARD  A.  WOLFSON,  M.D.,  Asso- 
ciate Professor  and  Director,  Division 
of  Drug  Abuse,  Department  of  Public 
Health  and  Preventive  Medicine,  Col- 
lege of  Medicine  and  Dentistry  of 
New  Jersey  at  Newark 

Physicians  are  becoming  more  involved  in  the  con- 
temporary drug  scene  through  participation  in  com- 
munity, hospital,  and  local  medical  society  drug 
abuse  committees  in  addition  to  their  trusted  fole 
as  family  doctors.  With  increasing  frequency,  in 
emergency  rooms,  medical  offices  and  via  the  tele- 
phone, physicians  are  being  confronted  by  con- 
cerned parents  and  citizens  as  well  as  by  drug 
abusers  in  the  acute  stages  of  drug  intoxication. 

The  panel  will  present  and  discuss  the  diagnostic 


Auxiliary  are  cordially  invited  to  attend 

Long  Term  Rehabilitation  and  Treat- 
ment: Referrals  and  Modalities 
STANLEY  EINSTEIN,  Ph.D.,  Associate 
Director  and  Educational  Coordinator, 
Division  of  Drug  Abuse,  College  of 
Medicine  and  Dentistry  of  New  Jersey 
at  Newark 

11:00  a.m.  Drug  Use  in  New  Jersey  Schools: 
Responsibilities  for  the  Physician 

Panel  and  Audience  Discussion 

Moderator: 

EDWARD  A.  WOLFSON,  M.D. 

challenges,  the  medical  treatment  of  the  acute 
phase  (including  the  frequent  need  for  non-chemi- 
cal intervention),  the  medical  and  psychiatric  com- 
plications (acute  and  chronic)  of  drug  abuse,  long 
term  rehabilitation  and  treatment,  referred  systems, 
deceptions  in  the  illicit  drug  market,  and  the  drug 
scene  in  New  Jersey  schools  (emphasizing  the 
physician’s  role  and  responsibilities). 

Ample  time  will  be  allotted  for  questions  and 
audience  participation. 


10:30  a.m. 


VISIT  THE  EXHIBITS 
A THREE-WAY  TREAT 

One  of  the  colorful  aspects  of  our  convention  is  the  interesting  array 
of  exhibits.  This  year,  as  usual,  we  have  three  classes — 

Informational  — Scientific  — Technical 

The  exhibits  help  to  defray  the  cost  of  your  Annual  Meeting.  Take 
time  to  visit  each  booth.  There  is  a wealth  of  new  information  avail- 
able. Representatives  will  be  present  to  answer  your  questions. 
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REFERENCE  COMMITTEES 

Sunday,  11:00  a.m.  May  16,  1971 


Reference  Committee  on  Constitution  and  Bylaws  Reference  Committee  "E" 
Room  1333,  Tower  Floor  West  Room,  Tower  Floor 


Reports  of  the:  Reports  of  the: 

Committee  on  Revision  of  Constitution  and  Council  on  Legislation 
Bylaws  Council  on  Public  Relations 

Amendments  to  Constitution 
Amendments  to  Bylaws 


Reference  Committee  "A" 
Viking  Room,  Tower  Floor 

Reports  of  the: 

President 

Board  of  Trustees 

Secretary 

Judicial  Council 

Executive  Director 

Committee  on  Credentials 


Reference  Committee  ‘‘F” 

Rutland  Room,  First  Floor 
Reports  of  the: 

Council  on  Medical  Services,  and  its  Special 
Committee  on  Occupational  Health,  Workmen’s 
Compensation  and  Rehabilitation 
Council  on  Mental  Health,  and  its  Special  Com- 
mittees on: 

Alcoholism 
Drug  Abuse 

Emotional  Disorders  of  Childhood  and 
Adolescence 
Mental  Retardation 
Seizures 


Reference  Committee  "B” 

Room  1344,  Tower  Floor 

Reports  of  the: 

Treasurer 

Committee  on  Finance  and  Budget 
Committee  on  Publication 
Committee  on  Medical  Student  Loan  Fund 
Committee  on  Project  Hope/Vietnam 


Reference  Committee  "C" 

Mandarin  Room,  Tower  Floor 
Reports  of  the: 

Medical-Surgical  Plan  of  New  Jersey 
Committee  on  Medical  Defense  and  Insurance 
Committee  on  Retirement  Plan  for  Physicians 


Reference  Committee  "D" 

Room  1337,  Tower  Floor 
Reports  of  the: 

Committee  on  Medical  Education 
Committee  on  Medicine  and  Religion 
Committee  on  Emergency  Medical  Care 
Committee  on  Traffic  Safety 


Reference  Committee  "G" 

Derbyshire  Room,  First  Floor 
Reports  of  the: 

Council  on  Public  Health,  and  its  Special 
Committees  on: 

Cancer  Control 
Child  Health 

Conservation  of  Vision,  Hearing,  and  Speech 
Environmental  Health 
Maternal  and  Infant  Welfare 


Reference  Committee  "H" 

Rowsley  Room,  First  Floor 
Reports  of  the: 

Committee  on  Annual  Meeting,  and  its  Special 
Committees  on: 

Scientific  Exhibits 
Scientific  Program 

Committee  on  Honorary  Membership 
Advisory  Committee  to  the  Woman’s  Auxiliary 
Nominations  for  Emeritus  Membership 


The  Committee  on  Credentials  will  meet  at  the 
Registration  Desk  each  morning  of  the  meeting. 
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HOUSE  OF  DELEGATES 

Saturday,  2:30  p.m.  May  15,  1971 

Sunday,  3:30  p.m.  May  16,  1971 

Tuesday,  9:00  a.m.  May  18,  1971 


President — Emanuel  M.  Satulsky,  M.D.,  Eli2:abeth  Secretary — Charles  L Cunniff.  M.D.,  Jersey  City 

Speaker — Jesse  McCall,  M.D.,  Newton 


Sessions 


Saturday,  May  15 — 2:30  p.m. 

First  Session 
Invocation 

Elbert  H.  Pogue,  M.D.,  Elizabeth 

Call  to  Order  by  the  Speaker 
Jesse  McCall,  M.D. 

Organization  of  the  House 

Transactions  of  the  1970  House  of  Delegates 

Introduction  of  Guests  and  Delegates  from  Other 
States 

Annual  and  Supplemental  Reports 

Proposed  Amendments  to  the  Constitution  and 
Bylaws 

Resolutions 

New  Business 

Announcements 


Sunday,  May  16 — 3:30  p.m. 

Second  Session 

Report  of  Nominating  Committee 
Election 

(At  the  conclusion  of  this  session  of  the  House  of 
Delegates,  the  President  and  the  President-Elect 
each  will  present  his  address.) 

Tuesday,  May  18 — 9:00  a.m. 

Third  Session 

Reports  of  Reference  Committees 
Unfinished  Business 
Adjournment 

(Luncheon  Recess — 1:00  to  1:30  p.m.) 


OFFICES  TO 

BE  FILLED  BY 

ELECTION— 1971 

ANNUAL  MEETING 

Office 

Term 

From  To 

Incumbent  and  County 

President-Elect 

1 year 

May  1971-May  1972 

E.  Vernon  Davis 
Burlington 

1st  Vice-President 

1 year 

May  1971-May  1972 

William  J.  D'Elia 
Monmouth 

2nd  Vice-President 

1 year 

May  1971-May  1972 

Matthew  E.  Boylan 
Hudson 

Secretary 

1 year 

May  1971-May  1972 

Louis  F.  Albright 
Spring  Lake 
Samuel  J.  Lloyd 
Mercer 

Treasurer 

Trustees: 

1 year 

May  1971-May  1972 

1st  District 

3 years 

May  1971-May  1974 

•Jerome  G.  Kaufman 
Essex 

•Thomas  C.  DeCecio 
Bergen 

2nd  District 

3 years 

May  1971-May  1974 

5th  District 

3 years 

May  1971-May  1974 

Nicholas  E.  Marchione 
Cumberland 

• Ineligible  for  Re-election,  having  served  3 full  terms. 
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Office 

Term 

From  To 

Incumbent  and  Coun^ 

Judicial  Councilor: 
2nd  District 

3 years 

May  1971-May  1974 

John  L.  OIpp 
Bergen 

5th  District 

3 years 

May  1971-May  1974 

John  S.  Madara 
Salem 

AMA  Delegates 

2 years 

Jan.  1972-Dec.  1973 

Joseph  P.  Donnelly 
Hudson 

2 years 

Jan.  1972-Dec.  1973 

Jesse  McCall 
Sussex 

2 years 

Jan.  1972-Dec.  1973 

Isaac  N.  Patterson 
Gloucester 

AMA  Alternate  Delegates 

2 years 

Jan.  1972-Dec.  1973 

Joseph  R.  Jehl 
Passaic 

2 years 

Jan.  1972-Dec.  1973 

Emanuel  M.  Satulsky 
Union 

2 years 

Jan.  1972-Dec.  1973 

Robert  E.  Verdon 
Bergen 

Delegates  and  Alternate  Delegates  to  Other  States: 

New  York: 

Delegate 

1 year 

1972  Annual  Meeting 

Albert  F.  Moriconi 
Mercer 

Alternate 

1 year 

1972  Annual  Meeting 

Peter  H.  Marvel 
Atlantic 

Connecticut 

Delegate 

1 year 

1972  Annual  Meeting 

Joseph  A.  Lepree 
Union 

Alternate 

1 year 

1972  Annual  Meeting 

Josiah  C.  McCracken,  Jr. 
Atlantic 

Administrative  Councils: 
Legislation: 

1st  District 

3 years 

May  1971-May  1974 

Harvey  P.  Einhorn 
Essex 

2nd  District 

2 years 

May  1971-May  1973 

tJohn  J.  Crosby,  Jr. 
Hudson 

3rd  District 

2 years 

May  1971-May  1973 

tLeon  A.  Fraser 
Mercer 

4th  District 

3 years 

May  1971-May  1974 

Meyer  L.  Abrams 
Burlington 

Medical  Services: 

1st  District 

3 years 

May  1971-May  1974 

••Francis  J.  Benz 
Morris 

4th  District 

3 years 

May  1971-May  1974 

Robert  S.  Gamon,  Jr. 
Camden 

Mental  Health: 

1st  District 

3 years 

May  1971-May  1974 

Arnold  M.  Kallen 
Essex 

2nd  District 

3 years 

May  1971-May  1974 

Eugene  Resnick 
Bergen 

Public  Health: 

1st  District 

3 years 

May  1971-May  1974 

George  1.  Erdman 
Union 

4th  District 

3 years 

May  1971-May  1974 

Frederick  C.  Stellar 
Monmouth 

Public  Relations; 

1st  District 

3 years 

May  1971-May  1974 

••S.  William  Kalb 
Essex 

2nd  District 

3 years 

May  1971-May  1974 

Frank  R.  Begen 
Bergen 

4th  District 

3 years 

May  1971-May  1974 

John  P.  Kengeter 
Ocean 

Standing  Committees; 

Annual  Meeting 

3 years 

May  1971-May  1974 

James  A.  Rogers 
Passaic 

Finance  and  Budget 

3 years 

May  1971-May  1974 

G.  Thomas  DeFusco 
Hudson 

Jesse  Schulman 
Ocean 

Medical  Defense  and  Insurance 

3 years 

May  1971-May  1974 

Medical  Education 

3 years 

May  1971-May  1974 

Arthur  Bernstein 
Essex 

Publication 

3 years 

May  1971-May  1974 

**James  J.  Fitzpatrick 
Mercer 

Woman’s  Auxiliary  Advisory 

3 years 

May  1971-May  1974 

••Ralph  K.  Bush 
Camden 

T Appointed  by  Board  until  1971  Annual 

Meeting. 

**  Ineligible  for  re-election,  having  served  3 consecutive  terms. 
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SPEAKERS 


Saturday  through  Tuesday 
May  15  to  18,  1971 


Chalfonte-Haddon  Hall 
Atlantic  City 


Abraham,  Emanuel,  M.D.,  Asbury  Park 
Alpert,  Joseph,  M.D.,  Millburn 
Arbesman,  Mr.  Paul  H.,  New  York 
Arnold,  Samuel  J.,  M.D.,  Morristown 

Barbero,  Giulio  J.,  M.D.,  Philadelphia 
Betcher,  Albert  M.,  M.D.,  New  York 
Blackwood,  James  M.,  M.D.,  Newark 
Bloomenstein,  Richard  B.,  M.D.,  Paterson 
Breen,  James  L,  M.D.,  Maplewood 
Brodkin,  Roger  H.,  M.D.,  Irvington 
Byron,  Herve  M.,  M.D.,  Englewood 

Cannilla,  Joel  E.,  M.D.,  East  Orange 
Chusid,  Leslie,  M.D.,  New  York 
Clark,  Wallace  H.,  Jr.,  M.D.,  Philadelphia 
Cooke,  Robert  E.,  M.D.,  Baltimore 
Cross,  Richard  J.,  M.D.,  New  Brunswick 
Cunneff,  Raymond  L.,  Jr.,  M.D.,  Red  Bank 

DelGuercio,  Louis  R.  M.,  M.D.,  Bronx 
deRoetth,  Andrew,  Jr.,  M.D.,  New  York 
Deutsch,  Lawrence,  M.D.,  Englewood 
Donnelly,  Joseph  P.,  M.D.,  Jersey  City 
Dreifus,  Leonard  S.,  M.D.,  Philadelphia 

Edeiken,  Jack,  M.D.,  Philadelphia 
Einstein,  Stanley,  Ph.D.,  Newark 

Freiberger,  Robert  H.,  M.D.,  New  York 
Fritts,  William  T.,  M.D.,  Philadelphia 
Fullilove,  Robert  E.,  Jr.,  M.D.,  Belleville 


Galin,  Miles  A.,  M.D.,  New  York 
Gartland,  John  J.,  M.D.,  Philadelphia 
Girsh,  Leonard  S.,  M.D.,  Philadelphia 
Goger,  Pauline  R.,  M.D.,  Flemin^on 
Goldfield,  Martin,  M.D.,  Willingboro 
Gordon,  Myron,  M.D.,  New  York 
Green,  Carl,  M.D.,  Paterson 
Gregori,  Caterina  A.,  M.D.,  Livingston 
Groff,  Diller  B.,  M.D.,  Newark 


Kaback,  Michael  M.,  M.D.,  Baltimore 
Kemp,  Norval  F.,  M.D.,  Jersey  City 
Ketyer,  Sidney,  M.D.,  Elizabeth 
Kimler,  William  D.,  M.D.,  Haddon  Heights 


Kushnick,  Theodore,  M.D.,  Newark 

Lawless,  Edward  T.,  M.D.,  Paterson 
Levene,  Ralph  Z.,  M.D.,  New  York 
Liebow,  Averill  A.,  M.D.,  San  Diego 
Louria,  Donald  B.,  M.D.,  Newark 
Ludin,  Edward  N.,  M.D.,  Cherry  Hill 
Lukas,  Daniel  S.,  M.D.,  New  York 

Madaras,  John  S.,  Jr.,  M.D.,  East  Orange 
Malton,  S.  Donald,  M.D.,  Morristown 
Marshak,  Richard  H.,  M.D.,  New  York 
Mayer,  Bernard  W.,  M.D.,  Gladwyn,  Pa. 
Moseley,  Roger  V.,  M.D.,  Princeton 

Nicholson,  William  J.,  Ph.D.,  New  York 
Niguidula,  Faustino  N.,  M.D.,  Philadelphia 

Owen,  Mr.  Jack,  Princeton 

Portfolio,  A.  G.,  M.D.,  Ridgewood 
Puchner,  Gerhard,  M.D.,  Princeton 

Rigor,  Benjamin  M.,  M.D.,  Newark 
Rose,  F.  Leland,  M.D.,  Haddonfield 
Rush,  Benjamin,  M.D.,  Newark 

Sail,  Sanford,  M.D.,  New  York 
Sanfilippo,  Louis  J.,  M.D.,  Livingston 
Savel,  Lewis  E.,  M.D.,  South  Orange 
Seebode,  Joseph  J.,  M.D.,  Newark 
Selikoff,  Irving  J.,  M.D.,  Paterson 
Sherlock,  Paul,  M.D.,  New  York 
Shoshkes,  Milton,  M.D.,  Millburn 
Solomon,  Harvey  M,,  M.D.,  Nutley 
Spivack,  Jerome,  M.D.,  Irvington 
Sweeney,  William  J.  Ill,  M.D.,  New  York 
Syracuse,  Paul  F.,  M.D.,  Irvington 

Tucker,  Gabriel  F.,  Jr.,  M.D.,  Philadelphia 
Tucker,  John  A.,  M.D.,  Philadelphia 

Walker,  John  C,  Jr.,  M.D.,  East  Orange 
Weinberg,  Sidney  R.,  M.D.,  Brooklyn 
Wolfson,  Edward  A.,  M.D.,  Newark 
Woodruff,  J.  Donald,  M.D.,  Baltimore 
Wuester,  William  0.,  M.D.,  Elizabeth 
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SCIENTIFIC  SECTION  OFFICERS 


Saturday  through  Tuesday 
May  15  to  18,  1971 


Chalfonte-Haddon  Hall 
Atlantic  City 


Allergy 

Chairman— Mary  B.  Hall,  MJ).,  Trenton 
Secretary— J.  Loren  Rosenberg,  MJD.,  East  Orange 

Anesthesiology 

Chairman— Joanne  R.  Smith,  M.D.,  Glen  Rock 
Secretary— Henry  A.  Connolly,  Jr.,  MJ).,  Summit 

Cardiovascular  Diseases 

Chairman— Leonard  J.  Lesniak,  M.D.,  Wayne 
Secretary— Joel  E.  Cannilla,  M.D.,  Mountain  Lakes 

Chest  Diseases 

Chairman— William  S.  Kelhoffer,  M.D.,  Roselle  Park 
Secretary— A.  Marshall  Smith,  Jr.,  M.D., 

New  Brunswick 

Clinical  Pathology 

Chairman— Joseph  P.  Greeley,  M.D.,  Westfield 
Secretary— Lawrence  Wilkinson,  M.D.,  Ridgewood 

Dermatology 

Chairman— William  Cohen,  M.D.,  Trenton 
Secretary— Roger  H.  Brodkin,  M.D.,  Irvington 

Gastroenterology  and  Proctology 

Chairman— Herbert  Z.  Greenfield,  M.D.,  East  Orange 

General  Practice 

Chairman— Edmund  E.  Jacobitti,  M.D.,  Maywood 
Secretary— Daniel  N.  Burbank.  M.D.,  Cedar  Grore 

Medicine 

Chairman— James  G.  Dickensheets,  M.D.,  Camden 
Secretary— David  A.  Gehring,  M.D.,  Wo^bury 

Obstetrics  and  Gynecology 

Chairman— Gaterina  A.  Grcgori,  M.D.,  Newark 
Secretary— Jerome  A.  Dolan,  MJ).,  Paterson 


Ophthalmology 

Chairman— A.  G.  Portfolio,  MX).,  Ridgewood 
Secretary— Raymond  E.  Adams,  MJ).,  Cherry  Hill 

Orthopedic  Surgery 

Chairman— L.  Ame  Skilbred,  M.D.,  Montclair 
Secretary— Bernard  A.  Rineberg,  M.D.,  New  Brunswick 

Otolaryngology 

Chairman— Myles  G.  Turtz,  MJ).,  Cherry  Hill 
Secretary- S.  Thomas  Wcsterman,  M.D.,  Red  Bank 

Pediatrics 

Chairman— Arthur  F.  Fost,  M.D.,  Belleville 
Secretary— Wesley  Boodish,  M.D.,  Maplewood 

Plastic  and  Reconstructive  Surgery 

Chairman— John  J.  Bowe,  MJ).,  Paterson 
Secretary— S.  Donald  Maltom,  M.D.,  Morristown 

Psychiatry  and  Neurology 

Chairman— Eugene  V.  Resnick,  M.D.,  Paramus 
Secretary— Daniel  L.  Goldstein,  MJ).,  Hackensack 

Radiology 

Chairman— Franklin  Wald,  M.D.,  Edison 
Secretary— David  I.  Kingsley,  M.D.,  Edison 

Rheumatism 

Chairman— Joseph  M.  Marchesano,  M.D.,  Bloomfield 
Secretary— Walter  Schwarzchild,  MJ).,  Cherry  Hill 

Surgery 

Chairman— Donald  K.  Brief,  MJ).,  Millbum 
Secretary— William  P.  Burks,  MJ).,  Princeton 

Urology 

Chairman— Samuel  J.  Arnold,  M.D.,  Morristown 
Secretary— Robert  E.  Fullilove,  Jr.,  MJ).,  Newark 
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MOTION  PICTURE  THEATER 

Saturday,  May  15  2 p.m. 

Sunday,  May  16  10  a.m.  and  2 p.m. 

Monday,  May  17  10  a.m.  and  2 p.m. 


Arranged  and  presented  through  the  cooperation  of  Roche  Laboratories, 
Division  of  Hoffmann-LaRoche,  Inc.,  Nutley. 


Management  of  Parkinson’s  Disease  and 
Syndrome  with  Levodopa 

Melvin  D.  Yahr,  M.D.,  Professor,  Department  of  Neurology, 
and  Roger  C.  Duvotsin,  M.D.,  Associate  Professor  of 
Neurology,  Columbia  University  College  of  Physicians  and 
Surgeons,  New  York. 

After  tracing  the  path  of  pharmacologic  research 
which  led  to  the  finding  that  levodopa  is  effective 
in  altering  the  symptoms  of  Parkinson’s  disease, 
the  film  focuses  on  the  clinical  use  of  the  drug  at 
this  time.  Included  is  discussion  of  indications  and 
contraindications  for  levodopa  therapy,  recom- 
mended treatment  schedules  and  some  important 
therapeutic  considerations,  and  demonstration  of 
the  results  of  therapy  in  some  patients. 


Suicide  Prevention — The  Physician’s  Role 

Karl  Menninger,  M.D.,  The  Menninger  Foundation,  Topeka, 
Kansas 

In  five  authentic  case  histories — including  that  of 
a practicing  physician  — this  film  demonstrates 
ways  in  which  the  physician  can  recognize  suicidal 
tendencies  in  the  patient  The  film  begins  with  a 
woman’s  suicidal  death,  and  asks,  "Was  there 
anything  the  physician  might  have  done  to  avert 
this  tragedy?"  A summary  of  the  growing  problem 
of  suicide,  as  it  relates  to  the  practicing  physician, 
is  made  by  Dr.  Menninger. 


Corps  Profond 

Produced  in  France  by  Igor  Barriere  and  Etienne  Lalon, 
prominent  medical  programers  for  French  television;  script 
written  for  English-speaking  medical  audiences  by  Martin 
E.  Gordon,  M.D.,  Associate  Clinical  Professor  of  Medicine, 
Yale  School  of  Medicine,  New  Haven. 

The  film  presents  a provocative  visualization  within 


many  organ  systems  rarely  seen  before.  The  use 
of  new  endoscopic,  radiographic,  and  microscopic 
methods  allow  visual  presentation  of  some  of  the 
unique  workings  of  the  human  body,  which  are 
awesome  even  to  the  most  knowledgeable  of  physi- 
cians. 


Hiatal  Hernia/Esophagitis 

David  Katz,  M.D.,  Associate  Professor  of  Medicine,  Sec- 
tion of  Gastroenterology,  New  York  Medical  College,  New 
York. 

This  film  discusses  the  causes,  diagnosis,  and 
treatment  of  hiatal  hernia  and  its  often-related  con- 
dition, erosive  esophagitis.  Possible  complications 
resulting  from  untreated  hernia  are  reviewed  and 
illustrated. 

Diagnostic  modalities  such  as  esophagoscopy, 
cine  x-ray,  intraluminal  manometry,  and  the  modi- 
fied Bernstein  test  are  demonstrated  and  discussed 
as  they  relate  to  the  presence,  types,  and  extent 
of  hiatal  hernias  and  their  complications. 

The  medical  and  surgical  treatments  of  hiatal 
hernia,  esophagitis,  and  related  symptoms  are  also 
presented. 


Clinical  Nuclear  Medicine 

Millard  N.  Croll,  M.D.,  Associate  Professor  of  Radiology, 
Hahnemann  Medical  College  and  Hospital,  Philadelphia. 

This  is  a completely  new  and  updated  film  describ- 
ing many  recent  advances  in  the  uses  of  radio- 
active drugs  for  clinical  diagnosis  and  treatment, 
specifically  detailing  the  technics  and  methodology 
of  radioisotope  scanning  and  autofluoroscopy  and 
the  attendant  laboratory  procedures. 


VISIT  THE  EXHIBITS 

Scientific  — informationai  — Technicai 

NOTE  CHANGE  IN  TIME:  From  noon  on  Saturday  and  all  day  Sunday  and  Monday 
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SCIENTIFIC  PROGRAM 


Sunday,  May  16 
Monday,  May  17 


Scientific  Section 
Sessions 


Scientific  Section  Sessions 


Sunday  Morning,  May  16 

Chest  Diseases 

(Co-sponsored  by  New  Jersey  Chapter,  American 
College  of  Chest  Physicians) 

9:30  a.m.  Medical  and  Surgical  Aspects  of  Pul- 
monary Embolism 

JOEL  E.  CANNILLA,  M.D.,  Staff  Physi- 
cian, Veterans  Administration  Hospital 
East  Orange;  and  Clinical  Assistant 
Professor  of  Medicine,  College  of 
Medicine  and  Dentistry  of  New  Jersey 
at  Newark 

The  clinical  picture  of  pulmonary  embolus  is  highly 
variable.  With  massive  pulmonary  emboli,  the  pre- 
senting symptoms  can  be  shock,  systemic  hypo- 
tension or  sudden  death.  Small  pulmonary  emboli 
may  produce  only  unexplained  fever,  tachypnea, 
tachycardia,  or  dyspnea.  Physical  findings  are  also 
as  non-specific.  Chest  x-ray,  electrocardiogram, 
and  enzyme  studies  are  valuable  when  positive 
but  do  not  rule  out  the  diagnosis  when  negative. 
The  most  useful  tests  for  the  definitive  diagnosis 
are  lung  scans  and  pulmonary  angiography.  Treat- 
ment is  aimed  primarily  at  the  prevention  of  further 
thromboembolic  episodes. 

JOHN  S.  MADARAS,  JR..  M.D.,  Assis- 
tant Attending  Thoracic  Surgeon, 
Clara  Maass  Memorial  Hospital, 
Belleville 

Pulmonary  embolism  is  a serious  complication  of 
many  medical  and  surgical  disorders.  Although 
anticoagulants  are  effective  for  venous  thrombo- 
embolism in  most  patients,  failure  of  this  method 
with  further  pulmonary  embolization  continues  to 
occur.  Indications  and  methods  of  interruption 
of  the  inferior  vena  cava  are  here  presented.  Pul- 
monary embolectomy  for  acute  massive  pulmonary 
embolism  (using  temporaiy  cardiopulmonary  by- 
pass) will  be  discussed  with  the  presentation  of 
several  cases.  New  methods,  including  thrombo- 
lytic enzymes,  will  be  summarized. 

SIDNEY  KETYER,  M.D.,  Chief  Radiol- 
ogist, St.  Elizabeth  Hospital,  Elizabeth; 
and  Clinical  Associate  Professor  of 
Radiology,  College  of  Medicine  and 
Dentistry  of  New  Jersey  at  Newark 

Radioactive  isotopes  in  diagnosing  pulmonary  em- 
bolization will  be  discussed.  The  rationale,  method, 
and  examples  will  be  presented,  and  various  pit- 
falls  in  diagnosis  will  be  reviewed. 


10:30  a-m.  Hypoxemia — Management  by  Selection 
of  Appropriate  Oxygen  Devices  Using 
Arteriai  Gas  Guidelines 
E.  L.  Chusid,  M.D.,  Chief,  Pulmonary 
Laboratory,  Assistant  Clinical  Profes- 
sor of  Medicine,  Mt.  Sinai  School  of 
Medicine,  New  York 

Hypoxemia  is  arterial  oxygen  tension  below  80 
mm.  Hg.  0)ygen  tensions  below  this  level  may  be 
categorized  into  levels  of  severity  and  this  enables 
the  physician  to  gauge  responses  to  oxygen  ad- 
ministration. Detection  of  shunts,  changes  in  pH 
and  PaC02,  and  rises  in  Pa02  guide  the  selection 
of  oxygen  devices.  Those  available  include  graded- 
low  concentration  technics,  ventilators  (with  and 
without  continuous  positive  pressure — CPPV),  mem- 
brane oxygenation,  and  hyperbaric  chambers.  The 
result  should  be  acceptable  PaC02-60  mm.  Hg.  and 
the  prevention  of  oxygen  toxicity. 

Question  and  Answer  Period 

11:30  a.m.  Business  Meeting — Election  of  Officers 

11:45  a.m.  Visit  to  Exhibits 


12  noon  Luncheon-Meeting  — New  Jersey 
Chapter,  American  (Allege  of  Chest 
Physicians 

Reservations:  R.  E.  MILLER,  M.D. 

1313  West  State  Street 
Trenton  08618 


Obstetrics  and  Gynecology 

9:30  a.m.  Symposium  on  Contraception:  Past, 
Present,  Future 
Moderator 

CATERINA  A.  GREGORI,  M.D.,  Chair- 
man, Section  on  Obstetrics  and  Gyne- 
cology 

JAMES  L.  BREEN,  M.D.,  Director,  De- 
partment of  Obstetrics  and  Gynecology, 
Saint  Barnabas  Medical  Center,  Living- 
ston; and  Clinical  Associate  Professor, 
Department  of  Gynecolo^  and  Obste- 
trics, College  of  Medicine  and  Den- 
tistry of  New  Jersey  at  Newark 


294 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


A brief  outline  is  here  offered,  reviewing  the  moral, 
ethical,  and  professional  aspects  of  contraception 
from  man’s  beginning  interest  in  the  prevention  of 
pregnancy.  The  various  technics  and  modalities 
utilized  by  both  men  and  women  through  the  cen- 
turies will  be  presented,  as  will  the  background 
of  many  of  the  concepts  presently  utilized  in  the 
prevention  of  intrauterine  pregnancies. 


LEWIS  E.  SAVEL,  M.D.,  Attending,  De- 
partment of  Obstetrics  and  Gynecol- 
ogy, Newark  Beth  Israel  Medical  Cen- 
ter; and  Clinical  Associate  Professor, 
Department  of  Gynecology  and  Obste- 
trics, College  of  Medicine  and  Dentistry 
of  New  Jersey  at  Newark 


The  contraceptive  methods  currently  available  and 
commonly  being  prescribed  are  reviewed.  The  ad- 
vantages of  each  technic  presented,  including  the 
statistical  results  to  be  expected.  The  contraindica- 
tions and  disadvantages  of  the  various  methods  are 
discussed.  Over-all  presentation  is  practical.  The 
problems  and  decisions  facing  the  practitioner  are 
evaluated  from  the  point  of  view  of  the  patient 
and  the  clinical  gynecologist. 


MYRON  GORDON,  M.D.,  Director, 
Family  Planning  Service;  and  Associate 
Professor,  Department  of  Obstetrics 
and  Gynecology,  New  York  Medical 
College-Metropolitan  Hospital  Center, 
New  York 


The  future  development  of  contraceptive  modali- 
ties is  not  only  dependent  upon  the  state  of  the 
art  at  present,  but  will  be  strongy  influenced  by 
other  interrelated  factors.  Among  these  are  (1) 
the  development  of  meaningful  national  and  inter- 
national commitments  to  the  dual  goals  of  the 
elimination  of  unwanted  fertility  and  the  limitation 
of  population  growth;  (2)  the  mobilization  of  the 
necessary  political-social-economic  forces  to  ensure 
public  recognition  and  acceptance  of  these  goals; 
(3)  recognition  of  the  need  for  a partnership  be- 
tween government  and  the  private  industrial  sector 
in  the  development  of  future  significant  contra- 
ceptive agents;  and  (4)  variations  in  target  popu- 
lations (i.e.  developed  and  underdeveloped  coun- 
tries, unmarried  and  married)  make  it  probable 
that  several  methods  of  contraception  will  be 
needed.  Each  method  will  not  necessarily  have 
equal  applicability,  safety,  or  effectiveness. 

Several  examples  of  present  future  research  will 
be  presented  to  illustrate  the  state  of  the  art,  and 
the  factors  above  listed. 

11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visit  to  Exhibits 


12  noon  Luncheon  — Council  of  New  Jersey 
Obstetrical  and  Gynecological  Society 
(By  invitation  only) 


1:30  p.m.  Symposium 
|yi  od  6 i*d 

F.  LELAND  ROSE,  M.D.,  President  New 
Jersey  Obstetrical  and  Gynecological 
Society 


What  are  the  Gonadal  Enlargements  In 
the  Female? 

J.  DONALD  WOODRUFF,  M.D.,  Profes- 
sor, Department  of  Gynecolo^  and 
Obstetrics,  Johns  Hopkins  University 
School  of  Medicine,  Baltimore 

Summary  not  received 

What  is  the  Conservative  Managemerrt 
of  Ovarian  Enlargement? 

WILLIAM  J.  SWEENEY,  III,  M.D.,  Asso- 
ciate Professor,  Department  of  Obste- 
trics and  Gynecology,  Cornell  Univer- 
sity Medical  College,  New  York 

Summary  not  received 

What  is  the  Surgical  and  Chemo-Thera- 
peutic  Approach  to  Carcinoma  of  the 
Ovary? 

SANFORD  SALL,  M.D.,  Director,  Gyne- 
cological Malignancy  Service,  New  York 
Medical  College;  and  Associate  Profes- 
sor, Department  of  Obstetrics  and 
Gynecology,  Metropolitan  Hospital  Cen- 
ter, New  York 


Cancer  of  the  ovary  accounts  for  more  than  10,000 
deaths  each  year  and,  as  such,  presents  a con- 
stant challenge.  Results  are  no  better  today  than 
in  past  decades.  The  generally  accepted  treatment 
for  ovarian  carcinoma  is  surgery,  usually  total 
abdominal  hysterectomy  with  bilateral  salpingo- 
oophorectomy.  In  cases  not  amenable  to  com- 
plete eradication,  removal  of  the  bulk  of  the 
tumor  may  be  beneficial.  Removal  of  the  primary 
site  may  prolong  life,  reduce  ascites  formation, 
and  lower  the  incidence  of  intestinal  complica- 
tions. Greater  benefit  from  further  postoperative 
therapy  (either  radiation  or  chemotherapy)  will  be 
achieved  with  lessened  bulk  tumor. 


What  is  the  Radio-Therapreutic  Ap- 
proach to  Carcinoma  of  the  Ovary? 
LOUIS  J.  SANFILIPPO,  M.D.,  Director, 
Department  of  Radiotherapy,  Saint 
Barnabas  Medical  Center,  Livingston; 
and  Associate  Professor,  Department 
of  Radiotherapy,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  Univer- 
sity, New  York 


Radiation  therapy  is  an  important  adjunct  in  the 
palliative  or  curative  treatment  of  ovarian  car- 
cinoma and  should  be  carefully  integrated  with 
surgery  and/or  chemotherapy.  Megavoltage  irra- 
diation technics  have  broadened  the  scope  of 
radiotherapy  because  of  improved  tolerance  and 
increased  effectiveness. 

Postoperative  irradiation  may  enhance  cure  rates 
in  Stages  I and  lla,  and  produce  cures  after  sub- 
total resection  of  Stage  lib  and  III  cases.  Com- 
bined treatment  affords  palliation  to  many  with 
far-advanced  disease.  A small  experience  with 
preoperative  irradiation  for  advanced  stages  sug- 
gests its  roie  should  be  expanded. 


3:45  p.m.  Visit  to  Exhibits 


4:00  p.m.  Annual  Meeting — New  Jersey  Obstetri- 
cal and  Gynecological  Society 
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8:00  p.m.  Dinner  — New  Jersey  Obstetrical  and 
Gynecological  Society 
Reservations:  JOSEPH  A.  RIGGS,  M.D. 

1533  Haddon  Avenue 
Camden  08103 

(All  members  are  cordially  invited) 


Otolaryngology 

9:30  a.m.  Peroral  Endoscopy  in  Infants  and 
Children 

GABRIEL  F.  TUCKER,  JR.,  M.D.,  Clini- 
cal Professor,  Department  of  Laryn- 
gology and  Bronchoesophagology,  The 
Chevalier  Jackson  Clinic,  Temple  Uni- 
versity Health  Sciences  Center,  Phila- 
delphia 

Summary  not  received 

JOHN  A.  TUCKER,  M.D.,  Associate  Pro- 
fessor, Department  of  Bronchoesopha- 
gology and  Laryngeal  Surgery,  Hospi- 
tal of  the  University  of  Pennsylvania, 
Philadelphia 

Summary  not  received 

FAUSTINO  N.  NIGUIDULA,  M.D.,  Asso- 
ciate Professor  of  Surgery,  Temple  Uni- 
versity; and  Director  of  Thoracic  and 
Cardiovascular  Surgery,  St.  Christo- 
pher's Hospital  for  Children,  Philadel- 
phia 

Summary  not  received 

BERNARD  W.  MAYER,  M.D.,  Associate 
Professor  in  Pediatrics  (Anesthesiol- 
ogy)! St.  Christopher's  Hospital  for 
Children,  Philadelphia 

Summary  not  received 

Panel  Discussion 

11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visit  to  Exhibits 


Visit  The  Exhibits 


Informational 

Scientific 

Technical 


May  15-17  Haddon  Hall 


Sunday  Afternoon,  May  16 


Anesthesiology 


12:30  p.m.  Luncheon — New  Jersey  State  Society 
of  Anesthesiologists 
Reservations;  JOANNE  R.  SMITH,  M.D. 

180  East  21st  Street 
Paterson  07513 


1:30  p.m.  Development,  Design  and  Deficiencies 
of  Anesthesia  Vaporizers 
ALBERT  M.  BETCHER,  M.D.,  Director 
Department  of  Anesthesiology,  Hospi- 
tal for  Joint  Diseases  and  Medical  Cen- 
ter and  Professor  of  Anesthesiology, 
Mt.  Sinai  School  of  Medicine,  City  Uni- 
versity of  New  York,  New  York 

The  earliest  attempts  to  produce  surgical  pain  re- 
lief were  by  inhaling  fumes  of  burning  hemp,  a 
soporific  sponge,  or  alcohol  vapor.  Morton  was 
the  first  to  use  a vaporizer  for  anesthesia.  This 
was  in  1846.  Succeeding  devices  produced  as- 
phyxia or  ignored  the  physical  principles  of  vapor- 
ization except  for  that  of  John  Snow.  For  over 
a hundred  years  various  “improvements"  in  vapor- 
izers remained  ineffectual  and  relatively  unsafe 
until  Morris  retraced  the  steps  of  the  others  and 
developed  the  copper  kettle  in  1952.  Other  preci- 
sion vaporizers  have  been  developed  since.  How 
much  reliance  we  can  place  on  these  delicate 
mechanical  devices  to  deliver  accurate  concen- 
trations is  still  questionable. 

2:30  p.m.  Question  and  Answer  Period 

Discussor,  BENJAMIN  M.  RIGOR, 
M.D.,  Acting  Chief,  Department  of 
Anesthesiology,  College  of  Medicine 
and  Dentistry  of  New  Jersey  at  Newark 

3:00  p.m.  Business  Meeting — Election  of  Officers 

3:15  p.m.  Visit  to  Exhibits 


Cardiovascular  Diseases 


11:30  a.m.  Dutch  Treat  Luncheon — American  Col- 
lege of  Cardiology 
Reservations:  L.  J.  LESNIAK,  M.D. 

330  Ratzer  Road 
Wayne  07470 


1:00  p.m.  Symposium  on  Digitalis 

Pharmacokinetics  of  Digltoxin 
DANIEL  S.  LUKAS,  M.D.,  Chief  of 
Cardiopulmonary  Service,  Department 
of  Medicine,  Memorial  Hospital;  and 
Associate  Professor  of  Medicine,  Cor- 
nell University  of  Medical  College,  New 
York 

Summary  not  received 
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Drug  Interactions  Involving  Cardiovas- 
cular Drugs  with  Special  Reference  to 
Digitalis 

HARVEY  M.  SOLOMON,  M.D.,  Asso- 
ciate Director,  Department  of  Ciinicai 
Pharmacoiogy,  Hoffmann-LaRoche, 
inc.,  Nutley;  and  Ciinicai  Assistant 
Professor  of  Medicine,  Coilege  of  Medi- 
cine and  Dentistry  of  New  Jersey  at 
Newark 

Summary  not  received 

Current  Concepts  of  the  Electrophysl- 
ologic  Actions  of  Digitalis 
LEONARD  S.  DREIFUS,  M.D.,  Research 
Associate  Professor  of  Physioiogy  and 
Biophysics,  Hahnemann  Medicai  Cen- 
ter, Phiiadelphia 

Digitalis  possesses  important  but  divergent  actons 
both  in  low  concentrations  and  in  the  presence  of 
alteration  of  serum  potassium.  Administration  of 
digitalis  in  the  lower  dose  range  enhances  con- 
duction, increases  membrane  resting  potental, 
and  alters  acton  potental  duraton  very  little.  In 
larger  concentratons,  conduction  velocity  is  de- 
creased and  the  action  potental  duraton  is  mark- 
edly shortened.  In  addition,  enhancement  of 
phase  4 diastolic  depolarization  may  lead  to  ectopic 
pulse  formation  and  tachycardia,  particularly  in 
the  His-Purnkinje  system.  The  effect  of  digitalis 
on  A-V  transmission  is  predominantly  to  slow  con- 
duction in  the  internodal  regions  of  the  A-V  trans- 
mission system.  It  has  little  effect  on  intra-atrial 
or  subjectional  conduction  except  in  extremely 
high  dosage  levels.  The  electrophysiologic  actions 
of  digitalis  reduce  the  ventricular  rate  In  the  pres- 
ence of  superventricular  tachycardias  by  delaying 
A-V  conduction  but  may  predispose  to  atopic 
Impulse  formation  due  to  enhanced  automatic 
activity. 

2:30  p.m.  Panel  Discussion 
Moderator 

WILLIAM  B.  ABRAMS,  M.D.,  Director, 
Department  of  Clinical  Pharmocology, 
Hoffmann-La  Roche,  Inc.,  Nutley;  and 
Clinical  Associate  Professor  of  Medi- 
cine, College  of  Medicine  and  Den- 
tistry of  New  Jersey  at  Newark 

3:00  p.m.  Business  Meeting — Election  of  Officers 

3:15  p.m.  Visit  to  Exhibits 


Psychiatry  and  Neurology 

(Cosponsored  by  New  Jersey  Neuropsychiatric  As- 
sociation and  New  Jersey  F%ychoanal]^ic  S^lety) 

1:00  p.m.  The  “Difficult"  Patient  In  Medical  Prac- 
tice 

LAWRENCE  DEUTSCH,  M.D.,  Engle- 
wood; Clinical  Associate  Professor  of 
Psychiatry,  State  University  of  New 
York,  Downstate  Medical  Center,  New 
York;  and  Consultant  F^chiatrist, 
Hackensack  Hospital,  Hackensack. 


Here  will  be  developed  a frame  of  reference  for 
understanding  and  dealing  with  doctor-patient  re- 
lationships, in  terms  of  the  dynamic  nature  of 
the  transference.  Specific  problems  presented  to 
demonstrate  the  applicability  of  these  principles 
in  seemingly  diverse  situations  include:  under- 
standing basic  unconscious  hostility  to  physicians, 
the  management  of  seductive  patients,  reassuring 
anxious  patients,  handling  patients’  ambivalence 
at  being  referred  for  consultations,  and  difficul- 
ties in  joint  management  of  psychosomatic 
patients. 

Discussers:  PAUL  F.  SYRACUSE,  M.D., 
Irvington;  Assistant  Attending  in  Psy- 
chiatry, Clara  Maass  Memorial  Hospi- 
tal, Belleville;  and  Clinical  Instructor 
in  Psychiatry,  Veterans  Administration 
Hospital,  East  Orange 

MILTON  SHOSHKES,  M.D.,  Millburn; 
Associate  Attending  in  Internal  Medi- 
cine, Overlook  Hospital,  Summit 

3:00  p.m.  Business  Meeting — Election  of  Officers 

3:15  p.m.  Visit  to  Exhibits 


Monday  Morning,  May  17 

Allergy 

Medicine 

9:30  a.m.  Symposium  on  Air  Pollution  and  En- 
vironmental Health 

Epidemiology  of  Asthma  in  Children  in 
Philadelphia 

LEONARD  S.  GiRSH,  M.D.,  Assistant 
Professor  of  Medicine-Allergy,  Temple 
University  Medical  Center;  and  Direc- 
tor, Department  of  Allergy,  St.  Christo- 
pher’s Hospital  for  Children,  Philadel- 
phia 

Among  a group  of  asthmatic  children,  a continuing 
study  was  made  of  the  possible  correlations  be- 
tween weather  patterns,  air  pollution,  and  bron- 
chial asthma.  The  survey  was  done  at  St.  Chris- 
topher’s Hospital  for  Children.  We  found  a three- 
fold greater  incidence  of  bronchial  asthma  during 
days  of  noteworthy  high  air  pollution.  On  days  of 
high  air  pollution,  stagnant  air  led  to  a nine-fold 
increase  in  the  incidence  of  asthma  compared  with 
the  rate  when  the  air  was  cleaner  and  less  stagnant. 
Of  the  280  days  which  had  neither  high  barometric 
pressure  nor  increased  air  pollution,  there  were  only 
8 days  (3  per  cent)  with  an  increased  frequency 
of  asthma.  Stable  weather  with  stagnant  air  seems 
to  correlate  with  peak  incidences  of  bronchial 
asthma.  Evidence  suggests  that  the  increased  air 
pollution  associated  with  these  weather  conditions 
is  a causative  factor.  It  is  suggested  that  an  asthma 
Index  may  be  derived  from  meterologic  and  air 
pollution  data  to  help  predict  such  peak  incidences. 
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Control  of  Asbestosis 
IRVING  J.  SELIKOFF,  M.D.,  Paterson; 
Professor  of  Medicine  and  Community 
Medicine,  Mt.  Sinai  School  of  Medi- 
cine, New  York,  and 

WILLIAM  J.  NICHOLSON,  Ph.D.,  As- 
sistant Professor  of  Community  Medi- 
cine, Mt.  Sinai  School  of  Medicine, 
New  York 

Summary  not  received 

Federal  Role  In  Air  Pollution  Control 
MR.  PAUL  H.  ARBESMAN,  Program 
Advisor,  Air  Pollution  Control-Environ- 
mental Protection  Agency,  New  York 

A description  of  the  Region  II  area  and  the  Re- 
gional Air  Pollution  Control  Office’s  functions  will 
be  given.  The  Clean  Air  Act  of  1970  will  be  dis- 
cussed in  relation  to  new  areas  of  federal  re- 
sponsibility and  the  new  deadline  dates  for  State 
action  under  this  law.  Finally,  New  Jersey’s  air 
pollution  control  program  will  be  reviewed  from 
a federal  grant  standpoint. 

11:00  a.m.  Question  and  Answer  Period 

11:30  a.m.  Business  Meeting — Eiection  of  Officers 


11:45  a.m.  Visit  to  Exhibits 


12  noon  Luncheon — New  Jersey  Aliergy  Society 

Reservations:  M.  S.  MATTIKOW,  M.D. 
330  Ratzer  Road 
Wayne  07470 


12  noon  Luncheon — New  Jersey  Society  of  In- 
ternal Medicine 

Reservations:  NORVAL  F.  KEMP,  M.D. 

106  Sherman  Place 
Jersey  City  07307 


1:30  p.m.  Symposium  on  Medical  Socio-Eco- 
nomics 

Moderator 

NORVAL  F.  KEMP,  M.D.,  President, 
New  Jersey  Society  of  Internal  Medicine 

The  Medical  Associate 
RICHARD  J.  CROSS,  M.D.,  Professor  of 
Medicine  and  Acting  Director,  Depart- 
ment of  Community  Medicine,  College 
of  Medicine  and  Dentistry  of  New 
Jersey-Rutgers  Medical  School 

Rutgers  Medical  School  and  Livingston  College 
are  collaborating  on  a four-year  educational  pro- 
gram designed  to  develop  a new  type  of  medical 
auxiliary  personnel.  Called  physicians’  associates 
they  will  function  under  the  jurisdiction  of  a 
licensed  physician  whom  they  will  assist  as  directed. 
They  will  relieve  him  of  many  of  his  routine  tasks. 
Experience  indicates  that  such  assistants  can 
greatly  increase  a physician’s  productivity  and 
appreciably  alleviate  the  shortage  of  doctors. 


Peer  Review — As  Seen  by  the  Insur- 

JOSEPH  P.  DONNELLY,  M.D.,  Presi- 
dent, Medical-Surgical  Plan  of  New 
Jersey 

Summary  not  received 

Peer  Review — As  Seen  by  the  Hospital 
MR.  JACK  OWEN,  President,  New 
Jersey  Hospital  Association 

Peer  review  from  the  hospital’s  point  of  view 
should  accomplish  two  major  objectives.  First,  it 
should  be  designed  and  operated  by  physicians  in 
a fashion  which  will  assure  the  trustees  who  are 
responsible  for  the  operation  of  the  hospital  that 
good  medical  practice  is  being  followed.  Secondly, 
it  should  provide  a mechanism  whereby  the  prac- 
ticing physician  can  evaluate  his  performance  based 
on  statistics  and  judgments  of  his  peers.  It  pro- 
vides him  with  measurements  so  as  to  avoid  prac- 
ticing defensive  medicine.  A good  peer  review  pro- 
gram must  provide  more  than  a mechanism  for 
punishment. 

Peer  Review — As  Seen  by  the  Internist 
EMANUEL  ABRAHAM,  M.D.,  Director, 
Department  of  Medicine,  Jersey  Shore 
Medical  Center;  and  President-Elect, 
New  Jersey  Society  of  Internal  Medi- 
cine 

Peer  Review  for  the  internist  means  review  of 
under  as  well  as  over  utilization;  study  of  patient 
and  physician  profiles;  dedication  to  improve  the 
quality  of  physicians  and  generated  services.  It 
should  not  be  limited  to  review  of  claims,  costs, 
or  cursory  utilization  review  as  is  now  practiced 
in  our  hospitals. 

3:00  p.m.  Annual  Meeting — New  Jersey  Society 
of  Internal  Medicine 


Clinical  Pathology 
Dermatology 

(Cosponsored  by  New  Jersey  Dermatological 
Society  and  New  Jersey  Society  of  Pathologists) 


9:30  a.m.  Clinical  Aspects  of  Melanotic  Lesions 
of  the  Skin 

ROGER  H.  BRODKIN,  M.D.,  Clinical 
Associate  Professor  of  Medicine  and 
Acting  Director,  Department  of  Derma- 
tology, College  of  Medicine  and  Den- 
tistry of  New  Jersey  at  Newark 

E5oes  malignany  melanoma  arise  from  a benign 
junction  nevus?  Or,  is  the  lesion  a melanoma  from 
the  start?  We  do  not  really  know  the  answer  to 
this  question.  This  presentation  explores  this  ques- 
tion by  reviewing  the  evolution  of  the  common 
nevus  and  by  considering  our  current  knowledge 
to  bring  this  question  into  more  even  balance. 
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10:00  a.m.  Histogenesis  of  Melanomas  in  Relation 
to  its  Biologic  Behavior 
WALLACE  H.  CLARK,  JR.,  M.D.,  Pro- 
fessor of  Pathology,  Temple  University 
Medical  School,  Philadelphia 

Summary  not  received 

10:30  a.m.  The  Surgical  Approach  to  Melanotic 
Lesions  of  the  Skin 

WILLIAM  O.  WUESTER,  M.D.,  Attend- 
ing Surgeon,  Malignant  and  Allied  Dis- 
eases, Elizabeth  General  Hospital;  and 
Director,  Wuester  Clinic,  Elizabeth 

Various  factors  influencing  treatment  will  be  dis- 
cussed; notably  the  type  and  location,  previous 
surgery,  presence  of  node  involvement.  The  type 
of  surgery  will  cover  biopsy,  definitive  surgery, 
elective  node  dissection  both  in  continuity  and  in 
discontinuity.  Elective  amputation  indications  are 
summarized. 

11:00  a.m.  Question  and  Answer  Period 
11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visit  to  Exhibits 


Gastroenterology  and 
Proctology 

(Cosponsored  by  New  Jersey  Proctologic  Society) 

9:30  a.m.  Australia  Antigen  and  Hepatitis 

MARTIN  GOLDFIELD,  M.D.,  Willing- 
boro;  Director,  Division  of  Laborator- 
ies, New  Jersey  State  Department  of 
Health,  Trenton;  and  Visiting  Professor 
in  Epidemiology,  College  of  Medicine 
and  Dentistry  of  New  Jersey  at  Newark 
Summary  not  received 

10:00  a.m.  Recent  Advances  and  Limitations  of 
Current  Technics  in  the  Diagnosis  of 
Gastrointestinal  Cancer 
PAUL  SHERLOCK,  M.D.,  Chief,  Gastro- 
enterology Service,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases;  and 
Associate  Professor  of  Medicine,  Cor- 
nell University  Medical  College,  New 
York 

Since  more  extensive  surgery  would  not  seem  to 
be  the  answer  for  the  cure  of  gastrointestinal 
cancer,  earlier  diagnosis  with  available  and  newer 
technics  resulting  in  earlier  treatment  of  patients 
when  lesions  are  localized  may  be  the  partial 
answer. 

Exfoliative  cytolo^,  endoscopy,  radiological  meth- 
ods, and  radioactive  scanning  have  a definite  place 
in  diagnosis  but  there  are  limitations  to  these 
procedures.  Successful  screening  of  more  patients 
for  early  diagnosis  awaits  the  development  of 
simpler  diagnostic  modalities  such  as  biochemical 
or  immunologic  ones  and  the  accurate  selection 
of  the  population  at  risk,  to  include  in  a broad 
multiphasic  screening  program. 


10:30  a.m.  Roentgen  Features  of  Gastrointestinal 
Vascular  Lesions 

RICHARD  H.  MARSHAK,  M.D.,  Attend- 
ing Radiologist,  Mt.  Sinai  Hospital; 
and  Clinical  Professor  of  Roentgenol- 
ogy, Mt.  Sinai  School  of  Medicine,  New 
York 

Summary  not  received 

11:00  a.m.  Question  and  Answer  Period 
11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visit  to  Exhibits 


General  Practice 
Pediatrics 

(Cosponsored  by  New  Jersey  Academy  of  General 
Practice  and  New  Jersey  Chapter,  American  Aca- 
demy of  Pediatrics — AAGP  will  give  2 credits  for 
attendance.) 

9:15  a.m.  Business  Meeting — Election  of  Officers 

9:30  a.m.  Preventable  Causes  of  Mental  Retarda- 
tion 

ROBERT  E.  COOKE,  M.D.,  Given  Foun- 
dation Professor  of  Pediatrics,  Johns 
Hopkins  University  School  of  Medicine; 
and  Pediatrician-in-Chief,  Johns  Hop- 
kins Hospital,  Baltimore 

Prevention  of  mental  retardation  begins  with  the 
preconception  period.  Prematurity  and  prenatal 
growth  retardation  are  accompanied  by  an  in- 
creased frequency  of  mental  retardation.  Both 
may  be  influenced  by  maternal  factors  before  and 
during  pregnancy.  Prenatal  disorders  may  be  re- 
duced by  proper  immunizations,  appropriate  diet, 
and  careful  medical  management  of  pregnancy 
complications.  In  the  neonatal  period,  prevention 
of  hypoglycemia,  hyperbilirubinemia,  and  hyper- 
aminoacidemia  may  prevent  mental  retardation. 
The  detailed  biochemical  and  cytogenetic  analysis 
of  retarded  infants  and  children  can  lead  to  proper 
genetic  counseling  and  prevention  of  subsequent 
births  or  seriously  defective  infants. 

Clues  for  the  Detection  of  Genetic  and 
Chromosomal  Abnormality  in  Early  In- 
fancy 

THEODORE  KUSHNICK,  M.D.,  Profes- 
sor of  Pediatrics,  College  of  Medicine 
and  Dentistry  of  New  Jersey  at  Newark; 
and  Attending  Pediatrician,  Maitland 
Hospital,  Newark 

This  discussion  will  center  upon  those  aspects  of 
the  history  and  physical  examination  of  infants 
which  will  enable  the  practicing  physician  to  sus- 
pect more  serious  underlying  malformations.  These 
feautres  include  the  ones  associated  with  genetic, 
chromosomal  or  early  gestational  environmental 
etiologies.  The  incidences  of  these  etiologies  will 
be  outined  in  order  to  provide  a perspective  for 
the  physician's  subsequent  investigations. 
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10:30  a.m.  Intrauterine  Diagnosis  of  Genetic  Dis* 
orders 

MICHAEL  M.  KABACK,  M.D.,  Assistant 
Professor,  Department  of  Pediatrics, 
Johns  Hopkins  University  School  of 
Medicine,  Baltimore 

Summary  not  received 


11:00  a.m.  Cystic  Rbrosis 

GIULIO  J.  BARBERO,  M.D.,  Professor 
and  Chairman,  Department  of  Pediat- 
rics, Hahnemann  Medical  College, 
Philadelphia 

C^tic  fibrosis  is  one  of  the  most  serious  pulmonary 
diseases  in  children.  This  genetic  disease  shows 
signs  of  chronic  or  intermittent  chest  involvement 
(cough,  dyspnea)  and  gastro-intestinal  signs  (bulky, 
some  frequent,  foul  stools).  It  is  diagnosed  by 
rhe  sweat  test  which  shows  an  elevated  sweat 
sodium  chloride  level  in  cystic  fibrosis.  Vigorous 
antibiotic  and  pulmonary  treatment  have  Improved 
the  pattern  of  disease.  Its  pulmonary  pathogenesis 
Is  unknown,  but  many  new  findings  have  been 
reported  in  the  past  few  years. 

11:30  a.m.  Discussion 

11:45  a.m.  Visit  to  Exhibits 


12  noon  Luncheon-Meeting — New  Jersey  Chapter, 
American  Academy  of  Pediatrics 
Speaker  ROBERT  E.  COOKE,  M.D. 
"Acceptability  vs  Efficiency  vs  Economy 
in  Delivery  of  Health  Care" 

Reservations:  ARTHUR  F.  POST,  M.D. 
50  Newark  Avenue 
Belleville  07109 


Orthopedic  Surgery 

(Cosponsored  by  the  New  Jersey  Orthopaedic 

Society) 

9:00  a.m.  Registration 

9:30  a.m.  (Jase  Reports:  Vertebral  Fractures 

CARL  GREEN,  M.D.,  St.  Joseph  Hos- 
pital, Paterson 

Summary  not  received 

10:00  a.m.  Panel:  Tlbial  Tubercle  Transfer 

RAYMOND  L.  CUNNEFF,  JR.,  M.D.,  At- 
tending, Department  of  Orthopedic 
Surgery,  Riverview  Hospital,  Red  Bank 

Summary  not  received 

10:30  a.m.  (^ffee  Break 


11:00  a.m.  Judgment  in  Lumbar  Disc  Surgery 

JOHN  J.  GARTLAND,  M.D.,  Professor, 
Department  of  Orthopedic  Surgery, 
Thomas  Jefferson  University  School  of 
Medicine,  Philadelphia 

Summary  not  received 

I 

11:30  a.m.  Business  Meeting — Election  of  Officers 

11:45  a.m.  Visit  to  Exhibits 

12  noon  Luncheon  — New  Jersey  Orthopaedic 
Society 

Reservations:  R.  L.  Cunneff,  M.D. 

21  East  Front  Street 
Red  Bank  07701 


Visit  the  Exhibits 


Radiology 

Rheumatism 

9:30  a.m.  Bone  Densitometry — (finical  Implica- 
tions in  Osteoporosis 
JACK  EDEIKEN,  M.D.,  Chief,  Radiology 
Division,  Thomas  Jefferson  University 
School  of  Medicine,  Philadelphia 

Summary  not  received 

10:00  a.m.  Arthrography 

ROBERT  H.  FREIBERGER,  M.D.,  Direc- 
tor, Department  of  Radiology,  Hos- 
pital for  Special  Surgery;  and  Associate 
Professor  of  Radiology,  Cornell  Univer- 
sity Medical  College,  New  York 

Arthrography  Is  a roentgen  procedure  allowing  the 
demonstration  and  evaluation  of  the  intra-articular 
spaces  of  joints.  This  procedure  is  finding  wider 
acceptance  and  should  become  a standard  widely 
available  radiographic  procedure.  Its  increasing 
use  in  recent  years  is  caused  by  improvement  of 
both  radiographic  equipment  and  the  water  soluble 
radiopaque  contrast  media.  There  is  also  in- 
creasingly greater  demand  to  have  graphic  demon- 
stration of  a diagnosis  previously  made  entirely  by 
physical  examination.  Arthrography  at  the  knee  is 
detecting  tears  of  the  menisci  and  of  the  anterior 
cruciate  ligament.  These  will  be  here  illustrated. 
In  the  shoulder,  arthrography  is  useful  in  the 
diagnosis  of  partial  (or  complete)  rotator  cuff  tear 
and  the  confirmation  of  the  diagnosis  of  frozen 
shoulder.  In  the  hip,  arthrography  has  been  used 
for  years  to  depict  the  shape  of  the  acetabulum 
and  femoral  head  primarily  in  cases  of  congenital 
hip  dislocation.  However,  it  has  other  uses  as  will 
be  shown.  The  arthrogram  has  a high  degree  of 
diagnostic  accuracy  and  when  performed  with 
proper  antiseptic  and  aseptic  technics  has  prac- 
tically no  complications. 
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10:30  a.m.  Immunosuppressive  Drugs  In  the  Treat- 
ment of  Rheumatic  Diseases 
WILLIAM  D.  KIMLER,  M.D.,  Chief,  De- 
partment of  Rheumatology,  The 
Cooper  Hospital,  Camden 

Summary  not  received 

11:00  a.m.  Question  and  Answer  Period 
11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visit  to  Exhibits 


Surgery 

(Cosponsored  by  New  Jersey  Chapter,  American 
College  of  Surgeons) 

9:30  a.m.  Symposium  on  Care  of  the  Critically 
III  Surgical  Patient 

Cardiac  Problems  and  Oxygen  Trans- 
port in  the  Shock  Patient 
LOUIS  R.  M.  DelGUERCIO,  M.D.,  Direc- 
tor, Department  of  Surgery,  Saint 
Barnabas  Medical  Center,  Livingston; 
and  Professor,  Department  of  Surgery, 
College  of  Medicine  and  Dentistry  of 
New  Jersey  at  Newark 

The  modern  treatment  of  shock  (regardless  of 
etiology)  is  dependent  upon  accurate  physiologic 
assessment  at  the  bedside.  The  fundamental  prob- 
lem is  oxygen  transport  and  utilization.  For  proper 
choice  and  evaluation  of  therapy,  cardiac  output 
and  oxygen  utilization  must  be  evaluated.  This 
F>aper  shovre  how  this  can  be  accomplished  at  the 
community  hospital  level  using  simplified  technics 
developed  in  university  shock  research  units.  New 
concepts  of  treatment  related  to  the  oxygen  un- 
loading characteristics  of  stored  bank  blood  will 
be  discussed. 

Respiratory  Insufficiency  after  Injury 
ROGER  V.  MOSELEY,  M.D.,  Associate 
in  Surgery,  Princeton  Hospital 

Summary  not  received 

Resuscitation  in  the  Emergency  Room 
JAMES  M.  BLACKWOOD,  M.D.,  As- 
sistant Professor,  Department  of  Sur- 
gery, College  of  Medicine  and  Den- 
tistry of  New  Jersey  at  Newark 

Rapid  diagnosis  of  the  kinds  of  patients  needing 
resuscitation  in  an  emergency  room  is  essential. 
Methods  of  quickly  establishing  an  airway  and 
cannulating  large  veins  are  reviewed.  Controversial 
aspects  of  fluid  therapy  in  hemorrhage  shock  are 
mentioned.  The  "chest  thump''  as  an  initial  thera- 
peutic maneuver  in  cardiac  arrest  is  emphasized. 
The  EmergerKy  Room  physician  should  be  willing 


and  able  to  open  the  chest  if  closed-chest  cardiac 
massage  is  ineffective.  A preventive  maintenance 
system  for  resuscitation  equipment  is  mandatory. 
Frayed  or  tangled  defibrillator  leads,  burned  out 
laryngoscope  bulbs,  or  mal-fitting  endotracheal 
tube  connectors  can  result  in  losing  precious 
seconds. 

The  Role  of  the  Shock  Team  In  the 
Care  of  the  Critically  III 
JOSEPH  ALPERT,  M.D.,  Associate  In 
Surgery,  Newark  Beth  Israel  Medical 
Center;  and  Associate  Clinical  Profes- 
sor of  Surgery,  (Allege  of  Medicine 
and  Dentistry  of  New  Jersey  at  Newark 

Hemodynamic  monitoring  of  critically  ill  patients 
should  provide  information  (not  otherwise  avail- 
able) that  is  relevant  to  the  patient’s  immediate 
condition  and  indicates  the  therapeutic  approach 
in  his  management.  Furthermore,  it  should  assist 
in  delineating  the  effect  of  therapy. 

Bed-side  data  acquisition  and  information  feedback 
must  be  continuous  for  the  development  of  an 
on-line  trend  analysis,  since  this  analysis  is  basic 
to  accomplishing  these  objectives. 

Primary  and  derived  hemodynamic  data  obtained 
from  the  monitoring  of  fifty  critically  ill  patients 
will  be  presented  to  support  the  contention  that 
the  core  clinical  value  of  a monitoring  unit  still 
depends  on  a patient — physician  interface  and 
requires  frequent  examination  and  evaluation  of 
the  patient. 

Neonatal  Resuscitation 
DILLER  B.  GROFF,  M.D.,  Assistant 
Professor  of  Surgery  and  Director, 
Division  of  Pediatric  Surgery,  College 
of  Medicine  and  Dentistry  of  New 
Jersey  at  Newark 

Summary  not  received 

Panel  Discussion 

IUlod0r3^or* 

BENJAMIN  F.  RUSH,  M.D.,  Johnson 
& Johnson,  Professor,  Department  of 
Surgery,  College  of  Medicine  and  Den- 
tistry of  New  Jersey  at  Newark 

11:30  a.m.  Business  Meeting — Election  of  Officers 

11:45  a.m.  Visit  to  Exhibits 


MESSAGE  CENTER 

courtesy  of 

New  Jersey  State  Medical 
Assistants  Association 


COFFEE  LOUNGE 

sponsored  by 

The  Prudential  Insurance 
Company  of  America 
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Urology 


(Cosponsored  by  New  Jersey  Diabetes  Association) 


9:30  a.m.  Introduction: 

ROBERT  E.  FULLILOVE,  JR.,  M.D., 
Secretary,  Section  on  Urology;  and  At- 
tending in  Urology,  Clara  Maass  Memo- 
rial Hospital,  Belleville 


The  Role  of  the  Urologist  in  the  Diag- 
nosis and  Treatment  of  Diabetes 
Mellitus 

SIDNEY  R.  WEINBERG,  M.D.,  Chief, 
Department  of  Urology,  Jewish  Hospi- 
tal and  Medical  Center  of  Brooklyn; 
and  Clinical  Professor,  Department  of 
Urology,  State  University  of  New  York, 
Downstate  Medical  Center 


The  role  of  the  urologist  in  the  diagnosis  and  treat- 
ment of  diabetes  mellitis  is  primarily  to  preserve 
renal  function.  The  diabetic  patient  is  prone  to 
Kimmelstein-Wilson  degeneration  of  the  kidneys. 
Diabetic  neuropathy  may  result  in  neurogenic  dys- 
function of  the  bladder.  These  incipient  conditions 
are  frequently  overlooked  and  result  in  deterioration 
of  renal  function.  This  will  be  discussed.  In  the 
male,  impotence  is  a common  complication  of  dia- 
betic neuropathy.  Its  treatment  will  be  discussed. 


10:00  a.m.  Discussion 


10:30  a.m.  The  Urine  Analysis — Its  Limitations 
The  Urine  Culture — Its  Meaning  and 
Limitations 

Moderator 

SAMUEL  J.  ARNOLD,  M.D.,  Chairman, 
Section  on  Urology;  and  Senior  Attend- 
ing, Department  of  Urology,  Morris- 
town Memorial  Hospital 


Discussers: 

SIDNEY  R.  WEINBERG,  M.D.  Brooklyn 
JOSEPH  J.  SEEBODE,  M.D.,  Professor 
of  Urology,  College  of  Medicine  and 
Dentistry  of  New  Jersey  at  Newark; 
and  Director,  Department  of  Urology, 
Martland  Hospital,  Newark 


Summary  not  received 


PAULINE  R.  GOGER,  M.D.,  Assistant 
Director,  Department  of  Internal  Medi- 
cine, Hunterdon  Medical  Center,  Rem- 
ington; and  Assistant  Clinical  Professor 
of  Medicine,  New  York  University 
School  of  Medicine 


Summary  not  received 


11:30  a.m.  Business  Meeting — Election  of  Officers 


11:45  a.m.  Visit  to  Exhibits 


Monday  Afternoon,  May  17 

Ophthalmology 

(Cosponsored  by  New  Jersey  Academy  of  Ophthal- 
mology and  Otolaryngology) 

2:00  p.m.  Symposium  on  Glaucoma 

MILES  A.  GALIN,  M.D.,  Professor  and 
Chairman,  Department  of  Ophthalmol- 
ogy, New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals,  New  York 

Summary  not  received 

RALPH  Z.  LEVENE,  M.D.,  Associate 
Professor,  Department  of  Ophthalmol- 
ogy, New  York  University  M^ical  Cen- 
ter, New  York 

Summary  not  received 

ANDREW  deROETTH,  JR.,  M.D.,  As- 
sistant Professor,  Department  of 
Ophthalmology,  Columbia-Presbyterian 
Medical  Center,  New  York 

Summary  not  received 

Panel  Discussion 

Moderators: 

A.G.  PORTFOLIO,  M.D.,  Attending  in 
Ophthalmology,  The  Valley  Hospital, 
Ridgewood;  and  Associate  Clinical  Pro- 
fessor, Department  of  Ophthalmology, 
New  York  University  School  of  Medi- 
cine, New  York 

HERVE  M.  BYRON,  M.D.,  Assistant 
Attending  in  Ophthalmology,  The 
Englewood  Hospital;  and  Assistant 
Clinical  Professor,  Department  of  Oph- 
thalmology, College  of  Medicine  and 
Dentistry  of  New  Jersey  at  Newark 

4:15  p.m.  Business  Meeting — Election  of  Officers 

4:30  p.m.  Visit  to  Exhibits 


Plastic  and 

Reconstructive  Surgery 

2:00  p.m.  Symposium  on  Plastic  Surgery  in  Chil- 
dren 

Anesthetic  Considerations  for  Pediatric 
Plastic  Surgery 

EDWARD  T.  LAWLESS,  M.D.,  Director, 
Department  of  Anesthesiology,  St. 
Joseph’s  Hospital,  Paterson 

Plastic  surgery  in  infants  and  children  can  be 
associated  with  rather  unique  anesthetic  problems 
and  situations  not  always  seen  in  “routine”  gen- 
eral pediatric  surgery.  Several  of  these,  such  as 
airway  safety,  drug  reactions  and  interactions  and 
fluid  maintenance  are  considered.  The  anesthesi- 
ologist and  plastic  surgeon,  by  spending  a few 
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moments  of  advanced  observation  of  the  child, 
oy  advanced  planning  of  step  by  step  manage- 
ment, proper  monitoring,  by  reciprocal  com- 
munication, and  by  continued  post-anesthetic  ob- 
servation, can  avert  most  complications  that  may 
range  from  mild  to  catastrophic. 

Cleft  Lip  and  Cleft  Palate 
EDWARD  N.  LUDIN,  M.D.,  Cherry  Hill; 
Chief,  Department  of  Plastic  and  Re- 
constructive Surgery,  The  Cooper  Hos- 
pital, Camden 

The  incidence  of  a new  born  with  a congenital  cleft 
lip  and/or  palate  varies  considerably.  The  range 
is  from  1 per  500  to  1 per  1250.  Care  of  the  child 
with  cleft  lip  and/or  cleft  palate  is  a multi-disci- 
plined approach.  Many  physicians  and  ancillary 
medical  personnel  help  take  care  of  these  young- 
sters. The  plastic  surgeon  is  primarily  involved 
in  repair  of  the  deformities.  He  often  acts  as  a 
coordinator  as  well.  These  disorders  may  be  to- 
gether or  separate  and  from  very  minor  uni-lateral 
incomplete  clefts  to  complete  bi-lateral  clefts.  Sur- 
gical care  of  these  deformities  varies  considerably 
depending  upon  the  type  and  extent  of  the  cleft. 
Not  only  is  the  original  repair  of  importance  but 
the  care  and  treatment  of  long  term  remaining  de- 
formities and  those  which  occur  as  the  result  of 
further  growth.  Problems  of  speech  for  the  cleft 
palate  child  must  be  followed  for  a long  interval. 
Thus  the  care  and  treatment  of  the  youngster  born 
with  cleft  lip  and/or  cleft  palate  is  complex,  in- 
triguing, long-term,  and  in  this  modern  day  for- 
tunately rewarding. 

Congenital  Anomalies  of  the  Extremi- 
ties 

JEROME  SPIVACK,  M.D.,  Associate, 
Department  of  Plastic  Surgery,  Newark 
Beth  Israel  Medical  Center;  and  Clini- 
cal Instructor,  Department  of  Plastic 
Surgery,  College  of  Medicine  and  Den- 
tistry of  New  Jersey  at  Newark 

Here  will  be  reviewed  some  of  the  common  congeni- 
tal anomalies  of  the  extremities.  Illustrative  slides 
will  be  presented.  Various  syndromes  with  ex- 
tremity anomalies  will  be  discussed.  Modes  of 
treatment  will  be  mentioned  stressing  obtainable 
improvement  in  function  and  appearance.  These 
will  be  demonstrated  with  slides.  The  age  when 
surgery  should  be  (performed,  the  staging  of  the 
operative  procedures  and  the  possible  complica- 
tions will  be  mentioned. 

Hypospadias 

S.  DONALD  MALTON,  M.D.,  Attending, 
Department  of  Plastic  and  Reconstruc- 
tive Surgery,  Dover  General  Hospital, 
Dover 

Summary  not  received 

Certain  Tumors  of  Childhood 
JOHN  C.  WALKER,  JR.  M.D.,  East 
Orange;  Attending  Plastic  Surgeon, 
Saint  Barnabas  Medical  Center,  Living- 
ston 

The  problem  of  hemangiomas  and  lymphangiomas 
in  small  children  will  be  discussed  and  illustrated. 
An  attempt  will  be  made  to  show  that  there  is  not 
one  complete  answer  to  this  problem.  They  can 
be  cosmetically  very  destructive  and  psychologi- 
cally very  traumatic  and  each  one  must  be  handl^ 


on  an  individual  basis.  Great  care  must  be  taken 
in  the  over-all  planning  of  the  surgical  and  con- 
servative management  of  these  cases.  It  is  hoped 
that  the  cases  will  be  accepted  by  the  audience 
as  problem  cases  and  discussed  as  such. 

Special  Trauma  Considerations  in 
Children 

GERHARD  PUCHNER,  M.D.,  Attending 
Plastic  and  Reconstructive  Surgeon, 
Princeton  Hospital 

Covered  in  this  presentation  are  both  general  and 
specific  considerations  with  respect  to  the  man- 
agement of  injured  children,  as  well  as  emphasis 
on  some  of  the  commoner  trauma.  These  include 
electrical  burns  of  the  mouth,  facial  fractures,  for- 
eign body  perforations  of  the  palate,  wringer  in- 
juries, and  other  conditions. 

Plastic  Surgery  of  the  Ears 
RICHARD  B.  BLOOMENSTEIN,  M.D., 
Adjunct  Attending,  Department  of  Plas- 
tic Surgery,  St.  Joseph’s  Hospital, 
Paterson 

Plastic  and  reconstructive  surgery  of  the  ear  is 
based  on  observance  of,  and  if  necessary,  restora- 
tion of  the  normal  anatomy  of  the  external  ear. 
The  correction  of  congenital  neoplastic  and  trau- 
matic deformities  of  the  external  ear  in  children 
may  be  associated  with  serious  emotional  upset 
and  should  be  corrected  as  early  as  possible. 

General  Discussion 

4:15  p.m.  Business  Meeting — Election  of  Officers 
4:30  p.m.  Visit  to  Exhibits 


CABARET 

Saturday,  May  15,  1971 
Cocktails-Buffet 
Entertainment 

The  Phi  Delta  Epsilon  Players 
Dancing 

(Tickets  at  Registration  Desk) 


DINNER-DANCE 

Monday,  May  17,  1971 
Entertainment 
Dancing 

(Tickets  at  Registration  Desk) 
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INFORMATIONAL  EXHIBITS 

Saturday,  May  15 — 12  noon  to  5 p.m. 

Sunday,  May  16 — 9 a.m.  to  5 p.m. 

Monday,  17 — 9 a.m.  to  5 p.m. 


Educational  Facilities  for  Emotionally 
Disturbed  Children  and  Adolescents 

MSNJ's  Special  Committee  on  Emotional  Disorders  of 
Childhood  and  Adolescence 

This  exhibit  is  designed  to  instruct  doctors, 
especially  pediatricians,  general  practitioners, 
school  physicians  (and  others  concerned  with 
health  of  children)  with  the  procedures  for  obtain- 
ing special  education  facilities  for  emotionally  dis- 
turbed children  and  adolescents.  Flow  charts 
(showing  step  by  step  process)  demonstrate  meth- 
ods of  diagnosis,  selection  of  the  appropriate 
facility,  referral,  and  follow-up.  Two  case  histories 
detail  actual  process.  This  material  is  prepared 
in  cooperation  with  New  Jersey  State  Department 
of  Education. 

Children’s  Specialized  Hospital 

Westfield-Mountainside 

Shown  here  for  the  Children's  Specialized  Hos- 
pital are  logo  and  photographs  of  therapy  activi- 
ties at  the  hospital. 

The  Academy  of  Medicine  of  New  Jersey 

Bloomfield,  Milton  H.  Shoshkes,  M.D.,  President 

This  display  describes  the  activities  of  the  Aca- 
demy of  Medicine  of  New  Jersey  in  providing 
continuing  education  to  the  physicians  of  New 
Jersey. 

The  Society  for  the  Relief  of  Widows  and 
Orphans  of  Medical  Men  of  New  Jersey 

Belleville,  James  E.  D.  Gardam,  M.D.,  President 

Here  is  an  information  exhibit  outlining  the 
aims  and  purposes  of  a charitable  organization 
which  provides  for  the  health  and  welfare  of 
widows  and  orphans  of  deceased  members  of 
the  Society. 

New  Jersey  Regional  Medical  Program 

East  Orange 

The  New  Jersey  Regional  Medical  Program's 
involvement  in  renal  disease  in  New  Jersey  is 
explained.  Included  is  a map  showing  the  location 
of  approved  New  Jersey  renal  centers,  transparen- 
cies depicting  renal  programs  and  a demonstration 
of  dialysis  equipment. 

Kate  Macy  Ladd  Convalescent  Home 

Far  Hills 

The  Kate  Macy  Ladd  Convalescent  Home  provides 
a full  range  of  medical  services  for  women  recover- 
ing from  surgery  or  acute  illness,  at  no  cost  to 
the  patient. 


Disability  Insurance  Service 

New  Jersey  State  Department  of  Labor  and  Industry, 
Trenton 

Here  explained  are  the  services  provided  in  New 
Jersey  under  the  Temporary  Disability  Insurance 
Law. 

New  Jersey  Health  Services  Program 
(Medicaid) 

Division  of  Medical  Assistance  and  Health  Services,  New 
Jersey  Department  of  Institutions  and  Agencies,  Trenton 

Here  offered  is  an  information  service  booth 
on  Medicaid.  In  addition  to  charts,  graphs,  and 
slide  projections,  there  will  be  a professional 
(physician)  and  administrative  representative,  as 
well  as  representatives  of  the  contractors,  namely. 
Prudential  Insurance  Co.  and  Blue  Cross,  to  field 
any  questions  about  out  state’s  Medicaid  Program. 

Epilepsy,  the  Doctor  and  the  New  Jersey  Law 

MSNJ's  Special  Committee  on  Seizures 

This  unique  exhibit  has  been  designed  to  pub- 
licize the  new  New  Jersey  law  for  the  edification 
of  the  medical  profession,  about  the  reporting  of 
epilepsy.  This  is  truly  something  that  every  doctor 
should  know. 


New  Jersey  Regional  Medical  Program 

East  Orange 

This  exhibit  briefly  explains  the  purpose  of  the 
New  Jersey  Regional  Medical  Program  and  de- 
scribes its  operational  projects  in  heart  disease, 
cancer,  stroke,  renal,  and  related  diseases. 


New  Jersey  Psychological  Association 

South  Orange 

The  display  of  the  New  Jersey  Psychological  Asso- 
ciation is  designed  to  help  acquaint  the  profes- 
sional and  lay  public  with  the  functions  psycholo- 
gists perform  in  New  Jersey.  From  mental  health 
to  safety,  from  public  schools  to  institutions  to 
private  practice,  from  research  to  clinical  practice, 
psychologists  serve  the  public. 

Training  of  Mental  Health  Professionals 

MSNJ’s  Council  on  Mental  Health 

Described  and  compared  here  will  be  training,  func- 
tions, and  educational  backgrounds  of  the  various 
mental  health  professional  personnel,  including 
psychiatric  social  workers,  psychologists,  and  psy- 
chiatrists. 
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1971  nua  t WeeUn^ 

SCIENTIFIC  EXHIBITS 

Saturday,  May  15 — 12  noon  to  5 p.m. 

Sunday,  May  16 — 9 a.m.  to  5 p.m. 

Monday,  May  17 — 9 a.m.  to  5 p.m. 


X-ray  Dia^osis  of  Interesting  Urinai7 
Tract  Lesions  in  a Community  Hospital 

Willard  M.  Drake,  Jr.,  M.D.,  John  Pulliam.  Jr.,  M.D.,  Sal- 
vatore Pennisi,  M.O.,  Donald  E.  Praiss,  M.D.,  Raul  Betan- 
court, M.D.,  Philip  Gilbert,  M.D.,  James  P.  Harbeson,  III, 
M.D.,  Kyong  Chal,  M.D.,  Felix  Oliver,  M.D.,  Vicente 
Limealco,  M.D.,  Rustico  Pollutan,  M.D.,  and  Kywoog 
Kim,  M.D.,  The  Cooper  Hospital,  Camden 

Exhibit  will  illustrate  x-rays  of:  (1)  malignancies, 
(2)  congenital  anomalies,  (3)  vascular  abnormali- 
ties, (4)  inflammatory  lesions,  and  (5)  traumatic 
lesions. 

Radioactive  Gold  (Au  198)  Abdominal 
Lymph  Node  Scintiscanning  to  Aid  in  the 
Evaluation  of  Abdominal  Malignancies 

William  E.  Mattey,  M.D.,  Peter  J.  Gianquinto,  M.D.,  and 
James  L.  Breen,  M.D.,  Saint  Barnabas  Medical  Center, 
Livingston 

This  exhibit  will  demonstrate  the  usefulness,  sim- 
plicity, and  surgical  correlation  validity  of  ab- 
dominal lymph  node  scintiscanning. 

The  Antiquity  of  Gout 

John  H.  Talbott,  M.D.,  Chicago 

Gout  has  been  recognized  as  a clinical  entity  since 
before  the  birth  of  Christ.  Many  paintings,  car- 
toons, and  caricatures  on  the  subject  have  been 
produced  over  the  centuries.  A representative 
samj>le  of  these  form  the  basis  of  our  exhibit 
which  also  presents  a brief  text  on  early  miscon- 
ceptions about  gout  and  highlights  milestones  in 
its  diagnosis  and  management 

A Regional  Network  of  Pacemaker  Clinics 

Victor  Parsonnet,  M.D.,  Newark  Beth  Israel  Medical  Center 

The  pacemaker  center  at  Newark  Beth  Israel  Medi- 
cal Center  has  been  setup  accurately  to  predict 
impending  pacemaker  failure.  The  center  now  has 
three  satellites  at  other  hospitals  participating  and 
shortly  will  have  many  more. 

Computer-Van  (Simulated  Patient 
Management) 

Academy  of  Medicine  of  New  Jersey  and  American  Caiv 
cer  Society,  New  Jersey  Division,  Inc. 

Interesting  cancer  cases  are  programed  on  a 
computer.  The  doctor  receives  the  case  history 
and  physical  examination  by  computer  print-out 
He  then  diagnoses  and  treats  the  patient  He  is 
told  whether  he  is  right  or  wrong  and  why.  Four 
corrtinuous  projection  units  illustrate  various  types 
of  cancer.  A wide  selection  of  literature  is  avail- 
able. 


Treatment  of  the  Arthritic  Hip 

Forrest  H.  Riordan,  III,  M.D.  and  Gino  Salciccloll,  M.D., 
Rockford  Memorial  Hospital,  Rockford,  Illinois 

This  exhibit  outlines  the  conservative  chemotherapy 
and  physical  therapy  for  the  patient  with  the  pain- 
ful hip  due  to  arthritis.  It  also  outlines  the  sur- 
gical procedures  available  to  the  arthritic  patient 
depending  on  his  age,  type  of  arthritic  disease,  and 
the  extent  of  change  both  in  the  femoral  head  and 
acetabulum. 

X-rays  and  diagrams  will  here  demonstrate  the 
several  orthopedic  procedures  used  in  treatment 
of  hip  disease  due  to  arthritis. 

Pentazocine  in  Orthopedic  Pain 

David  Befeler,  M.D.,  Westfield  and  Joseph  Giattinl,  M.D., 
New  York 

Pentazocine®  is  an  effective,  well-tolerated  syn- 
thetic analgesic  which  has  been  proved  effective 
in  a variety  of  clinical  pain  states.  This  study 
demonstrates  that  Pentazocine®  is  a safe  and  use- 
ful drug  in  the  management  of  orthopedic  pain 
in  all  age  groups. 

Tuberculosis  Treatment  in  the  1970’s 

Charles  R.  Ream.  M.D.,  Chairman,  Medical  Affairs  Com- 
mittee, Tuberculosis-Respiratory  Disease  Association  of 
New  Jersey,  Union 

This  exhibit  covers  three  areas:  (1)  An  overview 
of  latest  recommendations  of  the  National  Tuber- 
culosis-Respiratory Disease  Association  as  to  the 
treatment  of  tuberculosis  in  the  1970’s;  (2)  A 
policy  statement  concerning  the  treatment  of 
tuberculosis  patients  in  general  hospitals  adopted 
by  the  Tuberculosis-Respiratory  Disease  Associa- 
tion of  New  Jersey:  and  (3)  A current  affiliate 
structure  of  the  Tuberculosis-Respiratory  Disease 
Association  of  New  Jersey. 

Exchange  Transfusions  in  the  Treatment 
of  Hepatic  Coma 

Maxwell  L.  Gelfand,  M.D.,  Theodore  Cohen.  M.D.,  Burton 
Speiser,  M.D.,  Allen  Aronson,  M.D.  and  Leon  Sussman, 
M.D.,  New  York  Infirmary,  Now  York 

The  mortality  rate  for  hepatic  coma  that  develops 
during  the  course  of  acute  hepatic  necrosis  is 
extremely  high  and  unpredictable.  It  is  an  infre- 
quent event  in  whatever  the  treatment  used.  The 
clinical  course  may  be  identical  in  survivors  and 
fatalities.  The  liver  has  a great  capacity  for  re- 
generation. In  those  who  survive,  both  liver  cell 
function  and  hepatic  architecture  may  return  to 
normal.  All  such  lesions  should  be  regarded  as 
potentially  reversible.  In  managing  fulminant  hepa- 
titis, it  is  essential  to  sustain  life  long  enough  for 
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the  liver  cell  regeneration  to  occur.  To  this  end, 
a number  of  new  methods  have  been  suggested 
to  influence  recovery.  These  include  (1)  Hemo- 
dialysis, (2)  Cross  circulation  to  human  volunteers, 
(3)  Perfusion  of  the  patient’s  blood  through  the 
cooled  isolated  pig’s  or  baboon’s  liver,  (4)  Plasma- 
pheresis, and  (5)  Exchange  transfusions. 

Recently,  we  tried  exchange  transfusions  with  suc- 
cess in  three  patients  who  were  in  severe  hepatic 
coma  as  a result  of  acute  fulminating  hepatitis. 
This  exhibit  presents  these  cases.  In  addition,  the 
world  literature  on  exchange  transfusions  and  the 
pathogenesis  of  hepatic  coma  will  be  reviewed. 
Factors  precipitating  hepatic  coma  will  be  em- 
phasized. 

Surgical  Treatment  of 
Coronary  Artery  Disease 

Joseph  J.  Timmes  M.D.,  Nicholas  J.  Demos,  M.D.,  and 
Ralph  Lev.  M.D.,  New  Jersey  College  of  Medicine-Pollak 
Hospital,  Jersey  City 

With  the  availability  of  successful  myocardial  re- 
vascularization utilizing  direct  shunting  from  the 
aorta  to  the  unobstructed  residual  segments  of 
the  coronary  arteries,  this  procedure  is  now  the 
treatment  of  choice  in  selected  patients.  The 
anatomy  involved,  clinical  evaluation,  indications, 
contraindications,  and  surgery  performed  are  here 
presented. 

Kidney  Transplantation 

Hossein  Esiami,  M.D.,  Newark  Beth  Israel  Medical  Center 

Our  aim  is  to  present  kidney  transplantation  as  a 
means  available  to  the  patient  with  end  stage 
renal  disease.  This  exhibit  will  familiarize  prac- 
ticing physicians  with  criteria  for  selection  of 
proper  cadaver  donors  and  with  the  procurement 
and  preservation  of  the  organ. 

Tumors  of  the  Breast 

Maurice  J.  Elovitz,  M.D.,  Morton  Rosenblatt,  M.D.,  and 
Edward  Rigo,  M.D.,  Atlantic  City  Hospital 

Presented  here  is  a free  standing  exhibit  demon- 
strating the  clinical  features  of  various  tumors  of 
the  breast.  Both  benign  and  malignant  diseases 
are  reviewed.  Portions  of  the  exhibit  are  devoted 
to  diagnosis,  clinical  features,  and  treatment.  Also 
covered  is  an  outline  of  surgical  and  medical 
therapy  as  well  as  the  indications  and  contra- 
indications of  specific  surgical  procedures. 

Incomplete  Abortion — Early  Curettage — 
Reduced  Patient  Risk 

James  L.  Breen,  M.D.,  William  J.  Connolly,  M.D.,  and 
Caterina  A.  Gregori,  M.D.,  Saint  Barnabas  Medical  Center, 
Livingston 

Treatment  of  1,000  consecutive  cases  of  incom- 
plete abortion  (29  per  cent  septic)  demonstrates 
the  benefits  of  early  curettage  in  controlling 
hemorrhage  and  infection.  The  primary  benefits 
are  reduced  complication  risks.  Other  benefits 
also  accrue  and  are  discussed. 

Prosthetic  Limbs  and  Component  Parts — 
Preparation  of  a Temporary  Prosthesis 

Richard  A.  Sullivan,  M.D.  and  James  Tucker,  R.P.T., 
Kessler  Institute  of  Rehabilitation,  West  Orange 

This  exhibit  is  designed  to  familiarize  physicians 
and  paramedical  personnel  with  lower  extremity 


prosthetic  components  and  with  indications  for 
their  use.  The  presentation  will  display  socket,  cut 
away  knee  joints,  ankle  and  foot  assemblies,  and 
temporary  prostheses  with  identification  as  to 
parts,  indications,  and  contraindications. 

A self-contained  film  (using  a Mark  IV  viewer) 
will  demonstrate  casting  procedures  for  above  and 
below  knee  sockets  for  temporary  limbs,  as  carried 
out  at  our  Institute  prior  to  permanent  prosthetic 
fitting.  Polysar  X 414  (a  thermoplastic  material) 
will  be  displayed  as  well  as  "below  knee  sockets" 
which  have  been  made  from  this  material. 

"Life  Island”  Isolation 

Milton  H.  Donaldson,  M.D.  and  Audrey  E.  Evans,  M.D„ 
The  Children’s  Hospital  of  Philadelphia 

Six  green  24"  by  24"  panels  will  be  a background 
for  three  large  photos  and  four  copy  blocks  de- 
scribing the  uses  for  Philadelphia’s  first  double 
plastic  sterile  room. 

Management  of  Heart  Disease  in  Children 

Milton  Prystowsky,  M.D.,  Peter  P.  Poulos,  M.D.,  Jose  R. 
Antilion,  M.D.,  Nestor  Truccone,  M.D.,  Jerome  L.  Mathias, 
L.X.T.,  Alice  Forster,  R.  N.  and  Joyce  Mokrzycki,  M.T., 
Department  of  Pediatric  Cardiology  and  Division  of  Car- 
diovascular Surgery,  Children’s  Hospital,  United  Hospitals 
Medical  Center;  and  Department  of  Pediatrics,  College 
of  Medicine  and  Dentistry  of  New  Jersey  at  Newark 

Demonstrated  here  is  our  experience  in  the  evalua- 
tion and  over  all  management  of  congenital  heart 
disease.  Shown  is  a breakdown  in  incidence  of 
various  congenital  heart  malformations:  methods 
of  evaluation  and  treatment;  presentation  of  rep- 
resentative cases;  types  of  complications  encoun- 
tered during  cardiac  catheterization  and  cine- 
angiography; postoperative  complications;  and  fol- 
low-up results  of  medical  and  surgical  treatment. 
Our  experience  demonstrates  that  with  an  early 
and  aggressive  approach  in  evaluation  and  therapy 
(both  medical  and  surgical),  especially  in  the  new- 
born and  infant,  we  have  been  able  to  salvage 
lives  and  decrease  infant  mortality.  In  many  cases, 
medical  therapy  is  insufficient,  and  without  early 
surgery,  these  patients  would  have  died.  With  open 
and  closed  heart  surgery  we  have  repaired  some 
congenital  heart  malformations  completely  while 
others  have  been  improved  by  palliative  measures 
either  as  a final  procedure  or  in  preparation  for 
total  correction  at  a future  date.  Malformations 
are  also  presented  for  which  there  is  as  yet,  no 
known  medical  or  surgical  panacea. 

Speech  Therapy  Study 

W.  Edward  McGough,  M.D.,  Maryann  Reins,  Ph.D.,  and 
Bernard  S.  Lee,  B.S.,  Rutgers  Medical  School,  New 
Brunswick 

A standing  screen  illustrates  a clinical  and  home- 
based  practice  session  of  a taj^  recorder  therapy 
for  stutterers.  Salient  conclusions  of  an  Evalua- 
tion Experiment  are  displayed.  A showcase  cabi- 
net is  provided  with  stereo  headsets  by  means  of 
which  visitors  can  hear  a 10-minute  demonstration 
tape.  Also  displayed  are  the  set  of  cassette  tapes, 
a therapist’s  guidebook,  and  the  tape  recorders. 
Rutgers  Medical  School  is  providing  services  to  a 
limited  number  of  speech  clinics  on  a pilot  basis 
in  the  form  of  taped  programs  for  stutter  therapy 
and  wishes  this  to  be  known.  Evaluation  has  shown 
the  tape  recorder  method  to  be  as  effective  as 
other  procedures  by  offering  advantages  in  con- 
venience and  economy. 
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Management  of  Spina  Bifida  in  a 
Community  Hospital 

Martin  E.  Lasoff,  M.D.,  Morristown  Memorial  Hospital 

Here  is  a working  formula  for  the  diagnosis  of 
spinal  birth  defects,  consultation  and  total  man- 
agement in  a community  hospital.  The  complex 
problems  which  may  arise  are  best  handled  by  a 
multidiscipline  team  effort.  This  can  be  accom- 
plished with  great  satisfaction  to  the  family  and 
community  at  substantial  savings  in  time  and 
expense. 


Dyslexia 

MSNJ's  Special  Committee  on  the  Conservation  of  Vision, 
Hearing,  and  Speech 

Presented  here  is  a three-panel  exhibit  showing 
the  diagnosis,  evaluation,  and  management  of 
dyslexia. 


Chromosome  Karyotyping:  Community 
Service  and  Educational  Experience 

Medicai  Students  of  the  College  of  Medicine  and  Dentistry 
of  New  Jersey-Rutgers  Branch,  Piscataway 

Chromosome  karyotyping  is  being  used  as  a 
genetics  teaching  exercise  for  medical  students  of 
the  Rutgers  branch  of  the  College  of  Medicine  and 
Dentistry  of  New  Jersey.  Students  learn  the  tech- 
nics on  their  own  bloods  and  then  work  up  samples 
from  the  resident  patients  at  the  Woodbridge 
Children's  Hospital  for  whom  this  service  had  not 
previously  been  available. 


Pharmacologic  Properties  and  Clinical 
Effects  of  Estrogen  in  the  Human 

Herbert  S.  Kupperman,  M.D.,  New  York  University  College 
of  Medicine,  New  York. 

Here  is  a multi-paneled  exhibit  showing  the  phar- 


macologic properties  and  the  clinical  effects  of 
estrogen. 

Fiberendoscopic  Diagnosis  of  Massive  Upper 
Gastrointestinal  Bleeding 

William  I.  Wolff,  M.D.  and  Hiromi  Shinya,  M.D.,  Beth  Israel 
Medical  Center,  New  York 

Fiberoptic  flexible  endoscopy  instruments  have 
been  perfected  to  a degree  where  they  now  con- 
stitute an  important  new  diagnostic  approach.  In 
the  Surgical  Endoscopy  Unit  at  the  Beth  Israel 
Medical  Center  in  New  York  over  1,500  such 
examinations  have  been  performed  without  in- 
cident. Fiberoptic  esophagoscopy,  gastroscopy,  and 
duodenoscopy  have  been  applied  extensively  in 
the  management  of  massive  upper  gastrointestinal 
hemorrhage,  during  the  acute  bleeding  phase.  The 
results  have  been  illuminating:  these  new  instru- 
ments far  surpass  any  used  in  the  past  and  the 
bleeding  source  can  be  identified  in  over  90  per  cent 
of  cases  in  our  experience.  We  have  been  able  to 
take  color  photographs  and  color  movies  of  the 
findings  during  examinations,  the  procedure  being 
done  at  the  bedside,  generally  in  the  Intensive 
Care  Unit.  In  addition  to  an  analysis  of  the 
methods  and  the  results,  color  transparencies  of 
typical  pathologic  changes  and  continuous  show- 
ing of  color  slides  and  color  cine  studies  are  part 
of  the  exhibit. 

Comparative  Study  of  Anxiety  with 
Chloradiazepoxide  and  Doxepin 

C.  David  Cooper,  M.D.,  George  Washington  University 
School  of  Medicine,  Washington 

Here  described  is  an  evaluation  of  the  efficacy  of  a 
benzodiazepine  (chloradiazepoxide)  and  a tricyclic 
(doxepin)  in  patients  exhibiting  moderate  to  severe 
symptoms  of  anxiety.  This  was  done  via  a double- 
blind study  utilizing  a modified  BPRS  rating  scale. 
Duration  of  treatment  was  four  weeks.  Equal  efficacy 
was  shown  with  both  compounds,  however,  adverse 
effects  occurred  more  frequently  and  with  more 
severity  with  doxepin. 


The  Medical  Society  of  New  Jersey  Welcomes  the  Following 

Delegates  and  Guests 

American  Medical 
Association 

Raymond  T.  Holden,  M.D.,  Washington,  D.C. 

Connecticut 

E.  Tremain  Bradley,  M.D.,  Norwalk 

Maryland 

John  F.  tSchaefer,  M.D.,  Baltimore 

New  York 

Walter  Scott  Walls,  M.D.,  Buffalo 
George  Himler,  M.D.,  New  York 

Pennsylvania 

William  A.  Limberger,  M.D.,  West  Chester 

Please  note  change  in  EXHIBIT  HALL  HOURS 
Exhibits  open  at  noon  on  Saturday  and  close  at  5 p.m.  on  Monday 
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TECHNICAL  EXHIBITS 


Saturday,  May  15 

Sunday  and  Monday,  May  16  and  17 


12  noon  to  5 p.m. 
9 a.m.  to  5 p.m. 


In  Appreciation 

The  Medical  Society  of  New  Jersey  is  pleased  to  recognize,  through  their  generous  contributions,  the 
following  official  patrons  of  the  educational  programs  presented  through  the  scientific  sessions: 

Geigy  Pharmaceuticals  Johnson  & Johnson 

The  S,  E.  Massengill  Company  Pfizer  Pharmaceuticals 

The  Upjohn  Company 


American  Association  of  Medical  Assistants, 
Inc.,  State  of  New  Jersey  Message  Center 

Distribution  of  informational  brochures  describing 
the  aims  and  purposes  of  AAMA,  its  educational 
opportunities,  and  certification  program.  Messages 
for  doctors  in  attendance  at  this  meeting  will  be 
relayed  through  this  booth. 

Apache  Programs  Inc.  #25 

Apache  Programs,  Inc.  offers  limited  partnership  in- 
vestment programs  for  individuals  and  corporations. 
These  programs  are  organized  and  professionally 
managed  by  Apache  Corporation,  an  NYSE  listed 
firm.  Apache  currently  operates  and  manages  in- 
vestment programs  in  oil  and  gas  exploration,  grove 
land,  and  real  estate.  Tax  incentives  accruing  to 
these  programs  are  passed  on  to  individual  in- 
vestors. 

Astra  Pharmaceutical  Products,  Inc.  #21 

Available  will  be  useful  information  and  descrip- 
tive literature  pertaining  to  Xylocaine®  (lidocaine) 
and  Citarrest®  (prilocaine)  local  and  topical  anes- 
thetics, and  the  intravenous  use  of  Xylocaine®  in  the 
treatment  of  life-threatening  cardiac  arrhythmias. 

Ayerst  Laboratories  #19 

Information  will  be  available  on  Premarin®,  Atromid- 
S®,  and  Inderal®. 

E.  & W.  Blanksteen  Agency,  Inc.  #11  & #12 

E.  W.  Blanksteen  Agency,  Inc.,  are  official  brokers 
for  The  Medical  Society  of  New  Jersey  for  Accident 
and  Health,  Major  Expense,  High  Limit  Accident, 
Term  Life  Insurance,  Hospital-Money,  HR-10  Keogh 
Retirement  Plan  and  Corporate  Master  Retirement 
Plan. 

All  these  programs  provide  exceptional  value  for 
the  members  because  of  the  group  purchasing 
power  of  the  State  Society. 


Joseph  A.  Britton  Agency  #10 

This  is  the  agency  which  provides  officially  en- 
dorsed professional  liability  insurance  (all  forms). 


Coca-Cola  USA  #48 

Ice-cold  Coca-Cola  will  be  served. 


The  Dow  Chemical  Company  #9 

Diagnostest®  reagents  are  for  clinical  chemistries. 
These  have  been  tested  at  Bio-Science  Laboratories 
(Van  Nuys,  California).  Reagents  are  premixed 
and  premeasured  into  reaction  tube.  The  tube 
can  also  serve  as  the  cuvette.  Ail  materials  needed 
to  perform  the  test  are  provided.  Ail  tests  are 
colorimetric  and  can  be  “read”  on  any  good- 
quality  colorimeter  or  spectrophotometer.  Products 
are  sold  “direct”  and  are  serviced  by  the  same 
representative. 


Edison  Voicewriter  Division,  McGraw-Edison 
Company  #46 

The  Edison  Voicewriter  Division  of  the  McGraw- 
Edison  Co.  selis  ail  types  of  dictating  systems  such 
as  portables,  dial  models,  remote  control  systems, 
and  equipment  to  record  on  from  outside  the  office. 


Encyclopaedia  Britannica,  Inc.  #18 

Encyclopaedia  Britannica  welcomes  delegates  to 
The  Medical  Society  of  New  Jersey.  As  part  of 
our  exhibit,  we  will  have  on  display  the  great  new 
edition  of  Britannica,  Great  Books  of  the  Western 
World,  the  Britannica  Junior,  and  other  related 
materials.  Stop  and  inspect  these  products  In 
booth  #18.  They  are  available  to  delegates  and 
members  as  our  convention  offer. 
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Gibraltar  Securities  Co. 


#41  & #42 

Representatives  will  be  available  to  discuss  securi- 
ties, land  investments,  and  construction  manage- 
ment. 


Hoechst  Pharmaceutical  Company  #32 

Representatives  at  booth  #32  will  be  happy  to 
discuss  Hoechst  products  with  particular  applica- 
bon  to  the  physician’s  individual  practice.  Fea- 
tured are  Lasix®  (furosemide),  Surfek®,  Dixidan®, 
Festal®,  and  Festalan*. 


Lakeside  Laboratories,  Inc.  #23 

Lakeside  Laboratories,  Inc.,  exhibit  will  include 
Cantils®,  Imferon®,  Mercurydrin®,  Metahydrin®, 
Metatensin®,  Norpramin®,  and  the  MedCom  Learn- 
ing System  on  Depression. 


Lederle  Laboratories  Division,  American  Cy- 
anamid  Co.  #2 

Representatives  will  be  present  to  provide  informa- 
tion on  the  pharmaceuticals  offered  by  Lederle — 
Declomycin®  (demeclocycline).  Achromycin®  (tetra- 
cycline), and  Aristocort®  (triamcinolone). 


David  & Charles  Levinson  Medical  Special- 
ties ^16 

Medco-Sonlator  Twin:  Combination  of  neuro-muscu- 
lar  stimulation  and  ultrasound,  pulsed,  surged, 
and  continuous,  ^nergistically  blended.  Diagnos- 
tic and  therapeutic. 

Modcratherm:  Combination  of  neuro-muscular  stimu- 
lation and  moist  heat  thermostatically  controlled 
and  blended  with  soothing  reciprocating  surge. 

Medcolaton  Neuro-muscular  stimulator  with  pulse, 
surge,  tetany  currents,  automatic  settings.  Model 
G,  combination  Medcolator  and  galvanic  current 
permitting  stimulation  of  denervated  muscles 
and  Ion  Transfer. 

Minalator;  Pocket  size  neuro-muscular  stimulator. 

Martin  Super  Automatic  Short  Wave;  New  concept 
in  deep  heat.  Automatic  tuning.  Push  button 
control. 


Eli  Lilly  and  Company  #7 

You  are  cordially  invited  to  visit  the  Lilly  exhibit. 
Representatives  in  attendance  will  welcome  your 
questions  about  our  pharmaceutical  products.  You 
may  be  particularly  interested  in  discussing  our 
growing  family  of  cephalosporins. 


Marion  Laboratories,  Inc.  #22 

Marion  Laboratories  will  have  information  on  Gavis- 
con®,  Pavabid®,  and  Nitro-Bid®. 


Medical-Surgical  Plan  of  New  Jersey  #31 

Visit  the  Plan’s  booth  and  learn  why  Prevallli^  Fee 
— ^the  Blue  Shield  usual,  customary,  and  reason- 
able fee  program — is  the  "now”  program  of  pre- 
paid medical  care  in  New  Jersey.  Why  it  is  good 
for  the  patient  and  good  for  the  physician.  How  you 
can  support  the  concept  of  usuai  and  customary 
fees  vs.  a fixed  fee  schedule — and  help  Prevailing 
Fee  reach  its  full  potential — by  signing  up  to  par- 
ticipate. 


Medichek,  Incorporated  #24 

Medichek  is  a new  dimension  in  health  care.  It  Is 
a multi-phasic  health  screening  center  that  uses 
automated,  computer-based  equipment  and  para- 
medical personnel  to  collect  biologic  data  for  your 
evaluation. 

Medichek  is  not  a substitute  for  the  traditional 
physical  examination.  It  is  a new  entity  in  the 
complex  of  health  services.  Medichek  provides 
you  with  the  interpretations  of  a cardiologist, 
radiologist,  ophthalmologist,  and  pathologist  for 
some  tests. 

Multiphasic  health  screening  is  accepted  by  the 
AMA,  the  American  (College  of  Radiology,  the 
American  Society  of  Internal  Medicine  and  the 
College  of  American  Pathologists. 


Merck  Sharp  & Dohme  #8 

The  Merck  Sharp  & Dohme  exhibit  has  been  de- 
signed to  offer  a contribution  to  your  therapeutic 
armamentarium.  Technically  trained  personnel  are 
available  to  discuss  the  scope  and  variety  of  serv- 
ices offered  to  physicians. 


Miller,  McGinley  & Leader  (MONY)  #40 

Professional  Planning  Associates  is  a consulting 
firm  specializing  in  the  financial  problems  of  the 
professional  man.  The  firm  is  attending  this  con- 
vention to  acquaint  interested  doctors  with  the 
concept  of  professional  incorporation. 


National  Clinical  Services  Laboratories,  Inc. 

#35 

Our  representatives  will  discuss  the  clinical  labora- 
tory services  available  to  physicians. 


New  Jersey  Bell  Telephone  Company 

#13  and  #14 

Tele  communications  services  for  the  medical  field 
will  be  illustrated  and  explained  at  our  booths. 


Ortho  Pharmaceutical  Corporation  #26 

Ortho  Pharmaceutical’s  booth  will  have  a complete 
line  of  medically  accepted  products  for  the  control 
of  conception  and  the  treatment  of  vaginitis. 


Parke,  Davis  & Company  #17 

Our  representatives  will  be  pleased  to  discuss 
selected  pharmaceutical  products  at  the  Parke- 
Davis  booth. 
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The  Fasil  Revere  Life  Insurance  Company 

#49 

The  Paul  Revere  offers  individual  non-cancellable 
(and  guaranteed  renewable)  disability  coverage 
available  at  any  price.  The  policy  features  a defini- 
tion of  total  disability  which  protects  you  in  your 
specialty  to  age  55  or  for  five  years,  whichever 
is  longer.  In  addition  to  many  other  outstanding 
features,  rates  are  competitive  and  qualified  physi- 
cians may  purchase  as  much  as  $3,000  monthly. 
The  New  Jersey  State  Consultants  are  John  Hans- 
bury  and  J.  Mitchell  Ehrlich. 


PRO  Services,  Inc.  #47 

Representatives  will  have  information  on  the  MSNJ 
approved  Professional  Association  and  Keogh  Re- 
tirement Plan,  which  is  administered  by  PRO 
Services,  Inc. 


Prudential  Insurance  Company  of  America 

Coffee  Lounge 

The  Prudential  is  the  carrier  for  Medicare  Part  B 
and  intermediary  for  certain  facilities  for  Part  A 
in  New  Jersey.  It  is  the  contractor  for  Physicians' 
Services  for  New  Jersey  Medicaid  and  same  facili- 
ties as  in  Medicare. 


A.  H.  Robins  Company  #1 

You  are  cordially  invited  to  visit  the  A.  H.  Robins 
display  and  meet  our  representatives  who  will  dis- 
cuss^ with  you  products  of  interest.  Our  most  re- 
cent'new  product  release  is  DimacoF^  (pseudo- 
ephedrine,  pheniramine,  dextromethorphan  and 
glyceryl  guaiacolate). 


Roche  Clinical  Laboratories  #50  & #51 

With  the  establishment  of  Roche  Clinical  Labora- 
tories, Roche  introduces  a new  parameter  in  its 
commitment  to  better  health  care.  Roche  Clinical 
Laboratories  embodies  current  concepts  in  diag- 
nostic testing,  designed  to  provide  top  quality 
clinical  and  endocrine  laboratory  services  for  the 
patient,  the  physician  and  the  hospital  laboratory. 
The  clinical  laboratory/diagnostic  staff  includes  a 
full  complement  of  pathologists,  endocrinologists, 
medical  technologists,  laboratory  technicians,  com- 
puter scientists,  professional  representatives,  and 
administrative  personnel. 


William  H.  Rorer,  Inc.  #20 

William  H.  Rorer,  Inc.  takes  pride  in  exhibiting  its 
fine  pharmaceutical  products  at  this  convention. 
Our  representatives  will  gladly  discuss  Maalox®, 
Camalox*,  Ascriptin®,  Quaalude®,  and  our  other 
products  with  you. 


John  J.  Ryan  & Co.  #39 

Our  representatives  will  be  available  to  discuss  tax- 
exempt  municipal  bonds  and  New  Jersey  bank 
stocks. 


Sandoz  Pharmaceuticals  #29 

Information  will  be  available  on  Serentil®  and  Mel- 
laril®. 


W.  B.  Saunders  Company  #30 

Saunders  will  have  on  display  a complete  line  of 
their  medical  books,  including  many  new  titles  and 
new  editions  published  since  last  year’s  meeting. 


Sobering  Laboratories  #28 

Schering  Laboratories  invites  you  to  visit  their 
exhibit  where  representatives  will  be  available  to 
discuss  with  you  any  questions  you  may  have  on 
Garamycin®  Injectable,  Etrafon®,  Valisone®,  Dri- 
xoral®,  Celestone®,  Soiuspan®  Injection,  Afrin®,  or 
any  other  Schering  product. 


G.  D.  Searle  & Co.  #56 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  Products  of  Re- 
search. Featured  will  be  information  on  Demulen®, 
Enovid®,  Aldactazide®,  Flagyl®,  Lomotil®,  Pro-Ban- 
thine®,  and  other  drugs  of  interest. 


E.  R .Squibb  & Sons,  Inc.  #15 

E.  R.  Squibb  and  Sons,  Inc.  are  pleased  to  present 
a film  review  of  "up-to-date"  and  factual  reports 
on  current  topics  of  medical  interest  and  research. 
They  include  such  topics  as  "Drug  Abuse,"  "Aero- 
space Medicine,"  and  "Heart  Transplantation." 

This  series  of  short  films  may  be  seen  in  our 
booth  at  anytime  during  the  convention  hours. 


Stuart  Pharmaceuticals,  Division  of  Atlas 
Chemical  Co.,  Inc.  #52 

A cordial  invitation  is  extended  to  all  members 
and  guests  attending  this  meeting  to  visit  the 
Stuart  Pharmaceutical  booth.  Specially  trained 
representatives  will  be  in  attendance  to  answer 
your  questions  on  new  products,  developed  in 
our  modern  laboratories,  which  have  particular 
interest  for  the  medical  profession.  Products  fea- 
tured are:  Dialose®,  Dialose®  Plus,  Mulvidren®, 
Mylanta®,  Mylicon®,  Stuart  Prenatal®,  Stuart  Pre- 
natal® w/Folic  Acid,  Sorbitrate®,  and  our  new 
products:  Probec-T®  and  Kinesed®. 
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44th  ANNUAL  MEETING 

Woman's  Auxiliary  to  The  Medical  Society  of  New  Jersey 

Saturday  through  Tuesday  Chalfonte-Haddon  Hall 

May  15-18,  1971  Atlantic  City 


Schedule  of  Events 


Saturday,  May  15,  1971 

10:00  a.m.  to  4:30  p.m. — Sale  of  dinner-dance  tick- 
ets 

MSNJ  Registration  Desk 
(Exhibit  Hall,  Lobby  floor,  Haddon 

Hall) 

12:00  noon  to  4:30  p.m. — Registration 

(Exhibit  Hall,  Lobby  floor,  Haddon 

Hall) 

1:00  p.m,  to  4:30  p.m. — Registration  for  Art  Show 
(Exhibit  Hall,  Lobby  floor,  Haddon 

Hall) 

*1:00  p.m. — Golden  Merit  Award  Ceremony 

(Rutland  Room,  First  floor,  Haddon 
Hall) 

•3:00  p.m. — Auxiliary  President’s  Report  to  MSNJ 
House  of  Delegates 
(Windsor  Room,  Haddon  Hall) 

*7:00  p.m. — Reception- Buffet  Dinner 

Honoring  Technical  Exhibitors 
A special  invitation  is  extended  to 
Auxiliary  members  (tickets  may  be 
purchased  at  MSNJ  Registration  Desk 
— $12.00  per  person) 

(Carolina  Room,  First  Floor, 

Chalfonte) 


Sunday,  May  16,  1971 

9:30  a.m.  to  4:30  p.m. — Registration 

(Exhibit  Hall,  Lobby  floor,  Haddon 
Hall) 

Tickets  for  Tea  and  Fashion  Show 

10  a.m.  to  4:30  p.m. — Sale  of  dinner-dance  tickets 
MSNJ  Registration  Desk 
(Exhibit  Hall,  Lobby  floor,  Haddon 
Hall) 

10:00  a.m. — Art  Exhibit 

County  Press  and  Publicity  Books 
Exhibit 

County  Activities  Pictorial  Display 
(Exhibit  Hall,  Lobby  floor,  Haddon 
Hall) 

10:00  a.m. — Pre-convention  Board  Meeting 

(Navajo  Room,  15th  floor,  Haddon 
Hall) 

12:00  noon — Fellowettes’  Luncheon 

(Blue  Room,  Office  floor,  Chalfonte) 


2:30  p.m. — ^Tea  and  Fashion  Show 

(Vernon  Room,  Lounge  floor,  Haddon 
Hall) 

All  doctors’  wives  and  guests  cordially 
invited 

*6:00  p.m. — Reception  for  President-elect  Davis 
Auxiliary  members  are  cordially  in- 
vited to  attend  (Admission  by  badge) 
(Pennsylvania  Room  I,  Lounge  floor, 
Haddon  Hall) 


Monday,  May  17,  1971 

8:15  a.m.  to  4:30  p.m. — Registration 

(Exhibit  Hall,  Lobby  floor,  Haddon 
Hall) 

8:15  a.m.  to  9:00  a.m. — Continental  Breakfast 
(Hallway,  13th  floor,  Haddon  Hall) 

9:00  a.m.  to  12:30  p.m. — General  Session 

(West  Room,  13th  floor,  Haddon  Hall) 

9:00  a.m.  to  4:30  p.m. — Sale  of  dinner-dance 
tickets 

MSNJ  Registration  Desk 

(Exhibit  Hall,  Lobby  floor,  Haddon 

Hall) 

1:00  p.m. — Annual  President’s  Luncheon 

(Pennsylvania  Room  III,  Lounge  floor, 
Haddon  Hall) 

All  doctors’  wives  cordially  invited 

•7:00  p.m. — Dinner-Dance 

(Pennsylvania  Room,  Lounge  floor, 
Haddon  Hall) 


Tuesday,  May  18,  1971 

8:30  a.m. — Workshop  for  County  Presidents 
(Suite  609,  Haddon  Hall) 

9:00  a.m.  to  12:00  noon — Registration 

(Exhibit  Hall,  Lobby  floor,  Haddon 
Hall) 

11:30  a.m. — Post-convention  Board  Meeting 

(West  Room,  13th  floor,  Haddon  Hall) 

Convention  Committee 

Chairman — Mrs.  Charles  Gandek 
Co-Chairman — Mrs.  Louis  Abbamonte 


*MSNJ  events  to  which  Auxiliary  members  are  cordially 
invited. 
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ROOM  RESERVATIONS 

Complete  and  mall  this  form  for  your  room  reservation 

205th  ANNUAL  MEETING— THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

May  15-18,  1971 

Reservation  Desk,  Chalfonte-Haddon  Hall,  Atlantic  City,  New  Jersey 

Please  Reserve  the  Following  Accommodations — ^This  Reservation  Wili  Be  Acknowiedged 
if  room  is  not  availabie  at  rate  requested,  please  check  here 
authorizing  us  to  make  reservation  at  next  avaiiable  rate.  □ 


No.  of 
Rooms 

HADDON  HAU  All  Root 

Single,  Bath,  1 Person 

ns  Air  Conditioned 
Twin  Bedroom,  Bath 
2 Persons 

CHALFONTE  All  Ro< 
Single,  Bath 
1 Person 

}ms  Air  Conditlonod 
Twin  Bedrxwm,  Bath 
2 Persons 

Without  Ocean  View  □!?  019  D21 

•□21  G23  D25 

□ 16  □ 19 

□ 20  G23 

Side  Ocean  View  □ 25  □ 27 

□ 27  G29  GSl 

□ 22 

□ 25  G27 

Ocean  Front  □ 36 

□ 36  G38 

□ 25  □ 26 

□ 28  G29  G32 

Double  & Parlor 

□ 52  G62  □64 

Double  & Parlor  Ocean  Front 

□ 80 

□ 68 

EACH  ADDITIONAL  PERSON  IN  DOUBLE  ROOM  $5.00  EUROPEAN  PLAN  •Roomettes 
MODIFIED  AMERICAN  PLAN  (BREAKFAST  & DINNER)  ADD  $9.00  PER  DAY,  PER  PERSON  □ 


I Will  share  a room  with 

Day  and  date  of  arrival Departure 

Name  

Address  • •••••••••» 

PLEASE  PRINT Plus’ 5®/o* City  Tax 

NOTE;  As  check-out  hour  is  2:00  p.m.,  rooms  may  not  be  ready  earlier. 


COMMITTEE  ON  ANNUAL  MEETING 

JAMES  A.  ROGERS,  M.D.,  Chairman,  East  Orange 

ARTHUR  BERNSTEIN,  M.D., 
Vice-Chairman,  Maplewood 

NICHOLAS  A.  BERTHA,  M.D.,  Wharton 
DONALD  C.  DAVIDSON,  M.D.,  Atlantic  City 
JEROME  G.  KAUFMAN,  M.D.,  East  Orange 
ROBERT  E.  VERDON,  M.D.,  Cliffside  Park 
LOUIS  F.  ALBRIGHT,  M.D.,  Ex-Officio,  Spring  Lake 
MRS.  MARION  R.  WALTON, 

Convention  Manager,  Trenton 


SUBCOMMITTEE  ON  SCIENTIFIC  EXHIBITS 

ARTHUR  BERNSTEIN,  M.D.,  Chairman,  Maplewood 
H.  IRVING  DUNN,  M.D.,  Bay  Head 
ARTHUR  KROSNICK,  M.D.,  Trenton 
JOHN  J.  THOMPSON,  M.D.,  Caldwell 
ROBERT  E.  VERDON,  M.D.,  Cliffside  Park 

SUBCOMMITTEE  ON  SCIENTIFIC  PROGRAM 

JAMES  A.  ROGERS,  M.D.,  Chairman 
Paterson 

CHAIRMEN  AND  SECRETARIES 
of  Scientific  Sections 
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[here’s  a soup 


for  almost  every  patient  and  diet 
..for  every  meal  ^ 

and,  it's  made  by  VCUnfiOal 


PROTEIN  CONTENT/  7 oz.  Serving* 


Green  Pea  with  Ham  (Frozen)  7.6 


Hot  Dog  Bean  8,4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  10,2 

Vegetable  Beef  5.0 


Vegetable  with  Beef  (Frozen)  5.4 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


• From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


Bean  with  Bacon 
Beet 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 


I 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  1 M 


Sterile  solution  ( 300  md  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride,  Upjphn) 


and  single-dose  2 n 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


KTSSSZ  Nm.lM 

So.  VW  Staflla  SoiutiM 

UnMcIn* 


mnoomcm 


970  by  The  Upjohn  Company  JA70  9835  MEDB4S(KZL5) 


A.  once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

Aw  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tiickahoe,  N.Y. 


You  can't  fell  a ledwood 
with  a hatchet 

With  vitamins^  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  maybe 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 


THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 


Theragran* 

High  Potency  Vitamin  Formula 

Theragiau’-M 

High  Potency  Vitamin  Formula  with  Minerals 


V 

V 

i ^ 

SQUIBB 

Thf  Pricoli’ss  Ingri'Hieiit  o(  ov«‘ry  produit 
is  ihf  honor  and  intcgiity  of  iU  makor/'” 


.Cl  £ A ‘.OBt,  ((c.  1070 


f 


I 

I 


I 

t 


OrtG  /crls/ef  cf.i.d. 


* As odjOnctive  therapy 

^ ; DOUBLE  STRENGTH 

BUILDING  BLOCK  lOrenzyiTi© 

TO  RECOVERY  I 

Tryptin;  100.000  N.F.  Umt&.Chyfn^tryp&m  8.000  N.F.  Units: 
«ju.vjlefrt  .n  tryptic  Ktmty  to  40  mj.  o<  N F,  trypsin 

Reduces  swelling 
I Hastens  healing 
Speeds  recovery 


Indicatioo*:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtair^ed  in; 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  Infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BiTABS  should  not  be  given 
to  patients  vritha  known  sensith/itytotrypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnar>cy  has  not  been  established. 

Adverse  Resctiofis:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  ir>creased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (S^  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.I.d. 

I THE  NATX>NAL  DRUG  COMFANY 

1 DIVISION  OF  RICHARDSON  MERRtLL  INC. 
PHILADELPHIA.  PEhMSVlVANIA  19S44 

004.BVS  9170  0009*  1*1 


TlAOeMAK  SlTAtS  U S.  PATCnT  NO 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  MW  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  caus^  of  vaginHis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination.  


AVC  

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide  . 
1 5.0%,  ollontoin  2.0%) 


Contraindications;  Known  sensitivity  to  sulfonomides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  obsorption.  Burning,  increased  local  discomfort,  skin 
rosh,  urticorio  or  other  monifestotions  of  sulfonomide  toxicity  ore 
. ,1  reasons  to  discontinue  treotment. 
r A-  Dosage:  One  opplicotorful  or  one  suppository  introvagi- 
nolly  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  opplicotor. 
Suppositories  - Box  of  12  with  opplicotor. 

TRADEMARK:  AVC  AV-t04  2/71  Y.149 


Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


i THE  NATIONAL  DRUG  COMPANY 

[♦'  I division  of  RICHARDSON  MERRELL  INC 
I PHILADELPHIA.  PENNSYLVANIA  19144 


/%/C 

The  treatment  is  singular 


Fast...long-lasting 
relief  of  aches 
and  pains  4 

of  coids  and  flu 


with  the  unique 

timed-release 

aspirin 


Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


«REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED  RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage.-  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12.  36  and  60  tablets. 


Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 

• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  the  Loss  Control  Program  which  includes 

• Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  S.  Munn  Ave.,  E.  Orange,  N.  J.  07018 
(201)  • 673-3060 


“Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


350  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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NEW  JERSEY  DOCTORS’  NOTEBOOK 


Trustees'  Minutes 

February  21 , 1971 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  February  21,  1971  at  the  Execu- 
tive Offices  in  Trenton.  Detailed  minutes  are 
on  file  with  the  secretary  of  your  county  medi- 
cal society.  A summary  of  the  significant  ac- 
tions follows: 

Louis  Stanley  U'egryn,  M.l).  . . . .\dopted  the 
following  memorial  resolution  and  authorized 
a $50  contribution  to  the  Medical  Student 
Loan  Fund  in  memory  of  Dr.  Louis  S.  Wegryn, 
170th  President  of  The  Medical  Society  of 
New  Jersey,  who  died  on  Februaiy  H,  1971: 

I.Ol  I.S  Sr.AM.KY  \VEC;RVN,  M I). 

1903- 1 97 1 

Whereas,  .Almighty  God  has  summoned  from  our  midst 
His  good  servant  and  our  l)eloved  colleague,  Louis 
■Stanley  Wegryn,  M l).;  and 

Whereas,  in  his  long  career  as  a surgeon  of  high  com- 
petence, Doctor  Wegryn  distinguished  himself  as  one 
who  loved  and  served  his  fellowman;  and 

AVhereas,  with  exemplary  and  un.selfish  devotion 
throughout  his  entire  career,  he  championed  the  ideals 
and  humanitarian  goals  of  the  medical  profession  and 
served  well  The  Medical  Society  of  New  jersey  as  a 
faithful  inemhcr  and  able  President;  now  therefore 
be  it 

RESOI.A’El),  that  the  Hoard  of  I rustees  of  The  Medi- 
cal .Society  of  New  Jersey  records  its  profound  grief 
at  his  passing;  and  he  it  further 

RESOI.A  EI),  that  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  the  Board  and  that  another  copy, 
suitably  prepared,  be  presented  to  Doctor  Wegryn's 
bereaved  family  in  token  of  heartfelt  sympathy. 

Senate  Bill  2083  . . . Voted  to  approve  S-2083, 
which  would  admit  to  State  Board  examina- 
tions those  graduates  of  foreign  medical 
schools  who  “have  completed  a full  year  of 
intern  training  in  a medical  college  hospital 
or  a hospital  afldiated  or  associated  with  such 
medical  college.”  Previously,  foreign  medical 
graduates  have  been  required  to  present  evi- 
dence of  a license  to  practice  in  that  foreign 
country,  or  to  have  served  “no  less  than  three 


full  years  of  postgraduate,  intern,  or  resident 
training  in  a hospital  in  the  United  States 
approved  by  the  Board.”  Basic  purpose  of 
S-2083  is  to  eliminate  the  discriminatory  elfect 
that  current  requirements  impose  upon 
American  citizens  who  are  graduated  from 
foreign  schools,  but  the  elfect  is  to  ecpiate 
all  foreign  medical  schools  with  those  in  the 
United  States  and  Canada. 

Assembly  Bill  2131  . . . Recorded  itself  as  tak- 
ing a position  of  “no  action”  on  .\-2131  be- 
cause its  provision  (to  discontinue  observ- 
ance and  enforcement  by  New  Jersey  hos- 
pitals of  the  regulations  promulgated  by  the 
Educational  Council  for  Foreign  Medical 
Graduates)  might  precipitate  a crisis  that 
would  result  in  the  withdrawal  by  the  .AM.\ 
Council  on  Medical  Education  of  approval 
of  all  postgraduate  medical  training  pro- 
grams (internships  and  residencies)  in  New 
Jersey. 

. . . Directed  that  the  Society’s  position  on 
S-2083  and  on  .V2131  be  forwarded  to  the 
Ciovernor. 

College  of  Medicine  and  Detitistty  of  Xeio 
Jersey  . . . Concurred  in  the  action  of  the 
Executive  Committee  (iqx)n  recommendation 
of  the  Committee  on  Medical  Education)  in 
presenting  to  the  .Acting  Chairman  of  the 
Board  of  T rustees  of  the  Clollege  of  Medicine 
and  Dentistry  of  New  Jersey  a statement  re- 
alfirming  the  following  recommendations 
taken  by  the  1970  House  of  Delegates: 

1.  That  the  existing  full  medical  program  and  facili- 
ties at  Newark  be  maintained  and  expanded  as 
planned. 

2.  That  the  present  College  of  Medicine  facility  at 
Rutgers  be  maintained  and  enlarged  to  accommodate 
100  students  per  class  under  a complete  M.D.  degree 
program,  as  soon  as  possible. 

3.  That  a third  full-degree-program  school  in  .South- 
ern New  Jersey  be  brought  into  being  as  soon  as 
feasible. 

Note:  The  above  action  was  the  result  of  a 
communication  from  the  Mayor  of  Newark 
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suggesting  changes  in  the  planned  medical 
complex  in  Newark  which  has  been  approved 
by  HE^V  and  for  Avhich  HEW  nas  granted 
35  million  dollars  (to  be  matched  by  New 
Jersey).  Any  alterations  in  the  Plan,  at  this 
time,  will  effect  an  HEW  withdrawal  of  the 
grant. 

Definition  of  “Active  Practice  of  Medicine” 

. . . Concurred  in  the  following  statement  to 
the  Camden  County  Medical  Society  from  the 
Secretary  of  the  Society  concerning  a defini- 
tion of  the  “active  practice  of  medicine”  as 
it  is  used  in  Article  IV,  Section  6,  of  the  Con- 
stitution of  MSNJ,  dealing  with  emeritus 
members: 

“The  active  practice  of  medicine  consists  of  the  earn- 
ing of  one’s  livelihood  by  the  performance  of  such 
work  and  the  rendering  of  such  services  as  require 
the  knowledge  and/or  skills  proper  only  to  members 
of  the  medical  profession.” 

Conference  of  County  Society  Presidents  . . . 
Approved  a request  to  schedule  the  spring 
conference  of  Presidents  and  Presidents-Elect 
of  component  societies  in  conjunction  with 
the  March  21  meeting  of  the  Board. 

Carrier  Clinic  Program  . . . Agreed  to  co- 
sponsor, without  expense  to  the  MSNJ, 
the  Carrier  Clinic  Eoundation  program  of 
continuing  education  to  members  of  the  Dis- 
trict Branch  of  the  American  Psychiatric  As- 
sociation. 

Task  Forces  on  Health  and  Mental  Health 
and  on  Nutrition  . . . Named  John  R.  Rush- 
ton,  HI,  M.D.  of  Camden  to  servT  on  the 
White  House  Conference  on  Aging  (Novem- 
ber-I)ecember  1971),  Task  Force  on  Health 
and  Mental  Health,  and  Harvey  P.  Einhorn, 
M.D.  of  South  Orange  on  the  Task  Force  on 
Nutrition, 

AMA-AMPAC  Public  Affairs  Workshop  . . . 
■\uthorized  the  following  MSNJ  official  rep- 
resentative to  the  .AM.A-.AMP.AC  Public  Af- 
fairs Workshop  to  be  held  March  13  and  14 
in  Washington,  D.C.:  President,  President- 
Elect,  Second  Vice  President,  and  the  Execu- 
tive Director. 


AMA  Conference  of  Medicolegal  Commit- 
tees of  Medical  Societies  . . . Designated  the 
Chairman  of  the  Committee  on  Medical  De- 
fense and  Insurance,  William  J.  D’Elia,  M.D., 
to  represent  MSNJ  at  the  AMA  Conference 
for  representatives  of  Medicolegal  Commit- 
tees of  Medical  Societies,  March  17  and  18  in 
New  York. 

AAIA  Council  on  Environmental  and  Public 
Health  . . . Authorized  the  Chairman  of  the 
Committee  on  Environmental  Health,  Roslyn 
Barbash,  M.D.,  to  attend  the  meeting  of  the 
AMA  Council  on  Environmental  Health, 
April  25  in  New  York. 

Relative  Value  Index  . . . Approved  the  fol- 
lowing recommendation  of  the  Council  on 
Medical  Services; 

That  The  Medical  Society  of  Xew  Jersey  adept— as 
its  updated  version— the  Fifth  Edition  (1970)  Relative 
Value  Studies  of  the  California  Medical  .Association. 

Committee  on  Child  Health  . . . .Approved, 
as  amended  by  the  Board,  the  folloAving  rec- 
ommendation from  the  Committee  on  Child 
Health,  which  had  been  concurred  in  by  the 
Council  on  Public  Health: 

That  members  of  The  Medical  Society  of  New  Jersey 
be  encouraged  to  become  more  involved  in  the  Child 
Study  Teams  in  their  district  and  critically  inspect 
the  use  and  misuse  of  drugs  for  school  children  with 
problems  in  learning  and  behavior. 

Eye  Health  Screening  Program  . . . Disap- 
proved the  following  recommendation  from 
the  Council  on  Public  Health  and  directed 
that  the  present  name  and  purpose  of  the 
Eye  Health  Screening  Program  be  continued; 

That  the  Special  Committee  on  the  Conservation  of 
Vision,  Hearing,  and  Speech  be  authorized  to  poll 
by  mail  all  of  the  member  ophthalmolog^ists  of  the 
New  Jersey  Academy  of  Ophthalmologv'  and  Oto- 
laryngology requesting  their  opinion  on  changing  the 
format  from  the  Eye  Health  Screening  Program  to 
screening  solely  for  “Glaucoma  Detection.” 

Dyslexia  Exhibit  at  NJEA  Convention  . . . 
Approved  the  following  recommendation  of 
the  Council  on  Public  Health,  as  proposed 
by  the  Committee  on  Conservation  of  \'ision, 
Hearing,  and  Speech: 
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That  the  dyslexia  exhibit  again  be  presented  and 
financed  by  MSNJ  and  that  an  invitation  be  extended 
to  other  specialty  groups,  such  as  the  Pediatricians, 
Nurses’  Association,  the  Commission  for  the  Blind, 
and  the  New  Jersey  Academy  of  Ophthalmology  and 
Otolaryngology  to  participate  in  this  health  display 
at  the  New  Jersey  Education  Association  Convention 
in  1971. 

Dyslexia  Exhibit  at  MSNJ  Annual  Meeting 
. . . Authorized  the  expenditure  of  up  to  $200 
for  presentation  by  the  Committee  on  Con- 
servation of  Vision,  Hearing,  and  Sjieech  of  a 
scientific  exhibit  on  dyslexia  at  the  MSNJ 
Annual  Meeting. 

MSNJ  Official  Statement  on  Dyslexia  . . . Ap- 
proved the  following  recommendation  of  the 
Council  on  Public  Health,  as  jiroposed  by  the 
Committee  on  Conservation  of  X^ision,  Hear- 
ing, and  Speech: 

That  in  view  of  the  increased  problem  of  dyslexia, 
the  Committee  on  the  Conservation  of  Vision,  Hear- 
ing, and  Speech  be  authorized  to  reissue  the  policy 
statement  on  dyslexia  and  that  the  previous  distribu- 
tion be  repeated  this  year. 

Australia  Antigen  Screening  of  Blood  Units 
. . . Directed  that  Dr.  Martin  Goldfield,  Di- 
rector, Division  of  Laboratories,  New  Jersey 
Department  of  Health,  be  recjuested  to  send 
a letter,  to  all  blood  bank  directors  who  re- 
ceived his  original  memo  of  August  5,  1970 
(which  suggested  that  “should  it  be  neces- 
sary to  use  untested  units  . . . jiints  be  taken 
. . . from  donors  who  have  contributed  other 
units  . . . that  have  been  tested  and  reported 
as  being  .\ustralia  antigen  negative”),  similar 
to  the  one  received  by  MSN  J which  stated  in 
part  that:  “There  were  no  prohibitions  of 
any  sort  although  it  appears  that  some  few 
may  have  interpreted  the  third  paragraph  of 
the  memorandum  as  such.  In  view  of  the 
present  nationwide  sensitivity  on  the  jiart  of 
blood  banks  to  medico-legal  aspects  of  hepa- 
titis, it  is  understandable  that  some  blood 
bank  directors  may  have  decided  that  it  was 
appropriate  to  take  an  ultra-conservative  ap- 
proach toward  dispensing  blood  not  tested  for 
H.\A.  Obviously  in  emergency  situations 
where  fresh,  whole  blood  is  the  indicated  form 
of  therapy  one  cannot  stand  on  formalities 
even  when  faced  by  medico-legal  considera- 
tions. In  such  situations  the  decision  to  use 


unscreened  blood  must  be  made  by  the  psy- 
sician  as  a calculated  medical  risk.  A state- 
ment concerning  the  circumstances  should  be 
placed  on  the  patient’s  chart  and  it  would  be 
wise  for  the  blood  bank  to  have  scHiie  sort  of 
record  in  its  files.” 

Medical  Defense  and  Insurance  . . • Approved 
the  following  recommendation  of  the  Com- 
mittee on  Medical  Defense  and  Insurance: 

■\fter  detailed  study  and  deliberation  of  the  proposed 
rate  increase  of  48.5  per  cent  and  the  extensive  statis- 
tical data  relevant  thereto,  the  Committee  on  Medical 
Defense  and  Insurance  concluded  that  they  have  nei- 
ther the  comprehensive  understanding  nor  the  exper- 
tise necessary  to  recommend  either  that  the  Society 
approve  or  disapprove  the  proposed  rate  increase  at 
this  time.  They  recommend  that  the  Board  of  Trustees 
so  inform  Employers  Insurance  of  Wausau  and  in- 
dicate to  that  Company  that  the  Society  will  defer 
final  action  on  the  proposed  rate  increase  until  the 
Department  of  Insurance  of  the  State  of  New  Jersey 
has  dealt  with  it. 

Medical  Manpower — Physicians’  Associates . . . 
Approved  the  following  recommendations  of 
the  Committee  on  Medical  Education  concern- 
ing the  establishment  of  a department  of  com- 
munity medicine  at  CMDNJR: 

1.  That  The  Medical  Society  of  New  Jersey  endorse 
in  principle  the  Proposed  Department  of  Community 
Medicine,  and  the  Baccalaureate  Program  for  Phy- 
sicians' Associates  as  drawn  up  by  Richard  J.  Cross, 
M.D.,  Chairman  of  the  Department  of  Medicine  at 
the  College  of  Medicine  and  Dentistry  of  New  Jersey 
at  Rutgers. 

2.  That  the  Board  of  Trustees  supply  Dr.  Cross  with 
the  names  of  5 or  6 representatives  of  the  Society  that 
he  may  select  from  to  serve  on  the  Community  Medi- 
cine .\dvisory  Council. 

. . . Directed  that  the  President  be  empowered 
so  select  suitable  candidates  as  requested  in 
the  above  recommendation. 

Emergency  Medical  Care  Exercise  . . . Ap- 
proved a recommendation  from  the  Commit- 
tee on  Emergency  Medical  Care  that  the  State- 
wide Emergency  Medical  Care  Exercise  and 
format  be  approved.  (Cosponsorship  of  this 
exercise  was  previously  approved  by  the  Board 
at  its  meeting  on  May  15,  1970.) 

Position  Statement  on  Emergency  Medical 
Care  . . . .Approved  the  following  recommen- 
dation of  the  Committee  on  Emergency  Medi- 
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cal  Care;  (Position  statement  referred  to  was 
approved  at  the  December  20th  meeting  of 
the  Board  of  Trustees) 

That  the  Board  of  Trustees  approve  the  dissemina- 
tion of  the  position  statement  on  emergency  medical 
care  to  each  state  medical  society  with  the  request 
that  similar  action  be  taken. 

Board  of  Medical  Examiners  . . . Directed  that 
the  following  names  be  forwarded  to  the 
Cio\ernor  as  candidates  for  the  Board  of 
Medical  Examiners  to  fill  the  term  of  Irving 
R.  Hayman,  M.D.  which  will  expire  on 
March  13,  1971: 

Irving  R.  Hayman,  M.D..  Paterson 
Arthur  Bernstein,  M.D.,  Maplewood 
Nicholas  A.  Bertha,  M.D.,  Wharton 
Joseph  R.  Jehl,  M.D.,  Clifton 

Health  Facilities  Planrimg  Council  . . . Re- 
ceived, as  informative,  a communication  from 
the  President  of  the  Board  of  Trustees  of  the 
Health  Facilities  Planning  Council  stating 
that  the  activities  of  the  Council  were  termi- 
nated as  of  December  31,  1970. 


Stimulating  Athletes 
With  Drugs 

Dr.  Max  Novich,  a member  of  our  Middlesex 
County  Medical  Society,  has  just  published 
The  Training  and  Conditioning  of  Athletes 
(I,ea  and  Febiger) — see  ]>age  319  of  this  issue 
for  detailed  review.  .\t  a press  conference  on 
the  subject,  he  discussed  abuse  of  narcotics 
and  stimulants  in  an  effort  to  pep  up  or  quiet 
down  the  jittery  athlete.  “Some  paramedical 
personnel,”  he  explained,  “use  pills,  pain  kill- 
ers, and  injections  surreptitiously  and  with- 
out general  professional  knowledge.  Some 
trainers  of  athletic  teams  give  out  drugs,  nar- 
cotics, and  stimulants  without  understanding 
the  physiological  responses  and  after-effects 
when  they  administer  these  to  athletes.  They 
don't  have  any  idea  of  the  harm  that  can 
result." 


He  added,  too,  that  people  in  training  rooms 
have  access  to  narcotics  and  stimulants,  often 
supplied  by  drug  companies.  “This  w'ay  of 
life  in  athletics,”  Dr.  Novich  said,  “starts  in 
the  colleges  and  is  routine  by  the  time  the 
ballplayer  is  a professional.  The  training 
room  has  vitamin  pills,  and  the  athletes  get 
used  to  stuffing  anything  into  their  mouths. 
They  take  pills  to  cut  down  on  breathing,  to 
supply  energy,  to  give  them  pep — anything. 
The  ultimate  danger  is  that  the  athletes  are 
not  aware  of  the  fact  that  amphetamine  is 
not  Vitamin  C.  .Steroids  aie  not  made  for 
careless  consumption.  They  will  increase  the 
body  size,  but  should  be  taken  only  by 
prescription  of  a doctor.  The  indiscriminate 
consumption  of  steroids  is  dangerous,  as  is 
the  unsupervised  use  of  all  drugs  and  stimu- 
lants.” 

Communicable  Diseases 
In  New  Jersey 


The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  Februarv  1971: 


Aseptic  meningitis 

1971 

February 

3 

1970 

February 

8 

Primary  encephalitis 

0 

1 

Hepatitis:  Total 

327 

87 

Infectious 

264 

69 

Serum 

63 

18 

Malaria:  Military 

5 

6 

Meningococcal  meningitis 

5 

10 

Mumps 

273 

333 

German  measles 

37 

86 

Measles 

50 

212 

Salmonella 

54 

34 

Shigella 

30 

10 

Influenza  Type  B 

After  reaching  a peak  in  the  first  week  of  Feb- 
niarv,  inlluenza  activity  in  New  Jersey  has 
declined  during  the  latter  j)art  of  the 
month.  Elementary  and  junior  high  schools 
were  affected  primarily  by  the  outbreaks.  No 
reports  of  excessive  industrial  absenteeism 
were  received.  One  college  campus  reported 
an  unusual  incidence  of  upper  respiratory  ill- 
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ness  during  February.  Influenza  type  B was 
confirmed  by  the  State  Virology  Laboratory 
either  by  isolation  of  virus  from  pharyngeal 
washes  or  diagnostic  antibody  titer  rises  in 
paired  acute  and  convalescent  serum  speci- 
mens from  selected  outbreaks  in  all  regions  of 
the  State. 

Malaria— 1 970 

New  malaria  cases  reported  to  the  New  Jersey 
State  Department  of  Health  decreased  from 
151  in  1969  to  59  during  1970.  This  repre- 
sents the  lowest  number  of  malaria  cases  re- 
ported since  military  activities  were  intensi- 
fied in  Southeast  Asia  during  1967.  All  of  the 
cases  re|x>rted  (plus  an  additional  26  re- 
lapses) occurred  in  male  military  personnel 
or  recently  discharged  veterans  who  had 
served  in  the  Republic  of  Viet  Nam.  The  ab- 
sence of  civilian  cases  in  1970  stands  in  con- 
trast to  the  five  that  occurred  among  civilians 
in  1969,  all  of  whom  had  a history  of  recent 
overseas  travel  to  malarious  areas. 

d'he  onsets  of  the  reported  cases  occurred  ran- 
domly throughout  the  year,  probably  reflect- 
ing changes  in  military  personnel  assign- 
ments rather  than  a seasonal  proclivity.  All 
but  five  of  the  1970  cases  occurred  in  persons 
who  were  between  19  and  25  years  of  age,  and 
no  deaths  were  reported.  Only  40  per  cent 
of  the  patients  gave  a history  of  taking  anti- 
malarial  drugs  prophylactically  prior  to  the 
onset  of  their  illness.  Plasmodium  vivax  was 
responsible  for  76  p>er  cent  of  the  new  cases, 
while  plasmodium  falciparum  accounted  for 
17  ])er  cent.  There  was  only  one  case  due  to 
plasmodium  malariae,  and  the  species  was 
unknown  in  the  remaining  three  (5  per  cent). 

The  rapidity  of  present  day  air  travel  empha- 
sizes the  necessity  of  obtaining  a good  travel 
history  in  patients  with  unexplained  febrile 
illnesses,  especially  among  young  adults  who 
may  have  served  either  with  the  Armed  Forces 
in  Southeast  Asia  or  as  Peace  Corps  volun- 
teers. If  the  doctor  thinks  of  it,  the  di- 
agnosis will  be  confirmed  by  the  examination 
of  appropriate  blood  smears  for  malarial 
parasites,  and  antimalarial  therapy  can  be 
initiated. 


New  Teaching  Hospital  For 
Rutgers  Medical  School 

Medical  education  at  Rutgers  took  a leap 
forward  at  the  end  of  1970,  when  the  State 
leased  Raritan  Valley  Hospital  as  a clinical 
facility  for  Rutgers.  This  hospital  is  in 
Somerset  County,  seven  miles  from  the  Uni- 
versity Heights  Campus  in  Piscataway.  The 
three-story  hospital  can  accommodate  128  pa- 
tients. It  was  constructed  in  1965  and  has 
been  used  as  a community  hospital  since 
then.  Headquarters  of  the  medical  school  is 
at  this  campus,  where  the  Rutgers  Science 
Center  has  been  developing  for  more  than 
twenty  years. 

Dr.  James  W.  Mackenzie,  Chairman  of  the 
Rutgers  Department  of  Surgery,  said  no  ma- 
jor structural  changes  are  contemplated  for 
patient  care  areas  at  the  hospital.  He  pointed 
out  that  addition  of  wings  containing  labora- 
tories, offices,  outpatient  facility,  and  lecture 
rooms  will  be  the  principal  changes. 

In  addition  to  the  clinical  departments  now 
in  the  medical  school,  there  will  be  depart- 
ments established  in  pediatrics,  obstetrics, 
and  radiology.  Conversion  of  the  hospital  for 
teaching  purposes  is  expected  to  take  about 
18  months.  By  September,  1972,  it  will  be 
ready  to  accommodate  32  of  the  current  class 
of  80  first-year  medical  students.  These  will 
be  the  first  to  enter  third-year  clinical  studies 
without  transferring  to  another  institution. 
By  June  1974,  they  should  complete  the  clini- 
cal requirement  for  the  M.D.  degree. 

Because  the  capacity  of  Raritan  Valley  Hos- 
pital will  accommodate  fewer  than  half  the 
80  members  of  an  entering  class,  the  Board  of 
Trustees  of  the  College  of  Medicine  and  Den- 
tistry of  New  Jersey  and  the  Rutgers  Medical 
School  stall  are  exploring  various  alternatives 
to  provide  other  clinical  education  facilities 
to  handle  the  rest  of  the  class. 

Possibilities  being  considered  include  expan- 
sion of  Raritan  Valley  Hospital,  affiliations 
with  other  area  hospitals,  and  erection  of  a 
teaching  hosj^ital  near  the  medical  school. 
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DELTASONE®  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e,,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anoma'ies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  ir 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbancr 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  ha- 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoir 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recover 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoid 
during  pregnancy,  since  spontaneous  remission  of  some  disease' 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therap' 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-ray 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom 
mended.  Since  prednisone  causes  less  salt  and  water  retentioij 
than  many  other  glucocorticoids,  patients  should  be  observei 
closely  for  development  of  undesirable  hormonal  effects  that  an 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper 
tension  due  to  salt  and  water  retention.  Continued  supervision  c 
patients  after  cessation  of  therapy  is  essential,  since  there  may  bi . 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti 
coids  include;  Cushing’s  syndrome,  moon  facies, ’supraclavicula] 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi  ■ 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  c r 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance  I 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggrafl 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosurie  | 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracture' i 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica  I 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggraj 
vation  or  masking  of  infection;  increased  blood  pressure'l 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  ir  « 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomniiJ 
psychic  disturbances  especially  abnormal  euphoria;  nervousnesh 
posterior  subcapsular  cataracts  occasionally  requiring  extractior) 
increased  intraocular  tension;  increased  intracranial  pressure  wit 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  ang 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childretl 
thromboembolic  complications;  facial  erythema;  allergic  skin  reacj 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myofj 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usual 
reversible  and  usually  disappear  when  drug  is  discontinued.  ' 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored  !! 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  feji 
strips.  I 

For  additional  product  information,  consult  the  package  inse  i 
or  see  your  Upjohn  representative.  MED  B*1S  (KQB 
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Family  Doctor  and  Medicare 

A recent  survey  shows  that  U.S.  family  doc- 
tors have  increased  their  incomes  since  Medi- 
care and  Medicaid  began  in  1966,  by  25 
per  cent  for  the  highest  ratio  of  increase 
group.  At  the  same  time,  this  group  (working 
an  average  of  59  hours  per  week  in  1965) 
increased  the  number  of  hours  worked  by  15 
per  cent  and  the  number  of  patient  visits  by 
the  same  percentage. 

The  survey  results  reflect  income  and  re- 
lated practice  data  of  1,000  members  of  the 
■American  Academy  of  General  Practice.  Re- 
spondents represent  an  at-random  cross  sec- 
tion of  the  United  States.  Purpose  of  the  sur- 
vey was  to  find  out  how  much  family  doctors 
had  benefited  financially  from  the  two  big 
federal  health  programs. 

recent  national  j)ublication  had  suggested 
there  had  l>een  increases  in  earnings  of  as 
high  as  71  per  cent  since  .Medicare.  'Phis 
survey  does  show  a rise  in  net  earnings  in  all 
groups  (categorized  by  hours  worked  per 
week),  but  these  percentage  increases  range 
from  5 per  cent  for  doctors  working  41  to  45 
hours  per  week,  to  26.3  per  cent  for  doctors 
who  work  66  to  70  hours  per  week.  Doctors 
working  over  70  hours  per  week  increased 
their  earnings  by  only  18  per  cent.  The 
highest  percentage-increase-group  of  doctors, 
which  had  an  average  before-tax  income  of 
.'>36,454  a year  in  1969,  actually  increased  its 
net  earnings  per  patient  visit  by  only  30  cents 
between  1965  and  1970. 

While  number  of  hours  worked  per  week 
and  number  of  patient  visits  per  week  have 
gone  up  considerably  for  many  of  these  doc- 
tors, the  time  spent  per  patient  visit  has  re- 
mained about  the  same.  For  example,  the 
number  of  patients  seen  per  hour  is  three 
and  a fraction  in  all  categories  now,  and  was 
just  alxnit  the  same  in  1965.  These  data  indi- 
cate approximately  18  minutes  per  patient 
visit  in  ail  categories. 

The  survey  did  show  that  all  respondents 
had  at  least  a small  increase  (5  per  cent  or 
less)  in  net  earnings  as  a residt  of  Medicare 


and  -Medicaid.  This  tends  to  support  the  con- 
tention of  many  doctors  that  they  now  are 
being  paid  for  the  services  that  they  rendered 
free  of  charge  before  the  federal  programs 
came  into  existence.  This  payment,  thus,  be- 
came primarily  net  profit  because  costs  al- 
ready were  factored  in  for  patients  not  pre\i- 
ously  charged  for  service  who  later  became 
Medicare  patients. 

Eighty-one  per  cent  of  all  resjx>ndents  live 
and  practice  in  towns  larger  than  5,000,  and 
33  per  cent  of  them  live  and  practice  in 
cities  of  over  1,00,000  population. 

Just  under  60  per  cent  of  doctors  who  work 
less  than  40  hours  per  week  practice  in  towns 
of  less  than  25,000.  By  contrast,  less  than  10 
per  cent  of  the  small  number  of  respondents 
(28)  work  less  than  40  hours  work  in 
towns  of  more  than  100,000.  .At  the  same 
time,  the  survey  shows  that  more  doctors  in 
towns  of  5,000-25,000  worked  more  than  61 
hours  per  week  than  did  doctors  in  any  other 
community-size  categors'.  In  other  words,  it 
would  appear  that  rural  and  small  town  doc- 
tors do  not  necessarily,  according  to  this 
sursey  anyway,  appear  to  be  any  more  over- 
worked than  doctors  in  larger  centers. 

Respondents  report  that  39.5  ]jer  cent  ol 
all  those  in  group  practice  work  more  than  a 
60-hour  week.  .At  the  same  time,  only  44.6  per 
cent  of  solo  practitioners,  long  held  by  many 
medical  circles  to  be  the  most  overworked 
and  harried  of  all  U..S.  doctors,  worked  more 
than  60  hours  a week. 

Tlie  most  significant  general  conclusion  from 
the  survey  would  appear  to  be  that  the 
more  a doctor  works,  the  more  he  can  earn, 
but  not  in  direct  ratio  to  additional  hours 
worked.  This  is  illustrated  by  the  net  increase 
in  earnings  per  patient  visit  since  1965.  For 
all  doctors  working  between  41  and  65  hours 
per  week,  this  increase  is  stabilized  at  an  aver- 
age of  about  44  cents.  It  drops  off  sharply  to 
30  cents  in  the  66  to  70  hour-per-week  group, 
and  plummets  to  a 14  cent  inaease  per  pa- 
tient visit  for  the  more  than  70  hour-per-week 
group. 
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Loridine  LM. 

Cephaloridine 


1.5  to3Gm.  daily 

successfully  treats  many 
moderately  severe 
infections 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

> broad-spectrum  activity 
' relatively  painless  I.M.  injection 

•"due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status — urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  e.xcretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
j should  be  proportionately  less  than  that  for 
I persons  with  normal  renal  function. 

Warnings:  in  penicillin-sensitive  pa- 
! TIENTS,  CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
' REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Cm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
I of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
' function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 

■ present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 

; falling  urinary  output,  or  a rising  BUN  or 
^ serum  creatinine  may  indicate  impairment 
t of  renal  function.  Give  cephaloridine  cau- 

Itiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


t Igridine’ 

y ^CEPHALORIDINE 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Rc- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— horidint  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses)- 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

000904 


International  Health 
Statistics  Questioned 

The  President  of  the  American  Medical  Asso- 
ciation has  challenged  the  conclusion  often 
drawn  from  international  vital  statistics 
which  seem  to  indicate  that  the  United  States 
lags  behind  a dozen  other  nations  in  quality 
of  health  care.  Source  of  the  statistics  on  such 
areas  as  infant  mortality  and  other  deaths  is 
the  United  Nation’s  Demographic  Yearbook, 
published  annually  by  the  world  body. 

“What  gets  overlooked,’’  says  Dr.  Bornemeier, 
“is  the  introductory  chapter.  This  chapter 
points  out  the  impossibility  of  drawing  mean- 
ingful comparisons  among  nations  from  the 
data  collected.  The  figures  fall  prey  to  varia- 
bles such  as  social  conditions  and  population 
groups  which  differ  among  countries.’’ 

Dr.  Bornemeier  cited  as  an  example  the 
definition  of  a live  birth.  In  the  United 
States,  it  generally  means  any  sign  of  life:  a 
heart  beat,  movement  of  voluntary'  muscles, 
or  even  pulsation  of  the  umbilical  cord.  In 
some  countries,  a birth — and  therefore,  an  in- 
fant death— isn’t  recorded  if  the  infant 
doesn’t  draw  a breath,  or,  in  some  cases,  if  it 
dies  before  its  birth  is  registered  some  days 
later.  Thus,  an  infant  who  doesn’t  survive  the 
critical  early  hours  of  life  would  be  reported 
as  an  infant  mortality  in  the  United  States, 
but  would  never  even  be  counted  in  the  pop>- 
ulation  of  some  other  countries. 

The  AMA  President  suggests  that  infant  mor- 
tality is  not  a good  indicator  of  the  health 
status  of  a nation.  Mortality  rates  from  select- 
ed diseases  show  wide  national  variations.  It 
is  necessary  to  look  at  the  complete  record  of 
a nation’s  health  to  draw  meaningful  conclu- 
sion . 

.^n  indication  of  the  progress  already 
achieved  comes  from  preliminary  figures  just 
released  by  the  Metropolitan  Life  Insurance 
Company,  which  stakes  its  financial  success  in 
good  measure  on  the  soundness  of  its  mortali- 
ty statistics.  Infant  mortality  rates,  at  a low  of 


21  per  1,000  live  births  in  1969,  may  drop  to 
less  than  20  per  1,000  live  births  in  the 
United  States  for  1970,  the  company  reports. 
The  rate  has  been  trimmed  25  per  cent  in  the 
decade  just  ended,  compared  with  a drop  of 
1 1 per  cent  in  the  decade  before.  That  still 
leaves  the  question  of  w'hy  infant  mortality 
rates  seem  even  lower  in  nations  such  as  the 
Scandinavian  countries.  The  Netherlands, 
and  Japan.  Aside  from  national  differences  in 
what  the  statistics  mean,  the  answers  lie  in  a 
comparison  of  social,  environmental,  and  oth- 
er factors  affecting  the  populations  of  various 
countries. 

Unlike  the  homogenous  population  of  coun- 
tries such  as  those  of  Scandinavia,  the  .Ameri- 
can population  includes  a vast  spectrum  of 
national  backgrounds,  races,  cultural  strata, 
and  economic  levels.  A segment  most  accur- 
ately classified  as  cidturally  deprived  or  poor 
contributes  heavily  to  United  States’  infant 
mortality.  This  group  has  no  equivalent  in 
most  of  the  countries  which  appear  to  lead  in 
infant  mortality.  Coupled  with  this  is  the 
matter  of  differing  national  attitudes  toward 
sex,  abortion,  and  the  prevention  of  unwant- 
ed pregnancies.  “In  many  of  those  countries 
with  low  infant  mortality,”  said  Dr.  Borne- 
meier, “almost  every  baby  born  is  a wanted 
baby.  In  Japan,  for  example,  there  is  abor- 
tion iqjon  demand.” 


New  Names  For  Our  Medical  Schools 

The  Trustees  have  renamed  the  complex  at 
New'ark  and  it  will  be  called  the  College  of 
Aledicine  and  Dentistry  of  New  Jersey  at 
Newark  (with  new  initials  CMDNJN).  The 
school  at  New  Brunswick  will  be  called  the 
College  of  Medicine  and  Dentistry  of  New 
Jersey  at  Rutgers  (with  new  initials 
CMDNJR) . The  Board  says  the  new  names 
will  “reflect  the  concept  that  the  geograph- 
ically separated  medical  education  facilities 
comprise  two  campuses  of  a single  institu- 
tion.” The  two  schools  will  continue  to  recog- 
nize their  separate  origins  and  identities. 
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ABERERS 


PRIME  RIBS 

BLACK  HORSE  PIKE 

NEAR  ATlANTir  CITY  RACE  TRACK 
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Emotional  stress  can  he  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 


Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 
Phenobarbital 16  mg. 

(Warning : may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 
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Smith  Kline  & French  Laboratories  SK&F 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 


ANESTHESIOLOGY-Mario  I.  Veluz,  M.D.,  128  Beatty 
Circle,  P.O.  Box  144,  W'estville,  Indiana  46391. 
Manila  Central  University  1949.  Board  eligible. 
Group,  partnership,  solo.  Available. 

Pankaj  Master,  M.D.,  88  Fallbrook  Bay,  Niakwa 
Place,  Winnipeg  6,  Manitoba.  Canada.  B.  j.  Medical 
College  (India)  1960.  Board  certified.  Partnership, 
solo,  or  will  organize  department.  Available  May 
1971. 

CARDIOLOGY— Lawrence  K.  Harris,  M.D.,  70  Maple- 
wood Drive,  Maple  Shade,  New  Jersey  080.'i2.  Dal- 
housie  (Nova  Scotia)  196,5.  Board  eligible.  Hospital 
or  group.  Available  July  1971. 

FAMILY  PRACTICE-Nabil  F.l-Deiry,  Ml).,  155  East 
Godfrey  Ave,  #0103,  Philadelphia,  Pennsylvania 
19120.  Ein  Shams  University  (Cairo)  1959.  Group, 
partnei'ship,  or  .solo.  .Available  July  1971. 

GENERAL  PRACTICE-Suman  K.  Dass,  M.D.,  16-15  SW 
Roxburv’  Street,  Seattle,  Washington  98016.  Calcutta 
Medical  College  (India)  1956.  .Also  emergency  room. 
Available  (temporary  in  northern  New  Jersey) 

INTERNAL  MEDICINE -Eugene  M.  Kern,  M.D.,  Box 
“O,”  Gorgas  Hospital,  Balboa  Heights,  Canal  Zone. 
University  of  Pennsylvania  1965.  Subspecialty,  gas- 
troenterology. Board  eligible.  Group.  .Available  .Au- 
gust 1971. 

Julius  M.  Jaffe  M.D.,  964  Del  Ganado,  San  Rafael, 
California  94903.  Leiden  University  1963.  Subspe- 
cialties, hematology  and  oncologs'.  Board  eligible. 
Association,  hospital  staff,  or  group  (southern  New 
Jerses) . Available  July  1971. 

NEUROLOGY —Michael  Weintraub,  M.D.,  31  Risley 
Road,  Chestnut  Hill,  Massachusetts  02167.  SUNY 
(Buffalo)  1966c  Board  eligible.  Solo,  partnership,  or 
group.  Available  May  1971. 

OBSTETRICS  AND  GYNECOLOGY -M.  H.  R e z a e e, 
M.D.,  2532  Queenston  Road,  Cleveland  Heights, 
Ohio  44118.  Pahlavi  (Iran)  1959.  Board  eligible. 
Solo,  partnership,  or  group.  .Available. 

Myung  H.  Han,  1130  Stadium  Avenue,  Bronx,  New 
York  10465.  Woo-Suk  University  (Korea)  1962. 
Subspecialty,  gynecologic  endocrinology.  Board  eli- 
gible. Full  time  in  a hospital,  group,  or  partner- 
ship. .Available  July  1971. 


OPHTHALMOLOGY -Elia  S.  Toueg,  M.D.,  239  East 
79th  Street,  New  A’ork  10021.  Cairo  University,  U.AR, 
1950.  Board  eligible.  Salaried,  group,  or  partner- 
ship. Available  December  1970. 

F.  K.  Michail,  M.D.,  676  Park  .Avenue,  East  Orange, 
New  Jersey  07017.  Cairo  University,  U.AR,  1960. 
Board  eligible.  Partnership.  .Available  December 
1970. 

Donald  .A.  Feretti.  M.D.,  1865  Old  A’ork  Road,  Abing- 
ton,  Pennsylvania  19001.  Hahnemann  1964.  Board 
eligible.  Group  or  partnership.  .Available  July  1971. 

Herman  C.  Jordan,  M.D.,  2 George  Road,  AVinches- 
ter,  Massachusetts  01890.  Howard  University  1964. 
Board  eligible.  Solo,  associate,  or  group.  .Available 
July  1971. 

ORTHOPEDICS— Charles  F.  Mess,  M.D.,  3821  Third 
Street,  NW,  Rochester,  Minnesota  55901.  New  Jer- 
sev  College  of  Medicine  1964.  Group.  .Available 
July  1971. 

OTOLARYNGOLOGY-Bardev  Kapila,  M.D.,  142-20 

84th  Drive,  Jamaica,  New  A’ork  11435.  Amristar 
Medical  College  (India)  1960.  Board  certihed. 
Group,  partnership,  or  solo.  .Available. 

Melvin  J.  Gunsberg,  M.D.,  Box  3 DeWitt  .Army 
Hospital,  Fort  Belvoir,  Airginia  22060.  NYU  1963. 
Board  certified.  Group,  partnership,  or  solo.  .Avail- 
able .August  1971. 

John  B.  Sekel,  M.D.,  4823  Flanders  .Avenue,  Kensing- 
ton, Marvland  20795.  Georgetown  1966.  Board  eligi- 
ble. Group,  partnership,  or  solo.  .Available  July  1971. 

.Alvin  D.  Oscar,  3319  Roval  Oak  Court.  Columbus, 
Georgia  31907.  Jefferson  1964.  Board  eligible.  Part- 
nership or  associate.  .-Available  October  1971. 

PATHOLOGY— A.  Ronquillo,  M.D.,  310  AVashington 
Street.  Newark,  New  A'ork  14513.  University  of 
Santo  Tomas  1961.  Board  eligible.  Partnership 
or  hospital.  .Asailable. 

AVilliam  D.  Kelly,  M.D.,  801  I.archmont  Road, 
Elmira,  New  A’ork  14905.  Georgetown  1947.  Board 
certihed.  .Available  May-July  1971. 

PEDIATRICS —M.  R.  S.  Parand,  M.D  , II  Stephen  Hop- 
kins Court,  Providence,  Rhode  Island  02404.  Pahlavi 
(Iran)  University  1959.  Group,  partnership,  or  solo. 
Available. 

Leon  F.  Kukla,  M.D.,  4730  North  Post  Road,  In- 
dianapolis, Indiana  46226.  New  Jersey  College  of 
Medicine  1966.  Board  eligible.  Group,  partnership, 
or  institution.  .Available  .August  1971. 

Richard  G.  Judelsohn.  M.D.,  2026.A  Tycoon  Road, 
Atlanta,  Georgia  30341.  SUNA’  1967.  Board  eligible. 
.Associate  or  group.  .Available  July  1972.  (Buffalo) 

RADIOLOGY— Gamal-Eddin  H.  Hussein,  M.D.,  2411 
Fifth  Street,  Fort  Lee,  New'  Jersey  07024.  .Ain-Shams 
University  of  Medicine  1957.  Board  eligible.  .Any 
position.  .Available. 

SURGERY— Rodigo  A’ilar  Blanco,  M.D.,  Doctors’  Hets- 
pital.  East  End  .Avenue,  New  A’ork  10028.  Santiago 
(Spain)  1953.  Board  eligible.  Group  or  partnership. 
.Available. 
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Rolf  H.  Bessin,  M.D.,  6136  East  Pratt  Street,  Balti- 
more, Maryland  21224.  George  W'ashington  1964. 
Board  eligible.  Group  or  partnership.  Available 
August  1971. 

Alan  I.  Josephson,  M.D.,  23  Parkside  Drive.  Hanover, 
New  Jersey  07936.  Tufts  1962.  Board  certified. 
Group  or  Partnership.  Available. 

Gan  L.  Maddinar,  M.D.,  41-30  43rd  Street,  Sunny-* 
side.  New  York  11104.  Nagpur  College  (India) 
1962.  Board  certified.  Group,  partnership,  or  aca- 
demic. Available  February  1971. 

Candido  Deborja,  M.D.,  280  River  Road,  Apt.  4-B, 
Piscataway,  New  Jersey  088.54.  University  of  Santo 
Tomas  1961.  Board  certified.  Group  or  partner- 
ship. Available. 

Choon  Myong  Park,  8700  Pennsburg  Place,  #4,  Rich- 
mond, Virginia  23229.  Seoul  National  University 
1960.  Board  eligible.  Group  or  partnership.  Avail- 
able July  1971. 

UROLOGY— T.  Jagannathan,  M.D.,  1 Uiberty  Street 
Apt.  F6,  Uittle  Ferry,  New  Jersey  07643.  University 
of  Madras  (India)  1961.  Board  certified.  Group  or 
partnership.  Available. 

Richard  AV.  Keesal,  M.D.,  4905  East  Harry  Street, 
Apt.  115,  Wichita,  Kansas  67218.  Jelferson  1964. 
Board  eligible.  Group,  solo,  associate,  partnership, 
or  government.  Available  August  1971. 


Surgeons  At  A Meeting 

Many  of  us  are  bored  at  meetings,  but  with 
the  advancing  front  of  red-tape,  we  will  be 
going  to  more  and  more  meetings.  Surgeons 
are  especially  hard-hit  by  ennui,  since,  by 
temperament,  surgeons  like  to  do  things.  Ac- 
cordingly, George  E.  Moore,  M.D.,  of  the  edi- 
torial council  of  the  New  York  State  Journal 
of  Medicine  has  published  in  the  February 
17,  1970  issue,  the  following  survival  kit  for 
impatient  MB’s  at  meetings: 

The  need  is  evident  to  anyone  who  has  been 
asked  to  participate  in  hospital  review  boards, 
bed  utilization  committees,  or  a medical 
alumni  advisory  group,  and  the  fashionable 
regional,  comprehensive,  urban,  community, 
and  human  relations  boards.  The  increasing 
number  of  such  meetings  requires  develop- 
ment of  technics  to  insure  survival  without 
risking  brain  damage  from  several  hours  of 
boredom  and  adverse  physiologic  effects  of 
everything  stasis. 

Doodling  is  socially  acceptable  but,  unless  one 


is  prepared,  it  is  a limited  exercise.  The  ex- 
perienced committeeman  has  taken  a few  art 
lessons  and  sj:>ends  his  time  sketching  portraits 
or  caricatures  of  his  fellow  captives.  This  is 
a powerful  weapon  and  can  be  used  to  devas- 
tate the  meeting  or  a particularly  annoying 
chairman. 

Carrying  on  personal  conversations  is  frowned 
on,  and  leaving  the  meeting  at  intenals 
Avith  a colleague  may  be  misinterpreted  as 
reflection  of  physiologic  aging  which  may  be 
undesirable  if  one  is  ambitious  to  assume 
leadership. 

Of  course,  one  can  always  instruct  one’s  sec- 
retary to  call  about  fifteen  minutes  after  the 
meeting  is  started,  but  this  ploy  can’t  be  used 
too  frequently  or  the  intent  becomes  obvious. 

One  can  volunteer  to  pour  the  inevitable 
coffee  but  unless  this  is  done  skillfully  it  may 
reflect  on  one’s  public  image  as  a surgeon. 
Suneptitious  exercise  by  tensing  various 
muscle  groiqjs  is  excellent  if  it  is  done  Avith- 
out  involuntary  grimaces.  Naturally,  it  is  best 
or  wisest  to  avoid  physical  contact  Avith  ad- 
jacent committee  members.  It  can  be  embar- 
rassing to  use  a table  leg  for  counter  pressure 
only  to  find  that  (1)  you  have  made  a mis- 
take of  identification,  or  (2)  the  furniture  is 
fragile  and  promptly  ruptures. 

Sleeping  at  a meeting  is  socially  unacceptable. 
Physicians  can  be  quickly  identified  since 
they  fall  asleep  immediately  after  tlie  lights 
are  lowered  to  show  slides.  Shading  one’s  eyes 
or  even  supporting  the  chin  is  suspect.  The 
experienced  participant  is  careful  to  maintain 
an  uncomfortable  position.  The  talented  man 
nods,  orients  his  head  to  the  speaker,  and 
smiles  and  votes  while  sleeping.  Some  in- 
ternists have  developed  this  facility  as  a re- 
sult of  prolonged  daily  "grand”  rounds. 

Last,  always  leave  the  meeting  with  a show 
of  enthusiasm.  Never  fail  to  pick  up  the  ma- 
terials distributed  during  the  meeting.  Com- 
pliment your  neighbors  and  the  chairman, 
and  depart  rapidly  as  befits  a busy  man. 
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ANNOUNCEMENTS 


Symposium  on  Cardiovascular  Diseases 

On  ^V^ednesday,  April  21,  at  the  Holiday  Inn 
in  Bridgewater,  the  Somerset  County  Heart 
Association  will  present  an  all-day  sympo- 
sium on  cardiovascular  diseases.  The  pro- 
gram includes  three  presentations  in  the 
morning,  luncheon,  a panel  discussion  and 
reception.  I'here  is  no  fee  for  any  of  the 
events,  and  your  wife  is  invited  to  join  you 
at  luncheon  and  for  the  reception.  An  all- 
day jjrogram  has  been  planned  for  her  also. 
For  reservations,  write  to  Sanford  S.  Klein, 
M.D.,  Somerset  County  Heart  Association, 
P.O.  Box  852,  Somerville  08876. 

Clinical  Application  of  Basic  Sciences 

The  following  programs,  in  its  “Basic  Sciences 
and  Clinical  Application”  series,  have  been 
scheduled  by  the  Burlington  County  Memori- 
al Hospital  for  May: 

May  6 Acute  Problems  of  Drug  .Addiction 


May  13  Acute  Drug  Intoxication 
May  20  Amniocentesis  in  Pregnancy 
May  27  Management  of  Breast  Cancer 

The  American  Academy  of  General  Practice 
allows  one  and  a half  credits  for  attendance 
at  each  session.  All  meetings  convene  at  3:30 
in  the  T.  J.  Summey  Building  of  the  Hos])i- 
tal.  For  further  information,  please  contact 
the  Director  of  Medical  Education,  Burling- 
ton County  Memorial  Hospital,  Mount  Holly. 

Clinical  Electroencephalography 

A course  in  clinical  electroencephalography 
will  be  held  September  13  to  15,  1971,  in 
Minneapolis.  The  course  will  review  the 
principal  applications  of  the  EEG  to  clinical 
practice.  It  is  sponsored  by  the  .American 
Electroencephalographic  Society.  For  details, 
write  to  Dr.  Donald  \V.  Klass,  EEG  Course 
Director,  Mayo  Clinic,  Rochester,  Minnesota. 


LETTER  TO 
THE  JOURNAL 


Associates  Are  Here 


Dear  Sir: 


February  22,  1971 


The  comments  on  physicians’  assistants  and 
associates  in  Dr.  Henry  A.  Brodkin’s  January 
article  and  in  the  February  editorial  in  The 
Journal  missed  several  important  points 
about  these  para-professionals.  The  basic  as- 
sumption is  that  these  individuals  are  and 
will  be  responsible  to  physicians  and  that 
physicians  are  and  will  be  responsible  for  their 
activities.  They  are  not  a substitute  for  the 
physician,  but  personnel  who  can  assist  the 
physician,  making  it  possible  for  the  physician 


to  take  care  of  more  people  and  to  take  care 
of  each  individual  more  effectively.  For  gen- 
erations, but  increasingly  over  the  last  half 
century,  physicians  have  relied  on  other  pro- 
fessionals, such  as  nurses  and  laboratory'  per- 
sonnel; physician’s  assistants  and  associates 
can  assist  them  in  gathering  and  interpreting 
data. 


Physicians’  assistants  and  associates  are  here. 
Programs  for  training  them  exist  across  the 
country.  If  New  Jersey  physicians  do  not 
utilize  their  skills,  competitively  they  will  slip 
behind  the  physicians  of  the  many  states 
where  these  people  are  established.  If  we 
physicians  do  not  show  initiative  in  the  or- 
ganization of  medical  care,  including  the  use 
of  pro|rerly  trained  personnel,  we  will  soon 
find  someone  else  organizing  medical  care  for 
us. 

(signed)  W^illard  Dalrymple,  M.D. 
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IF  MORE  MEN  CRIB^ 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”® 


Big  boys  don’t  cry.  If  more  men  crier 
maybe  fewer  would  wind  up  with  duoden:, 
ulcers.  But  men  will  be  men— the  sum  total  ( 
their  genes  and  what  thq 
are  taught.  Schottstae(' 
observes  that  when 
mother  admonishes  h(| 
son  who  has  hurt  himse; 
that  big  boys  don’t  cry,  si 
is  teaching  hi 
stoicism.^  Crying  is  th 
negation  of  everythir’’ 
society  thinks  of  as  manl 
A boy  starts  defending  h'f 
manhood  at  an  early  ag; 


f 


Take  away  stres; 
you  can  take  away  symptom. 

There  is  no  question  that  stress  plays . 
role  in  the  etiology  of  duodenal  ulcel 
Alvarez®  observes  that  many  a man  with 
ulcer  loses  his  symptoms  the  day  he  shuts 
the  office  and  starts  out  on  a vacation.  Tl? 
problem  is,  the  type  of  man  likely  to  have 
ulcer  is  the  type  least  likely  to  take  loiV 
vacations  or  take  it  easy  at  work.  f 


r 


The  rest  cure  vs.  the  two-way  action  (f 
Librax.®  For  most  patients,  the  rest  cure  !l 
as  unrealistic  as  it  is  desirable.  Still,  th 
stress  factor  must  be  dealt  with.  And  he 


is  wdiere  the  dual  action  of  adjunctive  Librff 


can  help.  Librax  is  the  only  drug  that  cor- 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  W'introbe,  M.  i 
ct  al.  (eds.):  Harrison's  Principles  of  Internal  Medicine, 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  14 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  IVo/ 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles  i 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstae 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practi\ 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  1 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W. 
Saunders  Company,  1951,  p.  384. 


nes  the  tranquilizing 
*tion  of  Librium® 
!hlorcliazepoxicle 
Cl)  with  the  potent 
iticholinergic 
;tion  of  Quarzah 
lidinium  Br). 


Protects  man  from  his  own  hungry  per- 
)nality.  The  action  of  Librium  reduces 
ixiety — helps  protect  the  vulnerable  patient 
•om  the  psychological  overreaction  to  stress 
lat  clutches  his  stomach.  At  the  same  time, 
le  action  of  Quarzan  helps  quiet  the  hyper- 
:tive  gut,  decreasing  hypermotility  and 
y^persecretion. 

An  inner  healing  environment  with  1 
r 2 capsules,  3 or  4 times  daily.  Of  course, 
lere’s  more  to  the  treatment  of  duodenal 
leer  than  a prescription  for  Librax.  The  pa- 
ent — with  your  guidance — will  have  to  ad- 
ist  to  a different  pattern  of  living  if  treat- 
lent  is  to  succeed.  During  this  adjustment 
eriod,  1 or  2 capsules  of  Librax  3 or  4 times 
aily  can  help  establish  a desirable  environ- 
lent  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
iut  it  can  usually  make  it  easier  for  men  to 
Dpe  with  the  discomfort  of  stress— both 
sychic  and  gastric — that  can  precipitate 
nd  exacerbate  duodenal  ulcer, 
tibrax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially:  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness. ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 

adjunctive 

Librax' 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  N J 07110 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  o£  Medicine  of  Net/  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


April 

7 Academy  of  Medicine  of  New  Jersey 
Saint  Barnabas  Medical  Center 
Livingston 
Symposium  on  Ecology 

7 New  Jersey  .\llergy  Society 
Holy  Name  Hospital,  Teaneck 
Allergic  Dermatitis 

7 Academy  of  Medicine  of  New  Jersey 
and  Holy  Name  Hospital,  Teaneck 

14  Uremia 

7, 14,  Columbus  Hospital 

21,  28  Hospital  Anne.x,  Newark 

Simplified  ECG  for  the  Family  Physician 

8 Burlington  County  Memorial  Hospital 
Mount  Holly 

Recent  Advances  in  Diabetes  Mellitus 

8 Saint  Barnabas  Medical  Center 

Livingston 
Irradiation  Therapy 

13  Cumberland  County  Medical  Society 

13  Bergen  County  Medical  Society 

13  Middlesex  County  Medical  Society 

14  TB-Respiratory  Disease  Assodation  of 
Southern  New  Jersey 

14  Academy  of  Medicine  of  New  Jersey 
Runnells  Hospital,  Berkeley  Heights 

Difficult  Diabetic  Patient 

15  Gloucester  County  Medical  Society 

15  Morris  County  Medical  Sodety 

15  Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Exogenous  Obesity 

15  Academy  of  Medidne  of  New  Jersey 

Woodbury  County  Club,  Woodbury 
Hypertension 


17  Academy  of  Medicine  of  New  Jersey 
and  NJCMDN 
Martland  Hospital,  Newark 

Workshop  on  Ketamine  (Ketnlar*')  Anesthesia 

20  Warren  County  Medical  Society 

20  Academy  of  Medicine  of  New  Jersey 
Englewood  Hospital,  Englewood 

Leukemia  and  Lymphoma 

20  Academy  of  Medicine  of  New  Jersey 
Yale — New  Haven  Medical  Center 
New  Haven,  Connecticut 
Endocrinology 

21  Somerset  County  Heart  Association 
Holiday  Inn,  Bridgewater 

Cardiovascular  Diseases  .Symposium 

21  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center,  Newark 

Cardiovascular  Workshop 

22  Sandoz  Medical  Lectures 
Sandoz  Auditorium,  Hanover 

The  Disturbed  Child 

22  Burlington  County  Memorial  Hospital 

Mount  Holly 

Hypercalcemia 

22  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Societv  of  New  Jersey 
Orange  Memorial  Hospital,  Orange 

Section  Meeting 

24  .Academy  of  Medicine  of  New  Jersey 

and  New  Jersey  Society  of  Plastic  and 
Reconstructive  Surgeons 
Princeton  Hospital,  Princeton 
The  Burned  Face 

28  Englewood  Hospital 

School  of  Nursing  Auditorium 
Leukemia  as  Human  Tumor  Model 

28  Academy  of  Medicine  of  New  Jersey 

St.  Barnabas  Medical  Center 

Livingston 

Pre  and  Post  Operative  Care 
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29  Burlington  County  Memorial  Hospital 
Mount  Holly 

Interservice  Seminar 


4  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Diagnosis  and  Treatment  of  Shock 

4 Academy  of  Medicine  of  New  Jersey 
Warren  Hospital,  Phillipsburg 

Drug  Addiction 

5 Camden  Coimty  Medical  Society 
Tavistock  Country  Club 
Haddonfield 

5,  12,  Columbus  Hospital 

19  Hospital  Annex,  Newark 

Simplified  ECG  for  the  Family  Physician 

6 Saint  Barnabas  Medical  Center 
Livingston 

Familia  Toxemia 

6 Burlington  County  Memorial  Hospital 

Moimt  Holly 

Drug  Abuse 

11  Academy  of  Medicine  of  New  Jersey 

Overlook  Hospital,  Summit 

Diagnosis  and  Treatment  of  Shock 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Acute  Drug  Intoxication 

15  The  Medical  Society  of  New  Jersey 

to  Haddon  Hall,  Atlantic  City 

18  Annual  Meeting 


20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Amniocentesis  and  Amnioinfusion  in  Preg- 
nancy 

26  Academy  of  Medicine  of  New  Jersey 
Mayfair  Farms,  West  Orange 

Annual  Awards  Dinner 

27  Burlington  County  Memorial  Hospital 
Mount  Holly 

Breast  Cancer 

27  Academy  of  Medicine  of  New  Jersey 

and  Radiological  Society  of  New  Jersey 
Orange  Memorial  Hospital,  Orange 

Section  Meeting 

June 

3-4  Saint  Barnabas  Medical  Center 

Department  of  Obstetrics  and  Gyne- 
cology, Livingston 

Gynecologic  Endoscopy 

24  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Orange  Memorial  Hospital,  Orange 

Section  Meeting 

October 

25-29  Saint  Barnabas  Medical  Center 

Department  of  Obstetrics  and  Gyme- 
cology,  Livingston 

Obstetric  and  Gynecologic  Pathology 
November 

10  New  Jersey  Dental  Association 
Semi-Annual  Session 


OBITUARIES 

Dr.  Thaddeus  L.  Deren 

On  February  6,  1971,  at  the  untimely  age  of 
45,  1 haddeus  L.  Deren,  M.D.,  died  after  a 
briel  illness.  Dr.  Deren  was  a urologist,  an 
associate  at  Hahnemann  Hospital  and  chief 
of  urology  at  St.  Luke’s  Children's  Hospital 
in  Philadelphia.  He  directed  the  urologic  ser- 


vice at  the  Rancocas  Valley  Hospital  in 
Willingboro.  A 1954  graduate  of  Hahne- 
mann, he  practiced  in  Philadelphia  until 
1961,  when  he  moved  lo  our  state  and  became 
a member  of  the  Burlington  County  Medical 
Society. 

Dr.  F.  Chester  Forte 

Born  in  Boston  in  1903,  F.  Chester  Forte, 
M.D.,  died  at  his  home  in  Saddle  River  on 
February  14,  1971.  He  earned  his  M.D.  at 
Tufts  in  1930.  Following  internship,  he 
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moved  to  Hackensack  and  served  the  people 
of  Bergen  County  for  40  years.  He  was  a 
general  practitioner  on  the  Hackensack  Hos- 
pital staff,  and  for  three  decades  he  was  atten- 
ding physician  at  the  Conklin  Home  for  Chil- 
dren. 

Dr.  Eugene  A,  Hauber 

Eugene  A.  Hauber,  M.D.,  won  his  bac- 
calaureate degree  at  Notre  Dame  in  1927  and 
his  M.D.  at  St.  Louis  University  in  1931.  He 
interned  at  St.  Francis  Hospital  in  Jersey  City 
and  then  moved  to  Sayreville.  Dr.  Hauber 
was  a family  doctor  in  Middlesex  County,  on 
the  stall  of  St.  Peter’s  Hospital  in  New  Bruns- 
wich,  and  for  more  than  30  years  the  school 
physician  in  Sayreville.  Dr.  Hauber  died  on 
February  12,  1971  at  the  age  of  69. 

Dr.  William  A.  McMurtrie 

At  the  grand  age  of  91,  William  A.  McMur- 
trie, M.D.,  died  at  his  home  in  Morristown 
on  February  8,  1971.  He  was  born  in  1880 
(when  Rutherford  B.  Hayes  was  President  of 
the  United  States)  and  received  his  M.D. 
from  Cornell  in  1905.  He  practiced  in  Morris 
County  from  1907  until  he  retired  in  1964. 
He  served  both  Morristown  hospitals,  and 
during  World  War  I was  a captain  in  the 
medical  corps  of  the  Army  of  the  United 
States.  He  was  a laureate  of  our  Golden  Mer- 
it Award  in  1957. 


Dr.  Bertram  H.  Smith 

On  February  2,  1971,  Bertram  H.  Smith, 
M.D.,  died  at  the  age  of  65.  A 1931  alumnus 
of  the  Hahnemann  Medical  College,  he  was  a 
family  doctor  with  a special  interest  and  skill 
in  otology  and  laryngology.  Dr.  Smith  was  in 
the  Army  Air  Corps  as  a medical  officer  from 
1942  to  1946.  He  was  affiliated  with  the 
Camden  County  General  Hospital  at  Lake- 
land and  the  West  Jersey  Hospital  in  Camden. 

Dr.  Arthur  A.  Scullion 

Born  in  1899,  Arthur  A.  Scullion  was  72  years 
old  at  the  time  of  his  death  on  January  25, 


1971.  He  earned  his  baccalaureate  degree  at 
Dartmouth  and  his  M.D.,  conferred  in  1926, 
was  from  the  University  of  Maryland.  Dr. 
Scullion  was  active  in  civic  affairs  in  Bergen 
County  and  was  president  of  the  United  Na- 
tional Bank  in  Cliffside  Park.  He  was,  for 
more  than  a decade,  senior  school  physician 
in  that  community.  He  was  on  the  staff  of 
both  St.  Vincent’s  Hospital  in  Montclair  and 
the  Holy  Name  Hospital  in  Teaneck.  Dr. 
Scullion  was  a surgeon  and  a Fellow  of  the 
.American  College  of  Surgeons. 


Dr.  William  F.  Wacker 

Born  in  1901,  William  F.  Wacker,  M.D.,  died 
on  February  8,  1971,  at  the  age  of  70.  He  was 
a general  practitioner  with  special  interest 
and  skill  in  laryngology  and  otolog\'.  For  sev- 
eral decades  he  practiced  in  Hillside  (where 
he  was  school  physician)  and  in  1967  he 
moved  to  Lakewood  and  devoted  himself  to 
rheumatology  and  geriatrics.  He  was,  during 
the  1940s,  active  in  committee  work  with  our 
Union  County  Medical  Society.  Dr.  Wacker 
was  a 1931  graduate  of  the  College  of  Physi- 
cians and  Surgeons  of  Columbia  University. 


Dr.  Louis  S.  Wegryn 

One  of  our  Past-Presidents,  Louis  S.  Wegryn, 
M.D.,  died  at  the  age  of  68  on  February  14, 
1971.  (Editorial  comment  on  Dr.  Wegryn’s 
passing  will  be  found  on  page  183  of  the 
.March  1971  issue  of  The  fotmwi.)  Dr.  We- 
gryn, who  received  his  M.D.  from  the  Univer- 
sity of  Illinois  in  1927,  was  a native  of  Eliza- 
beth and  prominent  in  civic  affairs  in  that 
city.  He  was  a surgeon  affilated  with  all  three 
hospitals  there  and  had  served  as  chief  of 
staff  at  the  .Alexian  Brothers  Hospital.  He 
was  President  of  the  Union  County  Medical 
Society,  and  in  1962  became  President  of  The 
Medical  Society  of  New  Jersey.  He  was  a 
Fellow  of  the  American  College  of  Surgeons 
and  was  active  in  the  work  of  the  Interna- 
tional .Academy  of  Proctology.  He  was  on  the 
editorial  board  of  the  A>?t('ric(w  Journal  of 
Proctolo<^\ 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic. 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 
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Pro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


c 


Pro-Banthine  15  mg. 
propantheline  bromide 
with 

Dartal  5 mg, 
thiopropazate 
dihydrochloride 


Pro-Banthine  15  mg. 
propantheline  bromide 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-Banthine  P.A.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-Banthine  TVa  mg. 
propantheline  bromide 
Half  Strength 


Pro'Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
Pro-Banthine®  15  mg, 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  h3Tperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thlne.  In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
O Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

♦A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnt,.  of 
the  Amer.  Ger.  Soc.  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole.  ..100 mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

l-6lutamic  Acid '. K)  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3mg,^ 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindicatiorvs 
to  Pentylenetetrazole  although  caution  should  be  exercised  when' 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  If  the 
patient  is  forewarned  to  expect  the  reaction.  REF^R  TO 

PDBj 

Write  for  literature  and  samples...  3 

THE  BROWN  PHARMACEUTICAL  CO.  j 
'2500\«.6th  St, Los  Angeles, Calif.90057  j 
Write  for  Product  Catalog  ^ 


The  treatment  of 


mpotence 

> due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
Mmm  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


M Android 

' \ 


(thyroid-androgen)  tablets 


I 


Choice  of  4 strengths: 

Android  Android-HP 

HIGH  POTENCY 

£oi.h  yflhw  lobUl  eontaint  £ach  red  tablet  eontatns: 
Methfl  1«ttotteranc  ..Z.Stnf  Methyl  Testosterone 
Thyroid  Ell.  (I/C  gr.)  ..10  mg.  Thyroid  Etl.  (Vi  gr.)  ...30  mg. 


Android-)(  Android-Plus 


■c  Aeifl 

ThiommeHCL  lO  mg 

Z>oir:  1 tatilcl  3 limes  daily. 

^LOi/o6(e; 

eottics  ol  100.  SOO,  lOOO. 
•t»(» 


dutamic  Acid so  mg 

Tniamine  HCL 10  mg, 

Po\e  I tablet  3 limes  daily. 
AvadabU: 

OoMies  o(  100.  SOO,  1000. 


EITRA  HIGH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .13.5  mg. 
Thyroid  Ell.  (1  gr.)  ...  C4  mg. 

C'utamicAcid  SO  mg. 

Thiamine  HCI  10  mg. 

Dote.  1 or  2 tablets  daily. 

Available 

Bottles  of  60.  SOO. 


PDR 


WITH  HIGH  POTENCY 
B-COMPLEX  ANO  VITAMIN  C 
Each  uhtle  tablet  contains: 
Methyl  Testoslerono  . .2.5  mg. 
Thyroid  Eit.(‘4  gf.) ...  .15  mg. 
Ascorbic  Acid  (Vit.C)  .2S0mg. 

Thiamtne  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyndonne  MCL 5 mg 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B12  2.S  meg 

flibofijvin 5 mg. 

Dote:  2 tablets  daily. 
Available:  Bottles  Of  60.  SOO 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Cwtraindicatiens-  And'Oid  is  contraindicated  m paf’ents  wth  prostatiC  caremoma.  severe  e^iorenal 
disease  and  severe  persistent  hypeicaicenna,  coronary  heart  disease  and  hyperthyroidism  Occasional 
cases  of  jaundice  with  plugging  biiiiry  caniiicpli  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyrpid  IS  not  to  be  used  m heart  disease  and  hypertension 
warnings  Large  dosages  nyy  cause  anorena  ruusea,  vomiting  ^otnm 


PAW 


bido  •' 


..  lethargy,  paresthesia 
failure  and  mvnmary  carcinoma  m num 
Precautians  if  hypothyroidism  is  accompanied  by  adrena'  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyro'd  administration 

Adyerte  PeKlians  Since  And'Ogens,  m general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone  m particular  elderly  patients  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  .n  ,mmob«lifed  pat  ents  use  of  testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  delected 
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BOOK 

REVIEWS 

The  Face  in  Genetic  Disorders.  R.  M.  Goodman, 

M.D.  and  R.  J.  Gorlin.  D.D.  St.  Louis,  1970,  Mosby. 

Pp.  169.  276  illustrations.  ($19) 

At  the  turn  of  the  century  medical  students  were 
taught  to  take  meticulous  family  histories,  and  to  look 
into  the  family  background  for  various  ‘‘hereditary 
taints”— as  the  phrase  then  was.  By  the  1930s,  how- 
ever, the  emphasis  had  shifted.  The  role  of  heredity 
became  underplayed,  with  thesis  that  the  body  and 
mind  were  plastic  materials  to  be  moulded  by  en- 
vironment and  the  culture.  Today,  however,  there 
has  been  a renaissance  of  interest  in  genetics.  The 
present  work,  recognizing  that  genetic  disorders  often 
involve  multiple  systems,  concentrates  on  facial  fea- 
tures as  diagnostic  aids.  The  disorders  are  presented 
alphabetically  from  achondroplasia  to  xeroderma.  For 
each  syndrome  there  are  illustrations,  tabulations,  and 
narrations.  There  is  usually  a line  or  two  about  treat- 
ment—mostly  such  items  as  endocrine  administration, 
cosmetic  surgery,  neurosurgery,  or  even  ‘‘symptomatic 
treatment.” 

The  book  includes  a good  chapter  on  genetic  coun- 
seling with  some  discussion  of  the  mathematics  of 
the  risk  factor.  ("Most  patients,”  say  the  authors, 
"consider  risks  of  less  than  10  per  cent  compatible 
with  further  reproduction.”) 

As  is  always  the  case  with  writing  about  genetic 
disorders,  the  reader  is  confused  by  the  proliferation 
of  eponyms— Goldenhar’s  syndrome,  Steinert’s  Disease. 
Rubinstein-Taybi  syndrome,  and  the  like.  However, 
this  text  does  provide  a road-map  through  that  epony- 
mic  jungle,  and  the  good  illustrations  convert  this 
book  into  a unique  modem  atlas  of  the  subject. 

Victor  Huberman,  M.D. 


The  Frozen  Cell  (Ciba  Foundation).  Edited  by  G.  E.  W. 

Wolstenholme  and  Maeve  O’Connor.  Baltimore,  Mary- 

land,  1970,  Williams  and  Wilkins.  Pp.  316.  Illustrated. 

(Price  not  stated) 

This  newest  volume  in  the  Ciba  Symposium  series 
continues  the  tradition  of  excellence  and  high  schol- 
arship, well  established  by  previous  books.  Partici- 
pants in  this  conference  were  from  the  United  States, 
F.ngland,  France,  West  Germany,  Holland,  and  Japan. 
All  have  a keen  interest  in  cryobiology  and  approach 
the  subject  from  specialties  ranging  from  basic  chem- 
istry to  clinical  blood  banking.  The  first  presentation 
is  concerned  with  the  stoicheiometry  and  chemistry 
of  the  polyhedral  hydrates.  This  is  a good  review 
of  a difficult  subject.  The  penultimate  chapter  deals 
with  electron  microscopic  and  functional  changes  in 
smooth  muscle  associated  with  freezing  and  thawing. 
The  twelve  chapters  in  between  cover  the  physical 
and  biologic  changes  produced  in  many  different 
cells  and  tissues  by  freezing  and  thawing.  The  final 
discussion  explores  the  entire  problem  of  osmotic 
shock  as  the  chief  cause  of  damage  in  frozen  and 
thawed  cells.  Not  all  the  questions  are  answered 
but  some  have  been  partially  clarified.  This  is  an 


excellent  book  and  is  recommended  reading  for  any- 
one with  an  interest  in  cryobiology  regardless  of  his 
specialty. 

Hugh  F.  Luddecke,  M.D. 


Immunology  of  Malignant  Disease.  Jules  E.  Harris, 
M.D.  and  Joseph  G.  Sinkovics,  M.D.  St.  Louis,  1970, 
Mosby.  Pp.  251.  ($15) 

Although  this  text  is  intended  for  clinicians  man- 
aging patients  with  malignant  disease,  it  also  offers 
a background  of  information  about  immunology  in 
relation  to  malignant  disease  which  will  be  appre- 
ciated by  all  physicians  treating  patients.  The  text 
is  well  organized  and  easily  read.  The  authors  dis- 
cuss human  immune  response  as  well  as  experimental 
studies. 

Any  physician  involved  in  the  chemotherapy  of  malig- 
nant disease  today  will  appreciate  the  mass  of  in- 
formation in  Chapters  3 and  4 on  human  deficiency 
states  and  human  immune  responses.  I found  Chap- 
ter 5,  on  tumors  of  man,  of  great  interest.  The  book 
contains  an  extensive  bibliography  following  each 
chapter,  and  this  will  be  a great  assistance  in  the 
understanding  of  the  life  processes  and  their  dis- 
turbances in  this  particular  group  of  patients. 

Albert  Abraham,  M.D. 


Training  and  Conditioning  of  Athletes.  Max  M. 

Novich,  M.D.  and  Buddy  Taylor,  M.S.  Philadelphia, 

1970,  Lea  and  Felbiger.  Pp.  274.  Illustrated.  ($6) 

With  emphasis  on  their  beginning  quotation  from 
Montaigne’s  essay  on  Eduraliou  of  Boys,  which  states, 
".  . . the  body  and  mind  shoidd  be  fashioned  at  the 
same  time  . . . they  must  not  be  separated,”  the  au- 
thors offer  a comprehensive  review  of  the  many  medi- 
cal aspects  of  sports.  They  believe  that  sports  con- 
tribute substantially  to  the  objects  of  education.  Prior 
to  World  War  II,  coach  and  trainer  were  largely  in 
command  of  the  athlete’s  medical  problems,  with  very 
inadequate  physician  communication.  Today,  the  team 
physician  is  in  charge  of  all  medical  problems  and  with 
the  assistance  of  the  trainer,  a good  job  is  being  done. 
However,  with  increased  recognition  of  the  importance 
of  the  preseason  physical  examination,  which  is  noted, 
I suggest  the  need  for  two  physicians,  one  medically 
oriented  and  one  for  the  many  orthopedic  problems 
encountered. 

The  chapter  on  prevention  and  treatment  of  athletic 
injuries  includes  everything  from  the  all  important 
knee  to  the  less  common  “javelin  elltow”  which  is  to 
be  distinguished  from  "tennis  elbow.”  Other  chapters 
amply  cover  equipment,  physical  therapy,  condition- 
ing, drugs,  field  examinations,  and  electrolyte  balance. 

While  electrolyte  and  fluid  balance  in  heat  stress  is 
discussed,  the  newer  more  practical  method  of  prophy- 
lactic field  replacement  with  properly  balanced  electro- 
lyte solutions  (including  potassium)  as  an  aid  to 
sport,  rather  than  the  more  haphazard  use  of  irritating 
salt  tablets  and  water  coidd  have  been  brought  in. 

Dr.  Novich  has  a wealth  of  background  and  informa- 
tion as  an  athlete  (he  still  likes  boxing)  , coach,  ortho- 
pedic surgeon,  and  team  physician  for  Olympians, 
Maccabiah  teams  and  the  Jersey  Jay  football  team.  Mr. 
Taylor,  who  is  now  with  the  Utah  Stars  Basketball 
Club,  adds  his  broad  knowledge  as  trainer  of  many 
years.  The  book  is  a good  addition  to  the  library  of  all 
those  involved  in  the  medical  aspects  of  sports. 

Gerald  Balakian,  M.D. 
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It’s  available  because  of  Medicenteii 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  ac  I 
care  facilities.  A professional  medical  staff  supervii 
all  recuperative  care  under  the  direct  orders  of  each  j 
tient’s  personal  physician.  Room  rates  are  nominal  | 
about  one-half  the  cost  of  general  hospitals.  And  thei^ 
a growing  list  of  insurance  companies  that  already  prov  | 
coverage  for  Medicenter  recuperation.  | 

The  Medicenter  is  a vital  addition  to  our  communill 
health  care  system.  Get  to  know  the  Medicenter  soon.  Yd 
visit  or  inquiry  is  welcome  anytime. 


MEDiCENTER 

• AMcnii 

t 

yiice  Place  to  ^ 


Medicenter  of  America  / Lakewood  • Neptune,  New  Jersey 


CLASSIFIED  ADVERTISEMENTS 


ASSOCIATE  ANESTHESIOLOGIST -Wanted  for  cover- 
age 1-2  months  yearly  or  limited  work  schedule.  Fee 
for  service.  No  OB.  Bergen  County.  TVrite  Box  No. 
186,  c/o  THE  JOURNWL. 


GENERAL  PRACTITIONER —To  associate  with  busy  GP 
in  Central,  New  Jersey.  Partnership  in  8 months. 
E.  Horatagis,  M.D.,  422  Rt.  206,  South  Somerville, 
New  Jersey  08876. 


GENERAL  PRACTITIONER —Young  general  practitioner 
for  active  growing  practice  with  three  busy  .A.\GP 
men  in  lovely  semi-rural  area  of  New  Jersey.  Excellent 
hospital,  busy  schedule,  but  adequate  time  for  free 
study  and  recreation.  .Salary  to  start,  early  partner- 
ship. Flemington  Medical  Group,  6 North  Main 
Street,  Flemington,  New  Jersey  08822.  Telephone 
(201)  782-5100. 


AVAILABLE— Desirable  Medical  Suite  in  professional 
building,  Irvington,  New  Jersey  at  Parkway  entrance. 
Air  conditioned,  reception  room,  nurses  station, 
lavatory,  plus  four  rooms.  Will  share,  if  desired.  Call 
(201)  371-2525. 


FOR  SALE —Retiring  May  1,  1971.  Eye,  Ear,  Nose  and 
Throat  office  equipment,  good  condition.  B & L 
Hi-lift  motor  eye  chair,  SMR  nose  and  throat  chair. 
Poser  slit  lamp,  A-O  lensometer,  A-O  eye  lamp,  eye 
instruments.  Millers  diathermy  scapel,  audiometer,  etc. 
Reply  Box  No.  191,  c/o  THE  JOURNAL. 


FOR  SALE— Home-office,  Wayne,  New  Jersey.  Fully 
equipped  medical  office.  Home  8 years  old.  (201) 
696-3065. 


FOR  SALE -Home-Office.  Gracious  22  room  colonial. 
2 acres,  equipment  and  records  of  35  years  General 
Practice.  Call  (201)  322-7288. 


FOR  RENT— F'ull  or  part-time.  Office  in  professional 
building,  fully  equipped.  Share  expensed  with  estab- 
lished physician.  Write  New  Milford  Physicians 
Group,  1033  River  Road,  New  Milford,  New  Jersey 
07646. 


Information  for  Advertisers — RATES:— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  eacli  abbreviation,  isolated 
numbers,  gp-oups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  "Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


STAFF  PHYSICIANS 

N.J.  License.  Full  time,  immediote  open- 
ings in  275-bed  JCAH  Hospital;  paid  an- 
nual vacation,  sick  leave  and  12  holi- 
days; excellent  insurance  and  retirement 
benefits.  Contact:  Mr.  Waldo  R.  McNutt, 
Superintendent,  John  E.  Runnells  Hos- 
pital, Berkeley  Heights,  New  Jersey 
07922. 


PHYSICIAN 

To  examine  eyes,  need  not  be  an 
ophthalmologist.  Bergen  County, 
guaranteed  minimum  income.  No 
investment,  profit  sharing.  Full  or 
Part-time.  Write  Box  No.  190,  c/o 
THE  JOURNAL. 


PHYSICIANS  WANTED 

Residency  in  Physical  Medicine  and  Rehabili- 
tation— Dynamic,  young  program  with  bal- 
anced academic  and  clinical  emphasis  under 
the  supervision  of  5 physiatrists.  Three  year 
program  with  opportunity  for  research  and 
pursuit  of‘ special  interests  both  in  medical 
school  and  private  hospital  settings.  One 
year’s  credit  for  4 years  of  general  practice 
experience  or  training  in  another  specialty. 
Partially  tax  free  stipends  from  $8800.00  to 
$10,000.00  depending  on  qualifications.  Gl 
schooling  benefits  available  for  veterans. 
Berry  plan  deferments  are  usually  obtainable 
for  physicians  anticipating  military  service. 
We  will  pay  for  visits  in  selected  cases.  Tele- 
phone or  write  for  information  to:  John  F. 
Ditunno,  Jr.,  M.D.,  Professor  and  Chairman, 
Department  of  Rehabilitation  Medicine, 
Thomas  Jefferson  University  Hospital.  11th 
and  Walnut  Streets,  Philadelphia,  Pa.  19107. 
Telephone:  (215)  829-5573. 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144  s- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Greetings 
Members  of 
The  Medical  Society  of 
Neiv  Jersey 

• 

KATE  MACY  LADD 
Convalescent  Home 

FAR  HILLS.  N.  J. 

John  F.  Dixon,  Jr.,  M.D.,  Medical 
Director 

Don  T.  Van  Dam,  M.D.,  Asst  Medical 
Director 


A World  Wide  Organization  Dedioaied  To  Your  Good  Health  ^ 

BECTON,  DICKINSON  AND  COMPANY  • RUTHERFORD,  N.  J.  ^ 


THE  PRINCETON  HOUSE 


(A  service  of  The  New  Jersey  Rehabilitation  Care  Foundation) 


A private,  non-profit  hospital  licensed  by  the  State  of  New  Jersey  for  the 
Alcoholic  Rehabilitation  of  Men  and  Women.  Provides  detoxification  and 
rehabilitation  services  for  problem  drinkers,  including  intensive  and  com- 
prehensive medical  and  psychiatric  care. 


Peter  R.  Manes,  M.D. 
Clinical  Director 


905  Herrontown  Road  at  Route  206 
Princeton,  New  Jersey  08540 


For  admission  or  further  information  call  609-924-6767 


352 


1 HE  JOI  RN.M.  OF  THE  ME1)IC.\L  SOCIETY  OF  NEW  JERSEY 


QUESTION 

CONSIDER 

CONSIDER 

CONSIDER 

CONSIDER 

CONSIDER 

CONSIDER 

ANSWER 


All  laboratories,  ivhether  they  are  "‘profit”  or  "non-profit” , 
intend  to  be  financially  and  economically  successful. 

During  this  period  of  rising  costs,  most  modern  laboratories  have 
installed  automatic  equipment  as  an  aid  to  analysis.  Such  "automation” 
is  an  aid  to  laboratory  analysis,  but  it  does  not  by  itself,  assure 
quality  or  guarantee  accuracy. 

Not  automation,  but  only  subjective  experience  and  reasoning 
are  required  in  such  activities  as  cytology,  bacteriology,  and  differential 
counting.  A standard  of  quality  can  only  be  measured  by  critical 
evaluation  and  analysis. 

Who  performs  and  supervises  the  work?  It  is  permaTient,  responsible 
personnel  or  "moonlighting”  employees  "putting  in  time”? 

Is  the  paper  work  cost-free?  All  the  results  must  be  collated,  correlated 
and  forwarded;  records  must  be  kept;  reports  must  be  retrieved. 

How  much  does  the  pick-up,  supplies  and  other  services  cost 
the  laboratory?  This  must  be  added  to  the  final  cost. 

How  much  are 
laboratory  tests  worth? 

only  as  much  as  the  faith  and  trust 
you  have  in  your  laboratory 

In  short,  all  are  saying  in  everything  above  is  that  it  just  is  not  possible  to  supply  high 
quality  when  the  biggest  part  of  the  fee  paid  is  used  to  handle  the  record-keeping, 
pick-up  and  delivery,  etc. 

The  laboratories  of  Diagnostic  Sciences,  Inc.  has  served  their  communities  for  an 
average  of  25  years  and  have  given  their  referring  physicians  and  their  patients 
modern,  innovative,  responsible  laboratory  services  at  reasonable  fees  compatible 
with  the  highest  standards  of  quality. 


Diagnostic  Sciences^  Inc. 

In  New  Jersey 


Biophasics,  Inc. 

Box  1317  R 
Morristown 

Dover  Diagnostic  Laboratory 
58  W.  Blackwell  Street 
Dover 


Egan  Clinical  I.aboratory 
433  Bellevue  Avenue 
Trenton 

Laboratory  of  Clinical 
Pathology' 

163  Market  Street 
Perth  Amboy 


Metuclien  Clinical  Laboratory 

469  Main  Street 

Metuchen 

Morristown  Clinical 
Laboratory 
36  Elm  Street 
Morristown 


In  Connecticut 

Advanced  Biochemical 
Laboratory 
217  Barker  Street 
Hartford 

Consolidated  Bioanalysts 
217  Barker  Street 
Hartford 


Kingswood  Medical 
Laboratory 

1007  Farmington  Avenue 
West  Hartford 

Regan  Clinical  Laboratory 
27  Elm  Street 
New  Haven 


When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hllUlTl*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; aeute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
nmiron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  p.sychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  indiv'iduals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-temi  therapy. 


Roche 

LABOH.MORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Endorsed  Insurance  Plans 

ACaDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

I Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

I Accident:  may  be  EXTENDED  to  Lifetime 

I Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20-$30-$40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACaDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership:  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DElaware  3-4340 


MORRIS  HALL 

Health  and 
Rehabilitation  Center 


Route  206,  2381  Lawrence  Road,  Lawrenceville,  N.J.  08648 


FOR  YOUR  MEDICAL  AND  NURSING  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center 

• Private,  semi-private  rooms  with  individual  baths  in  room 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR'S  REFERRAL 

• staff  Medical  Director  and  Physiatrist  with  open  visiting  staff  privileges  available 

MEDICAL  STAFF  AND  ACCREDITATION 

• J.  Michael  Fiorello,  M.D.,  Medical  Director 

• Fred  G.  Schwing,  M D.,  Physiatrist 

• Ruth  Rahilly,  R.N.,  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Medicare  and  Medicaid  Application  Filed 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!!! 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F, 
Administrator  609-896-9500 


SPECIAL  OPEN  HOUSE  FOR  PHYSICIANS 
May  23,  1971  - 2-4  p.m.  - Hospitality  and  Tours 
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know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygrotorf  chlorthalidone  usi 

Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 


lecirolyie  imbalance  may  occur  when  using  diureiics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and.  of 
lurse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

ygroton*  chlorthalidone  USI’  Indn  alions:  I fyperlension  and  many  types  of  edema  involving  retention  of  salt  and  ss.iler.  ComramJu  auons: 
ypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  K'arnings:  VC'ith  the  administration  of  enteric-coated  potassium  supplements,  which 
lould  be  used  only  when  adequate  dietary  supplementation  is  not  prac  tical,  the  possibil  ity  of  small- bowel  lesions  lobstruc  tion.  hemorrhage,  and 
■rforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred,  niscontinue  enteric-coated  potassium 
ipplements  immediately  ifabdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
arsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
lildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  P recant  ion  ••  Antihypertensive  therapy  with  this  drug  should  always  be 
mated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
educe  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
termination  of  the  BUN  is  mdicated.  Discontinue  il  the  BUN'  rises  or  liver  dysfunction  is  aggrav.ited.  Hepatic  coma  may  be  precipitated.  Hlectrolyte 
ibalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
itassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  c irrhosis  or  severe  ischemic  heart  disease  and  in 
iticnts  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Keaeitons:  Nausea,  gastric  irritation,  vomiting, 
lorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
/potension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
rombocytopenia,  agranulocytosis,  tmpotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
increatitis  when  epigastric  pain  or  unexplained  (1.1.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
impounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
y.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg„  in  bottles  of  100  and  1000.  i B)46-2,50-G  For  full  details,  please 
e the  complete  prescribing  information. 

I'-Kl  Y Pharmaceuticals , I5ivision  of  Cl  BA-GHIG  Y Corporation , Ardsley,  New  York  10502 
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LEA 
VITAMIN  C 


CEVI- 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
^.obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

" Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 

i*L,  • ' ' 

capsule  whenever  Vitamin  C is  indicated. 


- Samples  on  Request 

- GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001  " 

''"  Pioneers  in  Geriatric  Research 

DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 
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Bring  us  jnur  questions 
in  Atlantic  City... 

Be  sure  to  visit  our  Medical-Surgical  Plan  Booth  No.  31 
at  the  Annual  Meeting  in  Atlantic  City, 

Bring  us  your  questions.  Your  problems.  And  any  sugges- 
tions you  may  have. 

Find  out  why  you  should  participate  in  Prevailing  Fee  — 
the  Blue  Shield  usual,  customary  and  reasonable  fee 
program.  How  the  new  simplified  claim  forms  — for  certain 
OB,  GYN  and  common  surgical  procedures  — save  you 
time.  Why  you  don’t  need  to  submit  a Blue  Shield  Service 
Report  for  Medicare  Complementary  Coverage  patients 
(except  Federal  Employees).  What  the  new  requirements 
are  for  Federal  Employee  Service  Reports. 

Ten  minutes  at  the  Blue  Shield  booth  could  very  well  save 
you  hours  of  office  time  later. 

Pay  us  a visit  — for  any  reason  at  all.  The  welcome  mat  is 
always  out  at  Blue  Shield. 

BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 


Now 

available  for  your 

prescribing 

needs 


Cordrarf  1ape 


Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


Additional  infarjnation  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
\ . 000108 
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EDITORIALS 

David  B.  Allman* 
1891-1971 

In  any  organization  a member  must  possess 
the  traditional  leadership  qualities,  if  he  is 
going  to  reach  the  top.  In  medical  societies 
there  is  an  added  qualification.  He  must  be 
a good  physician,  too.  If  he  cannot  earn  the 
professional  respect  of  his  brethren,  his  leader- 
•ship  skills  (and  even  the  best  public  relations 
expert)  won’t  help  him.  Our  state  has  had  only- 
one  doctor  to  reacli  the  lop  of  the  \M.\ 
pyramid:  David  liacharach  .Allman. 

Dr.  .Allman’s  leadership  tpialiiies  are  too  well- 
known,  too  deeply  imprinted  in  the  archives 
of  American  medicine  to  need  the  bouquet 
of  any  additional  details  here.  But,  because 
of  his  own  lack  of  pretentiousness  and  un- 
willingness to  boast,  his  medical  and  surgical 
skills  have  not  been  as  emphasized  in  the 
medical  community  at  large  as  they  are  known 
to  .Atlantic  County  doctors.  He  was  actually 
one  of  the  founders  of  the  .American  Board 
of  Surgery.  In  a tril)ute  to  “David  .Allman,  The 
Physician,’’  .Maurice  Bear  C.ordon,  .M.D.,  (in 
the  July  19.57  issue  of  this  Journal)  once  pul 
it  this  way,  “when  he  operated  every  case 
looked  simple.’’  The  annals  of  the  .Atlantic 
City  Hospital  are  replete  with  anecdotes  and 
examples  of  Dr.  .Mlman’s  surgical  wi/ardy. 

With  new  interest  in  genetics,  more  of  us  are 
coming  to  believe  that  familial  factors  do  play 
a role  in  shaping  a man’s  life  portrait.  When 
our  David  was  a boy  he  lived  in  the  home  of 
his  maternal  grandparents,  Jacob  and  Betty 
Bacharach.  Betty  Bacharach  (for  whom  the 
unique  Betty  Badiarach  Home  was  named) 
was  our  man’s  grandmother.  One  <jf  the  sons 
of  Jacob  and  Betty  Bacharach  was,  for  two 
tiecades,  a member  of  the  Congress  of  the 
United  States.  .Another  son  was,  for  vears, 
mayor  of  Atlantic  City. 

Dave  Allman,  without  trying,  collected  awards 
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and  accolades  the  way  some  people  collect 
stamps.  His  county  medical  society  issued  a 
gold  citation.  The  State  of  New  Jersey  called 
him  our  State’s  outstanding  citizen.  The  U.S. 
Navy  cited  him  in  AV’orld  War  I and  the  Pub- 
lic Health  Senice  in  World  War  II.  (So  did 
the  Coast  Guard.)  He  usually  put  the  awards 
and  citations  quietly  away.  If  he  hadn’t  they 
would  have  overfilled  the  office. 

To  our  own  Society,  he  gave  long,  generous, 
and  untiring  senice.  For  years  he  was  chair- 
man of  our  indisp)ensable  Finance  and  Budget 
Committee.  He  was  a Trustee  for  two  decades, 
including  one  biennium  as  chairman  of  the 
Board.  He  was  a member  of,  and  for  a time. 
President  of  the  New  Jersey  State  Board  of 
Medical  Examiners.  It  seemed  impossible  for 
him  to  slip  into  an  organization  and  just  sit 
on  the  sidelines.  Sooner  or  later  they  would 
l)e  asking  him  to  accept  an  office. 

All  kinds  of  flowery  phrases  can  be  uttered 
to  condole  his  death  and  praise  his  life.  He 
would  have  preferred  the  simple  ones:  a 
charismatic  leader,  a splendid  organizer,  a 
good  neighbor,  and  above  all  a superb  phy- 
sician and  surgeon.  Forget  the  long  list  of 
honors.  Dave  .Allman  would  have  agreed  that 
these  few  phrases  are  enough  for  any  man. 

Emergency  Is  What 
The  Patient  Thinks 

.A  quarter  of  a centurs  ago,  the  hospital’s 
emergency  room  was  a place  for  accidents  and 
emergencies.  “Now,”  writes  our  own  Spencer 
Snedecor,  “.  . . it  is  a new  method  of  medical 
care  for  the  people  of  this  country,  a general 
practice  headquarters  for  communities  at 
night.  The  emergenq.'  is  what  the  patient 
feels.”** 


• \ formal  obituary  of  Dr.  .Ulman  will  be  found  on 
page  -faS  of  thi.s  issue. 

••In  the  Januarv  1971  issue  ol  Medical  ll  arid  \eus 


In  a sense,  the  emergency  department  (in 
most  places  it  isn’t  an  emergency  room)  is  the 
|x>int  of  entry  into  the  American  health  sys- 
tem for  a high  proportion  of  patients.  Various 
surveys  cite  figures  like  15  or  20  or  25  per  cent 
for  the  number  of  genuine  traumatic  acci- 
dents, indicating  that  most  of  the  visits  are  not 
really  “accident  cases”  at  all.  Usually,  the 
critics  of  the  process  argue  that  most  of  the 
cases  could  have  been  handled  just  as  well  in 
the  office  of  a general  practitioner.  Surveyors 
of  the  ER  scene  estimate  that  10  per  cent  (or 
in  some  more  broadly  defined  studies  15  or  20 
per  cent)  of  the  patients  are  “really  sick.”  But, 
as  Dr.  Snedecor  suggests,  the  genuineness  of 
the  emergency  is  what  the  patient,  not  the  doc- 
tor, thinks  it  is.  There  is  an  inverse  relation- 
ship between  the  flow  of  patients  in  an  ER 
and  the  concentration  of  M.D.s  in  the  neigh- 
borhood around  the  hospital.  In  most  places, 
emergency  departments  run  at  a financial  loss 
which  has  to  be  borne  by  the  hospital.  Even 
where  ER  fees  are  comparable  with  fees 
charged  by  private  practitioners,  there  are 
enoueh  unconectible  services  to  put  the  whole 
operation  in  the  red. 

All  kinds  of  theories  have  been  advanced  for 
this  rising  tide  of  admissions  to  the  emergency 
department.!  Thus,  it  has  been  said  that  the 
high  mobility  of  the  American  people  is  a 
factor,  since  many  people  don’t  stay  long 
enough  in  one  community  to  have  a real 
family  physician.  Or,  the  reluctance  of  doctors 
to  make  house  calls  has  been  indicated.  Some 
physicians  tell  patients  to  meet  them  in  the 
emergency  room  of  the  hospital,  since  there,  at 
one  place,  will  be  facilities  for  x-rays,  putting 
on  casts,  and  so  on.  Indeed,  this  matter  of 
having  ready  supplies  and  equipment  has,  in 
.some  places,  resulted  in  the  rich  and  sophisti- 
cated coming  into  emergency  rooms.  .A  recent 
survey  in  Michigan!  indicated  that  more  than 
half  the  patients  who  visited  emergency  rooms 
had  made  no  effort  to  locate  a private  prac- 
titioner first.  Emergency  departments  see 
more  non-traumatic  cases  than  they  do  acci- 
dental injuries. 

t Medical  World  News  published  a two-part  series  en- 
titled "Crisis  in  Emergenty  Care”  in  its  last  1970  and 
first  1971  issues. 


Efforts  have  been  made  to  upgrade  standards 
of  emergency  room  practice.  In  this  Journal 
(August  1970,  page  480)  Robert  Wegryn, 
M.D.,  presented  a thoughtful  analysis  of  the 
problem  and  suggested  standards.  Hospitals 
worry,  too,  about  legal  and  insurance  prob- 
lems that  develop.  In  over-populated  areas  of 
a city  the  emergency  rooms  tend  to  be  crowded 
with  patients  and  applicants  for  care,  with  the 
result  that  triage  and  the  setting  of  priorities 
may  become  a real  problem.  Some  hospitals 
permit  nurses,  or  even  clerks,  to  make  the 
preliminary  sorting  out  of  patients  to  deter- 
mine which  ones  need  the  swiftest  attention. 

In  spite  of  all  the  difficulties  (primarily  under- 
staffing and  underfunding)  we  do  have  a re- 
sponsibility to  keep  that  ever-lighted  door  to 
which  people  may  turn  in  emergencies  even 
if,  in  fact,  most  of  the  visits  there  are  not  for 
emergencies. 


Robert  R.  Cadmus,  M.D. 

It  would  not  be  fitting  to  let  pass  the  depar- 
ture of  Dr.  Cadmus  without  a word  about  his 
contribution  to  medical  education — and  in  a 
broader  sense,  medical  citizenship  in  our 
state.  He  presided  over  the  transition  of  a 
medical  school  from  a private  to  a state- 
operated  institution.  He  was  the  moving  spir- 
it behind  the  construction  of  the  new  cam- 
pus. He  established  numerous  teaching  affilia- 
tions. He  was  able  to  secure  federal  funding 
for  many  educational  projects  in  New  Jersey 
medicine. 

Perhaps  even  more  significant  was  his  sensi- 
tivity to  problems  of  our  citizens.  He  always 
saw  the  jiractice  of  medicine  as  a social 
science  as  well  as  a biological  one.  He  could 
never  tolerate  the  concept  of  a medical  school 
as  something  isolated  from,  even  aloof  from, 
the  community  around  it.  He  had  a finely 
honed  sense  of  the  citizenship  duties  of  the 
profession  and  its  professors.  He  has  estab- 
lished a superb  model  for  his  successors  in  the 
medical  school  presidency. 
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and  one  m?namd 

as  you  would  hope  to  find  it... 

natural  • unspoiled  • away  from  the  crowds 


Hard  to  believe...  a natural  beauty  spot  like  this ...  within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A 2*/2-mile  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its  finest.  $250,000  private  Lake  Naomi  Club  with  teen  center, 
ballroom,  cocktail  lounge,  and  dining  room  overlooking  the  lake.  Great  sailing,  fishing, 

horseback  riding.  Six  sand  beaches  with  lifeguards. 
PHYSICIANS  I New  $200,000  Olympic-size  swimming  pool,  tennis 

it’s  time  that  and  basketball  courts.  Championship  Pocono 

you  discovered  Manor  golf  courses  at  your  doorstep,  also  famous 

LAKE  NAOMI  Camelback  ski  area. 


the  incomparable 
second-home  retreat 


Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 

Office  and  house  models  open  till  9 P.M.  daily  on 
Rt.  940  at  Pocono  Pines.  Reached  via  80  & 81E 
or  by  N.E.  Ext.  of  Pa.  Turnpike.  Phone  717- 
646-2222. 
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Announcing 

Roche  Clinical  Laboratories 


An  Advanced 
Diagnostic  Center  for^ 
Standard,  Endocrine^ 
and  Special  Laboratory^! 


Professional 
Consultation 


I 


A New  Commitment  in  Health  Care 


A new  technological  achievement  that 
offers  a broad  scope  of  diagnostic 
testing.  Designed  to  provide  you,  your 
patients  and  your  hospital  with  highest 
quality  test  standards  for  better 
health-care  delivery. 


Simplified  specimen  preparation, 
daily  pickup  or  prepaid  mail,  and 
permanent  report  forms  are  all  part  of 
this  rapid,  accurate  diagnostic  service. 


Computerized 
Quality  Control 
to  prevent  error 


The  Roche  Professional  Representative 
welcomes  the  opportunity  to  introduce 
our  laboratory  service  to  you.  Please 
fill  in  the  coupon  below  for  additional 
information. 


Personal  Service  through 
Roche  Professional  Representatives 


ROCHE 


Roche  Clinical  Laboratories 

1 Fairfield  Crescent 

West  Caldwell.  New  Jersey  07006 

Gentie'Ten 

I am  interests;^';  ■!  i-  ;’ .1:;^ ’..t 
Roche  Ciir.aa.  L-;:;  a' 

Please  SOno  F-  . 1! 

Lac  j ^ a * - r C'  S r-  ^ " - . a ; ■ : u 1 


< A Unique  Professional 
Staff  of  Research 


P0  ^ ;-p.  t f , 


cr-'  p- 


Scientists  and  Practicing 
Clinicians 


Ef- 

fic- 

iency 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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The  transformation  of  one  type  of  malignant  tumor  to 
another  must  he  an  exceedingly  rare  phenomenon. 
Here,  however,  are  two  examples. 


Chronic  Lymphatic  Leukemia 
And  Lymphosarcoma 

Terminating  In  Multiple  Myeloma 


Marvin  Shuster,  M.D., 

WMfredo  C.  Causing,  M.D.,  et  al.* 
Perth  Amboy 

This  report  describes  two  patients  with  malig- 
nant disease  of  the  lymphocytic  system  trans- 
forming and  terminating  as  multiple  myeloma. 
One  patient  first  presented  with  chronic 
lymphocytic  leukemia  and  the  other  had 
lymphosarcoma. 

While  it  is  known  that  myeloma  cells  are 
neoplastic,  the  origins  of  the  plasma  cell  and 
its  relationship  to  other  cells  have  been  sub- 
ject to  dispute.  .\n  extensive  search  of  the 
literature  showed  no  leport  of  such  cases  of 
transformation  from  malignant  lymphocytic 
disease  to  myeloma.  Strobbee  recorded  the 
simultaneous  presence  of  chronic  lymphocytic 
leukemia  and  multiple  myeloma  but  made  no 
mention  of  metamorphosis  of  the  type  de- 
saibed  herein. 

Case  One 

.\  54-year-old  male  was  first  admitted  in  December 
1964,  with  pressure  symptoms  from  massive  hepato- 
splenomegaly.  At  that  time,  his  white  blood  cell  (\\  BC.) 
count  was  68300  with  86  per  cent  lymphocytes;  bone 
marrow  aspiration  was  diagnostic  of  chronic  lympho- 
cytic leukemia.  Treated  with  Chlorambucil®  and 
steroids  he  did  well  in  general,  but  the  splenomegaly 
did  not  completely  regress. 

In  May  1967,  he  was  admitted  to  Perth  .Amboy  General 
Hospital  with  a perforated  duodenal  ulcer  treated  with 
plication.  He  did  well  and  was  discharged  one  week 
after  surgery.  During  that  admission,  a protein  elec- 
trophoresis revealed  a decrease  in  albumin  with  an 
increase  in  alpha  1 and  alpha  2 globulins;  however, 
no  abnormal  spike  was  seen. 
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In  May  1968,  he  was  admitted  bectiuse  of  hematuria 
and  ecchymoses.  .At  that  time,  a circulating  anticoagu- 
lant was  noted  and  the  partial  thromboplastin  time, 
prothrombin  time,  coagulation  time,  and  Hicks-Pitney 
thromboplastin  generation  test  were  prolonged.  The 
thromboplastin  generation  test  was  not  corrected  by 
substitution  of  known  platelet  factor,  known  factor  IX, 
or  known  factor  A ll.  He  was  treated  with  steroids  and 
a short  course  of  6-mercaptopurine  with  no  apparent 
improvement.  From  June,  1968  to  June,  1969  he  re- 
cei\ed  no  myelotoxic  agents.  He  had  occasional  ecchy- 
moses but  no  gross  bleeding  episodes.  Follow-up 
prothrombin  lime  tests  remained  approximaieh  three- 
fold greater  than  control  levels. 

In  .April  1969,  he  developed  a marked  pancytopenia. 
Bone  marrow  at  that  time  revealed  hypercellularity, 
with  20  per  cent  erythroid  cells  showing  a normoblas- 
tic maturation.  The  granulocytic  series  made  up  40  per 
cent  of  the  myeloid  cells  with  some  maturation  arrest 
noted.  There  were  26  per  cent  lymphocytes.  .Additional 
focal  aggregates  of  Ivmphocytes  were  observed  in  the 
bone  marrow  sections.  Megakaryocytes  were  nonnal  in 
number  but  manv  demonstrated  minimal  thrombocyte 
formation.  Fhe  over-all  impression  was  that  of  hyper- 
splenism.  Blood  transfusion  and  steroid  therapy  pro- 
duced some  improvement  in  his  bloorl  count. 

In  Afay  1969,  he  develepetl  low  back  pain  which  became 
more  severe  over  the  next  month  aiul  he  was  hos- 
pitalized in  June  1969.  .Admittance  x-ray  studies 
showed  collapse  of  the  first  three  lumbar  vertebrae. 
He  had  severe  backache,  weakness,  anorexia,  and  re- 
current bleeding  from  hemorrhoids  and  occasional 
hemoptysis.  He  had  a profound  pancytopenia,  spleno- 
megaly, and  high  levels  of  circulating  anticoagulants. 
Fhe  spleen  was  enlarged  4 fingers  below  the  costal 
margin.  Protein  electrophoresis  at  this  time  revealed 
a monoclonal  g^mmopathy  with  a prominent  gamma 
spike. 

In  Julv  19(i9,  !)ouc  marrow  examination  revealed  64 
per  cent  distinctlv  abnormal  plasma  cells,  12  per  cent 
Ivmphocvtes,  13  per  cent  erythroid  cells,  and  11  per 
cent  granulocytes.  Most  of  the  plasma  cells  were  im- 
mature with  one  or  two  nucleoli.  Protein  electro 
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phoresis  again  showed  a gamma  spike  representing  46 
per  cent  of  the  total  protein.  Bone  survey  revealed 
multiple  lytic  areas  involving  the  skull,  right  humerus, 
and  both  femurs.  L rinary  Bence-Jones  protein  was 
absent.  Immunoelectrophoresis  revealed  an  increase 
of  IgG  globulin.  The  patient  developed  septic  fever 
with  shorJc  and  died  apparently  of  overwhelming  in- 
fection. Necropsy  revealed  multiple  myelomata  in- 
volving skull,  vertebrae,  sternum,  large  bones,  liver, 
spleen,  Ivmph  nodes,  kidneys,  atid  small  intestine. 
Extensive  bronchopneumonia  rvas  also  found. 

Case  Two 

A 58-year-old  male  was  admitted  to  the  Perth  Amboy 
General  Hospital  on  March  26,  1968,  with  tarry  stools 
and  general  weakness  of  two  weeks’  duration.  The 
tarry  stools  shorved  4 plus  occult  blood.  Normal 
studies  included:  SMA-12,  urinalysis,  VDRL,  coagula- 
tion profile,  .Schilling  test,  sickle-cell  test,  EGG,  liver 
scan,  chest  x-ray,  gastroscopy,  and  barium  enema.  The 
upper  gastrointestinal  series  was  suggestive  of  a du- 
odenal ulcer.  Hemoglobin  was  7 Gm.  per  100  ml., 
hematocrit  25  per  cent,  VV'BC  4,200  with  neutrophils 
5.S  per  cent,  lymphocytes  36  per  cent,  monocytes  7 per 
cent,  eosinophils  2 per  cent,  atypical  mononuclears 
7 ])er  cent,  and  occasional  target  cells.  Platelets  were 
a(le(|iiate. 

On  March  28,  he  received  two  units  of  packed  RBC 
which  raised  the  hemoglobin  to  11.  The  stool  returned 
to  normal  color,  but  the  occult  blood  remained  strongly 
])ositive  until  his  discharge  on  April  12,  when  his 
liemoglobin  was  8.9.  Then,  on  May  20,  he  was  admitted 
to  the  Newark  Beth  Israel  Metlical  Center  because  of 
anemia,  with  hemoglobin  of  7.  Exploratory  laparotomy 
revealed  a well-circumscribed,  walnut-sized  tumor  in 
the  small  intestine.  A diagnosis  of  lymphosarcoma 
with  metastasis  to  one  regional  lymph  node  was  made. 
Bone  hiopsy  showed  similar  involvement  of  the  mar- 
row. Chlorambucil®  was  given  but  was  discontinued 
later  because  of  low  leukocyte  count. 

He  was  readmitted  to  the  Perth  Amboy  General  Hos- 
pital in  .September,  1968,  because  of  progressive  weak- 
ness atul  intermittent  fever.  Physical  findings  were 
essentially  normal.  He  then  had  hemoglobin  of  7.8, 
with  macrocytosis,  basophilic  stippling,  and  rouleaux 
formation.  Peripheral  blood  smears  on  several  occa- 
sions revealed  plasma  cells  from  30  to  60  per  cent. 
Other  studies  included:  lg.\  560  mg.,  albumin  2.1, 
globulin  5.8,  and  an  A/G  ratio  of  0.56.  Reticulocytes 
were  4.3  per  cent,  and  Coombs  test  was  negative.  Serum 
electrophoresis  revealed  a spike  in  the  beta  fraction. 
There  was  2 plus  proteinuria  and  a Bence-Jones  pro- 
tein was  positive  on  two  occasions,  although  a radio- 
isoto])ic  liver  scan  was  normal. 

Iliac  bone  marrow  as[)iration  on  September  20  revealed 
hypofdasia,  and  sternal  bone  marrow  on  the  same  day 
revealed  erythroid  hyperplasia  with  megaloblastoid 
maturation,  with  10  per  cent  lymphocytoid-plasmacytes. 
In  some  areas,  these  appeared  as  ticsts  of  cells  with 
eccentric  nuclei  and  large  nucleoli:  a few  of  the 
atypical  plasma  cells  contained  Russell  bodies.  Atypical 
lymphocytes  were  also  seen,  some  i>f  which  were 
binucleated.  He  was  given  two  units  of  packed  RBC., 
I’olycillin®,  Cytoxan^,  prednisone,  and  testosterone. 
In  a few  days  the  patient  became  afebrile  and  showed 
remarkable  improvement.  He  was  discharged  on  Oc- 
tober 14,  1968,  on  Cytoxati®,  testosterone,  and  predni- 
sone. 

When  readmitted  on  .March  16,  1969,  because  of  gen- 


eral deterioration  of  his  condition,  his  hemoglobin  was 
found  to  be  7.  He  was  transfused  with  four  units  of 
whole  blood.  Bone  marrow  aspiration  on  March  21, 
showed  multiple  myeloma.  Urinary  Bence-Jones 
protein  test  was  positive,  but  bone  survey  failed  to 
reveal  any  lesions.  On  May  12  the  urine  showed  3 plus 
protein  and  blood  studies  included  BUN  38,  uric  acid 
10,  total  bilirubin  1.5,  total  protein  8.4,  and  an  A/G 
ratio  of  0.44:  LDH  275  units,  alkaline  phosphatase  26 
Bodansky  units,  SGOT  47  K.U.,  hematocrit  23  per 
cent,  hemoglobin  7.8,  RBC  2.5  million,  WBC  4500, 
with  9 per  cent  bands,  7 per  cent  neutrophils,  1 per 
cent  lymphocytes,  2 per  cent  monocytes,  1 per  cent 
eosinophils,  77  per  cent  atypical  mononuclears,  and  3 
per  cent  myelocytes.  Most  of  the  atypical  mononuclears 
were  of  the  lympho-plasmacytoid  type.  There  were  3 
nucleated  RBC’s/100  WBC  and  rouleaux  formation.  He 
deteriorated  rapidly  and  e.xpired  on  May  16,  1969. 
.Autopsy  permission  was  not  granted. 

Discussion 

The  plasma  cell  was  discovered  and  accurately 
described  by  Ramon  y Cajal  in  1890.  He 
named  it  the  cianophil  cell  and  believed  that 
it  originated  from  tissue  lymphocytes.  Mar- 
schalko  considered  that  plasma  cells  came 
from  hemic  lymphocytes,  reasoning  that  in 
foci  of  artificially  produced  inflamation  the 
number  of  plasma  cells  was  so  great,  and 
their  appearance  so  sudden,  as  to  exclude  a 
possible  origin  from  tissue  elements;  lympho- 
cytes when  grouped  about  the  wall  of  a 
blood  vessel  were  so  arranged  that  plasma 
cells  occupied  the  outermost  regions  of  the 
infiltration,  while  lymphocytes  were  nearest  to 
the  vessels;  in  aseptic  reparative  processes 
plasma  cells  were  never  seen;  and  in  leuko- 
cytosis experimentally  produced  with  tubercle 
or  bacterial  proteins,  plasma  cells  and  transi- 
tional stages  were  plentiful  within  blood 
vessels. 

Maximow  and  Bloom  reported  that  plasma 
cells  could  develop  from  lymjjhocytes  and  that 
this  transition  could  be  followed  in  tissue 
culture.  Early  concepts  of  myeloma  cell  origin 
included  lymphocytes,  myeloblasts  or  erythro- 
blasts  as  the  immediate  precursors.  Michels, 
in  a detailed  1931  review  of  the  morpho- 
genesis, functions,  and  development  of  the 
plasma  cells  pointed  out  that  amitosis  leading 
to  the  formation  of  multinucleated  cells  is 
a freejuent  phenomenon.  He  listed  lour  hy- 
potheses of  j)lasma  cell  origin:  (1)  histogenous 
origin  from  the  connective  tissue  cells,  includ- 
ing tissue  lymphocytes,  hemohistioblasts,  etc.; 
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(2)  a hematogenic  origin  from  emigrated 
lymphocvtes;  f3)  mixed  origins  from  emi- 
grated lymphocytes  (monocytes)  or  pre-exist- 
ent tissue  lymphocytes;  and  (4)  an  origin  from 
immature  blood  cells  (myeloblasts,  hemo- 
blasts,  erythroblasts)  through  aberration  or 
abortions. 

Maximow's  tissue  culture  (1922-1923)  showed 
that  in  explants  of  lymphoid  tissue,  plasma 
cells  developed  from  local  lymphocytes  in  the 
course  of  2 days.  Other  authors  also  believed 
that  jjlasma  cells  can  arise  in  four  different 
ways;  (1)  from  lymphocytes  only;  (2)  mesen- 
chymal elements  only;  (3)  from  both  lympho- 
cytes and  mesenchvmal  cells:  and  (4)  inde- 
pendent of  other  cells. 

McMillans  has  described  plasmacytes  of  two 
different  types  and  origins,  the  lymphocytic 
plasmacytes  and  the  blast  cell  plasmacytes. 
Tompkins  showed  that  the  small  lymphocytes 
with  atypical  nuclei  can  metamorphose  into 
plasma  cells;  he  believed  that  the  transforma- 
tion begins  entirely  within  the  atypical  nuclei 
and  spreads  to  the  cytoplasm  only  secondarily. 
.Marschalko  also  believed  that  the  nucleus  was 
important  in  the  differentiation  of  plasma 
cells,  basing  this  conclusion  upon  mutually 
supportive  hislocheniical  and  morphologic 
transitions. 

[ackson  and  associates  noted  the  similarity  of 
multiple  myeloma  to  lymphomas  and  wrote: 
“The  type  cell  (plasma)  belongs  beyond  ques- 
tion to  the  lymphoid  series  and  the  clinical 
])icture  finds  analogies  throughout  its  course 
in  the  pathologic  and  symptomatic  picture  of 
the  lymphomata.”  Maldonado’s  group  demon- 
strated intermediate  forms  of  lymphocytes 
and  plasma  cells  by  electronmicroscopy . 
Lymphoplasmacytoid  cells  have  been  ob- 
served in  cultures  of  small  Ivmphocytes  ob- 
tained from  human  peripheral  blood. 

Bartfield  and  Juliar  seem  to  sup|>ort  the  con- 
tention that  it  is  probable  that  the  apparent 
variety  is  merely  due  to  anaplastic  changes 
in  one  fundamental  cell  type.  Osserman  favors 
the  thesis  that  the  characteristic  myeloma 
proteins  are  products  of  abnormal  plasma 


cells.  The  observation  of  similar  abnormal 
proteins  in  occasional  cases  classified  histo- 
logically and  clinically  as  lymphosarcoma  and 
lymphatic  leukemia  suggests  that  these  neo- 
plastic cells  are  functionally  related  to  the 
plasma  cells  of  myeloma. 

Sundberg  has  stated  that  lymphocytes  and 
plasma  cells  often  occur  together  in  lymphatic 
tissue,  the  bone  marrow,  in  connective  tissue, 
and  in  the  blood.  Immature  forms  of  both 
lymphocytes  and  plasma  cells  show  morpho- 
logic similarities  which  have  been  appreciated 
for  many  years,  and  even  mature-appearing 
lymphocytes  seem  capable  of  transformation 
into  plasma  cells. 

Because  of  the  extensive  evidence  pointing  to 
lymphocytes  as  the  origin  of  the  plasma  cells, 
we  believe  that  malignant  diseases  of  lympho- 
cytic nature,  such  as  demonstrated  in  our  two 
cases  (chronic  lymphocytic  leukemia  and 
lymphosarcoma),  can  terminate  in  multiple 
myeloma,  Custer  and  Bernhard  and  Graver 
were  of  the  opinion  that  Hodgkin’s  disease, 
reticulum  cell  sarcoma,  lymphosarcoma,  and 
lymphatic  leukemia  were  all  mesenchymal 
tumors  which  varied  only  in  degree  and  type 
of  differentiation.  They  noted  that  at  one 
time  or  another  during  their  clinical  course, 
these  diseases  may  present  different  cellular 
expressions  and  morphology.  These  trans- 
formations were  detected  because  of  the  pro- 
longed clinical  courses,  permitting  frequent 
follow-up  examination  of  the  bone  marrow, 
lymph  nodes,  and  other  tissues  in  addition  to 
alterations  of  proteim  and  development  of 
skeletal  lesions. 

The  myeloproliferative  syndrome  comprises 
an  interrelated  group  of  diseases  involving 
hematopoietically  active  cells.  Clinical  experi- 
ence has  shown  innumerable  instances  where 
it  has  Iteen  impossible  to  strictly  categorize  a 
patient  s morphologic  findings  into  a specific 
entity.  .\lso,  in  following  a patient’s  course, 
even  without  the  interfering  aspect  of  ther- 
apy, the  classical  findings  of  a well-known  dis- 
ease such  as  polycythemia  might  be  followed 
by  the  classical  manifestations  of  myelogenous 
leukemia. 
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A clearer  way  ot  viewing  this  situation  is 
through  the  observation  that  a stimulus  or 
stimuli  act  on  the  hematopoietic  elements,  be 
they  in  marrow  or  in  the  widely  dispersed 
reticuloendothelial  tissues,  to  give  a spectrum 
of  diseases  which,  at  different  stages  in  clinical 
evolution,  may  fulfill  the  criteria  of  clearly 
defined  individual  diseases. 

Noting  that  the  lympho-proliferative  syn- 
drome now  is  generally  recognized  to  en- 
compass the  various  malignant  lymphomas 
and  lymphocytic  leukemia,  and  that  the  plas- 
ma cells  arise  from  lymphocytes,  it  is  an  easy 
step  to  include  these  disorders  within  the  lym- 
pho-proliferative syndrome.  Dameshek  and 
Gunz  have  called  this  group  of  diseases  the 
inmiuno-proliferative  syndrome.  It  is  not 
known  what  single  stimulus  or  group  of  stim- 
uli initiate  the  abnormal  processes  giving 
morphologic  and  clinical  derangements  in 
these  patients.  This  group  of  diseases  can  be 
broadened  to  include  the  benign  hyperplastic 
conditions  involving  the  lympho-plasma-retic- 
ulum  cells  as  well  as  the  progressive  and  obvi- 
ously malignant  processes. 

recent  clinicopathological  conference  report 
in  the  British  Medical  Journal  discussed  a 
case  of  Waldenstrom’s  macroglobulinemia 
treated  with  Chlorambucil®.  After  a short 
time,  increased  numbers  of  plasma  cells  were 
noted  in  the  bone  marrow.  One  of  the  discus- 
sants mentioned  the  possibility  of  therapy  act- 
ing to  produce  an  alteration  of  lymphocytes 
into  plasma  cells.  Since  our  own  two  cases  also 
were  treated  with  cytotoxic  agents,  namely 
Chlorambucil®  and  Cytoxan®,  we  must  con- 
sider that  these  may  serve  as  the  stimulus,  or 
as  an  added  stimulus,  to  initiate  or  hasten 
the  morphologic  transformation  of  lympho- 
cytes into  plasma  cells.  However,  attribution 
of  this  transformation  to  cytotoxic  agents 
alone  is  difficult,  since  they  are  widely  used 
in  treating  lymphatic  malignancy;  thus  one 
would  expect  to  see  this  transformation  more 
commonly.  Perhaps  a greater  awareness  of 
this  change  will  demonstrate  more  cases. 


Distinct  Disease  Entities  Within  The 
Lympho-Plasma-Reticulum  Cell 
Proliferative  Syndrome 

I hymic  alymphoplasia 

Lymphocytic  leukemia—  acute 

chronic 

.Malignant  lymphoma—  giant  follicular  lymphoma 

small  cell  lymphosarcoma 

large  cell  (lymphoblastic) 
lymphosarcoma 

Hodgkin’s  disease 

Reticulum  cell  sarcoma 

Symptomatic  monoclonal  gammopathies 

.\symptomatic  monoclonal  gammopathies 

Multiple  myeloma 

-\myloidosis 

.\uto-immunc  or  collagen  diseases 

Summar)z 

.Multiple  myeloma  is  a malignant  neoplasm 
of  the  plasma  cell  series,  usually  diagnosed  on 
the  basis  of  clinical  signs  and  symptoms  and 
confirmed  by  bone  marrow  aspiration  or  bi- 
opsy of  an  affected  bone.  There  is  frequently 
weakness,  weight  loss,  bone  pain,  anemia, 
bleeding  tendency,  lytic  lesions  of  the  skeleton 
and  presence  of  abnormal  protein  components 
in  the  blood  and/or  urine.  This  paper  de- 
scribes two  patients  in  whom  myeloma  was 
preceded  by  malignant  disease  of  lymphocytic 
series.  Transformation  of  lymphocytes  to 
plasma  cells  has  been  described  by  many 
authors.  Clinicians  should  be  alerted  to  the 
possible  transformation  of  a malignant 
lymphoma  to  multiple  myeloma.  The  jxrssible 
implication  of  chemical  agents  potentiating 
this  change  is  discussed. 

A bibliographic  listing  of  48  citations  is  available  from 
the  author  upon  request. 
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when  an  unnerving  experience 
compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  cat feinates 

In  addition  to  piiin,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  I he 
logical  choice  is  IMicnaphcn  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge"  off.  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It's  no 
accident  that  the  IMicnaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don't  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

with  Codeine 

16.2  mg.  (wuniing  may  be  habit  lormmg):  Aspirin  (2>/2  gr.l,  162.0  mg.; 
Phcnacctin  gr.).  104.0  mg.:  tl\ ttscyamme  sulfate,  O.O.S I mg.:  Codeine 
phosphate,  *4  gr.  (No.  2),  ' i gr.  (No.  .P,  or  I gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimtd  possibility  of  side  ett'ects. 

Its  use  freipiently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  .Side  efTeets:  Side  effects  arc 
vmcommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  — I or  2 capsules  every  .1  to  4 hours 
as  needed:  Phenaphen  No.  4—1  capsule  every  to  4 hours  as  needed. 

F or  further  details  sec  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 
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'head  clear  upon  arising’ 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /I'H'J^OBINS 

prescribing  information  appears  on  next  page 


Dimetapp 

Extentabs 

Oimetane"  {brompheniramine  maleate),  12  mg.,  phenyl- 
ephrine HCI.  15  mg  . phenylpropanolamine  HCI,  15  mg 


A.H.  Robins  Company 
Richmond,  Va.  23220 


There  are  no  medals  for 
loneliness. 


There  are  medals  for  heroism.  Valor. 
Bravery.  And  for  distinguished  service. 

But  there  are  no  medals  for  lone- 
liness. 

That's  why  the  USO  is  there. 

It’s  a nice,  clean,  well-lighted  place 
that  our  3V2  million  young  servicemen 
and  women  around  the  world  need. 
And  the  USO  is  everywhere.  From 
Alaska  to  the  jungles.  From  big  posts 
to  the  boondocks. 


Sometimes  it’s  just  a warm  place 
where  people  can  meet,  relax,  write 
letters  or  tape-record  letters  home. 

Sometimes  it’s  help  for  a young 
family  looking  for  a place  to  live.  A 
touring  show  and  a few  laughs.  Tick- 
ets to  this  or  that.  Most  of  all,  it’s 
people  who  are  concerned. 

But  the  USO  needs  your  help.  It 
gets  no  government  funds.  It  depends 
entirely  on  your  gifts  to  the  United 


Fund,  Community  Chest  or  local  USO 
campaign. 


Remember,  that  can  be  a lonely 
world  out  there.  So  we’re  asking.  And 
hoping. 

Please  give. 

Our  servicemen 
give  more. 
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DELTASONE@TABLETS-2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Re/af/Ve— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
''  adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  eff 
in  mind  and  perform  periodic  serum  potassium  determinations 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturber 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  srI 
stantial  doses  of  steroids  for  prolonged  periods,  and  eviderk 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Flj 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  - 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  ha 
been  noted  in  children  on  corticoids  for  six  months  or  more.  FollcU 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  The  • 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticc)! 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovf’^ 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoi^ 
during  pregnancy,  since  spontaneous  remission  of  some  disease 
such  as  rheumatoid  arthritis  may  oocur.  Long  term  corticoid  thera,' 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylax 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take  X-ra 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  ar 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recor 
mended.  Since  prednisone  causes  less  salt  and  water  retenti 
than  many  other  glucocorticoids,  patients  should  be  observ' 
closely  for  development  of  undesirable  hormonal  effects  that  a 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hype 
tension  due  to  salt  and  water  retention.  Continued  supervision 
patients  after  cessation  of  therapy  is  essential,  since  there  may  li 
a sudden  reappearance  of  severe  disease  manifestation. 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  cor 
coids  include:  Custiing’s  syndrome,  moon  facies, 'supraclavicul 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insufl 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery 
severe  illness;  protein  catabolism  with  negative  nitrogen  balanc 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggr; 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuri 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracture 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complic; 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggr; 
vation  or  masking  of  infection;  increased  blood  pressure 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  ir 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomni, 
psychic  disturbances  especially  abnormal  euphoria;  nervousnes: 
posterior  subcapsular  cataracts  occasionally  requiring  extractioi 
increased  intraocular  tension;  increased  intracranial  pressure  wit 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  ang 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childreil 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usuallj 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored- 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  fo 
strips. 

For  additional  product  information,  consult  the  package  insei 
or  see  your  Upjohn  representative. 
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(prednisone,  Upjohn)  > 

an  economical 
prednisone 
that's  made 
a name  for  itself 


All  of  us  arc  twxu  expected  to  know  something  about 
common  pesticides.  Here  you  are  prox'ided  rvith  a 
unic]tte  primer. 


Physicians’  Pesticide  Primer* 


Donald  S.  Kwalick,  M.D./Trenton 

In  suspected  pesticide  poisoning  your  State 
Department  of  Health  offers  services  essential 
for  confirmatory'  diagnosis.  These  services 
include: 

1.  Determinations  of  seriiin  and  RBC  cholinesterase 
in  suspected  organophosphate  or  carbamate  intoxica- 
tions; 

2.  Analyses  of  serum,  urine,  and  gastric  contents  for 
identification  of  various  pesticides  or  their  metabolites; 
and; 

3.  Identification  of  whether  unknown  sithstances  sus- 
pected of  poisoning  a patient  contain  pesticides. 

In  suspected  pesticide  poisoning,  collect  the 
following  specimens  as  soon  as  possible  during 
treatment:  (1)  Blood — heparinized  and  clot- 
ted: (2)  Urine;  and  (3)  Gastric  Contents — if 
ingestion  is  susp>ected. 

Refrigerate  all  specimens  but  don’t  freeze 
them.  Telephone  the  Pesticide  Project — Area 
Code  609-292-7608,  Monday  through  Friday, 
9 a.m.  to  5 p.m.  After  hours,  call  609-392- 
2020. 

The  New  Jersey  Community  Study  on  Pesti- 
cides (hereafter  referred  to  as  the  Pesticide 
Project)  is  sponsored  jointly  by  the  Office  of 
Pesticides  and  Product  Safety  of  the  Federal 
Food  and  Drug  Administration  and  the  New 
Jersey  Department  of  Health,  and  is  part  of 
a nationally  coordinated  study  in  fifteen 
states. 

The  acute  effects  of  pesticide  poisonings  are 
well  understood,  but  the  effects  of  long-term, 
low-level  exposure  are  unknown.  To  deter- 
mine whether  chronic  effects  exist,  the  Proj- 
ect has  selected  200  individuals  (farmers,  pest 
control  applicators,  aerial  applicators,  and 
formulators)  who  are  occupationally-exposed 
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to  high  levels  of  pesticides.  If  these  persons 
do  not  demonstrate  any  effects  from  pro- 
longed exposure,  then  the  general  population 
whose  exposure  is  far  less  should  show  no 
effects.  These  persons  are  compared  with  a 
group  of  50  minimally-exjxised  “controls”  for 
any  differences  in  blood  and  urine  biochem- 
istry, renal  and  liver  function  tests,  complete 
blood  counts,  urinalyses,  pesticide  residues, 
and  physical  signs  or  symptoms.  Each  subject 
is  given  an  annual  physical  examination,  an 
electrocardiogram,  and  a chest  X-ray. 

The  Pesticide  Project  has  found,  as  would  be 
expected,  that  persons  exposed  to  pesticides 
in  their  occupation  have  higher  serum  resi- 
dues of  pesticides  than  general  population  or 
control  individuals.  For  example,  the  mean 
residue  for  DDT  in  our  exposed  industrial 
population  is  28.8  ppbf,  while  in  the  mini- 
mally-exposed and  general  population  it  is 
4.4  ppbf.  Thus  far,  no  abnormal  biochem- 
ical chronic  changes  have  been  found  in  the 
exposed  individuals  compared  with  our  mini- 
mally-exposed control  group.  However,  com- 
paring 40  controls  with  52  exposed  (farmers 
and  pest  control  operators)  disclosed  a statis- 
tically significant  difference  in  the  number  of 
individuals  with  hearing  and  eye  problems, 
chronic  cough  and  sinusitis,  dizziness  and 
headaches,  and  hypertension. 

The  acute  toxicity  of  pesticides  varies  from 
very  mild  to  extremely  high.  The  relative 
differences  are  seen  in  Table  I,  which  pre- 

*Dr.  Kwalick  is  Director  of  our  State  Health  Depart- 
ment’s Community  Study  on  Pesticides.  This  comes 
from  material  presented  as  a scientific  exhibit  at  the 
Annual  Meeting  of  The  Medical  Society  of  New  Jersey. 
Atlantic  City,  New  Jersey,  May  16-19,  1970.  The  work 
was  supported  by  the  U.S.  Department  of  Health, 
Education,  and  Welfare;  the  Public  Health  Service; 
and  the  Eood  and  Drug  Administration, 
fparts  per  billion 
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Table  1 

General  Guide  for  Estimating  Lethal  Dose  of 
Poisonous  Substances** 

Acute 

Oral 

LD50 

Acute  Any  Probable  Lethal  Oral 

1 oxicity  Animal  Dose  of  Technical  Grade 

Rating (mg/kg  Material  for  Human  Adult 

extremely  high  5 few  drops 

high  5-50  “a  pinch"  to  1 teaspoon 

moderate  50  500  1 teaspoon  to  1 tablespoon 

mild  500-5,000  I ounce  to  1 pint  (lb.) 

\ery  mild  5,000-15,000  1 pint  to  1 quart  ^2  lb.) 

**This  table  has  been  adapted  from  Clinical  Hand- 
book on  Ecoriomic  Poisons,  Hayes,  W.  J.,  Jr.,  United 
States  Public  Health  Service  Publication  No.  476, 
reprinted  January  1967,  p.  4. 

seats  a general  guide  of  lethal  dose  for  any 
poisonous  material.  Many  compounds  are 
Itest  classified  by  generic  and/or  chemical 
type,  rhe  most  commonly  u,sed  pesticides  in 
New  jersey  and  their  relative  toxicity  are 
presentetl  alpliabetically  in  Table  11. 


cretise  in  the  tise  of  less  persistent  compounds 
such  as  carbamates  and  organophosphates. 
.Although  less  persistent,  the  organophos- 
phates include  some  of  the  most  dangerous 
chemicals  known  to  man.  An  increased  num- 
ber of  poisonings  with  possible  fatal  out- 
comes can  be  expected  with  the  anticipated 
rise  in  organophosphate  usage  unless  there  is 
stringent  control  on  the  purchase  and  use  of 
these  substances,  and  unless  there  is  inten- 
sive education  of  the  public  and  many  occu- 
pationally-exposed individuals. 

The  pharmacology,  onset,  signs  and  symp- 
toms, and  treatment  of  the  more  common 
pesticide  poi.sonings  are  summarized  in  Table 
III. 

Many  clinical  effects  of  jresticide  poisonings 
are  similar  Init  treatment  varies.  In  any 


Table  II 


Commonly  used  Pesticides  in  New  Jersey— Type  and  Retatioe  Toxicity 


Generic  and/or  Common  Examples 

Chemical  Type 

\niicoagulant  tVarfarin 

lodenticides 


Arsenicals  & other 
heavy  metals 
(Hg,  Pb,  Cu) 

Ilotanical 

insecticides 

Carbamates 


Clilorinated 

Hydrocarbons 


Herbicides 

(chlorphenoxy) 


Organophosphates 


.\rsenic 

.Arsenic  Trioxide 
■Sodium  .Arsenite 

Cube  Pyiethrum 

Derris  Rotenone 


Carbary  1 (Sevin)  \abam 

Ferbam  Maneb  /ineb 

Fit  ran  Zectan 


A I dr  in 

Dieldrin 

Endrin 

Benzene  hexachloride  (BHC) 
Chlordane 


DDF 

Toxaphene 

Heptachlor 

Lindane 

Methoxychlor 


2,4-dichlorophenoxyacetic  acid  (2,4-D) 
2,4,5-trichlorophenoxyacetic  acid  (2,4, 5-T) 
(MCPA)  2-Methyl-4-chlorophenoxyacetic  acid 


Chlorthion 
Decapthon 
DDVP  (Vapona) 
Diazinon 


Malathion 

Parathion 

Phosdrin 

TEPP 


Acute  Toxicity 
Rating 

mild— depends 
upon  dosage 

extremelv  high 


mild 


mild  to 
moderate 


very  mild  to 
high 


very  mild 
to  mild 


moderate  to 

extremely  high 


Organophosphates  have  caused  over  60  per- 
cent (52  of  82)  of  the  reported  pesticide 
poisonings.  Since  1967  the  number  of  organo 
phosphate  poisonings  has  greatly  exceeded 
poisoning  from  other  j^esticides.  ^Vith  the 
tlecreased  use  of  persistent  pesticides  (such 
as  DDT)  there  will  be  a corresponding  in- 


jxrisoning  where  ingestion  is  suspected,  gas- 
tric lavage  Avith  several  liters  of  water  is  in- 
dicated. If  the  patient  is  conscious,  an  emetic 
may  be  administered  or  sodium  sulfate  ca- 
tharsis may  be  useful.  Therapy  should  not 
await  laboratory  confirmation,  but  begun  at 
the  earliest  suspicion. 
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ONSET  OF  ACTION 


CHLORINATED  HYDROCARBONS 

Thirty  minutes  to  several  hours 


Fifteen  to  thirty  minutes  to 
one  to  two  hours 


ORGANIC  PHOSPHATES 


Minutes  to  several  hours  - usually 
very  rapid. 


PHARMACOLOGY 


CNS  depression  &/or  stimulation  (varies) 


Reversible  choline ste ras 
inhibition 


Irreversible  cholinesterase 
inhibit  ion 


ABSORPTION 


All  portals  except  skin  with  Dilan  and  DDT 


All  portals  including  skin 


All  portals  including  akin 


ACLTE  SIGNS 
AND 

SYMPTOMS 


General: 

apprehension 

headache 

nervousness 

respiratory 

failure 

weakness 

Gastrointestinal : 
anorexia 
nausea 
vomit  ing 
diarrhea 


Neuromuscular : 
coma 

convulsions 
muscular  twitching 
& fibrillation 
paresthesia 
tremors 


General : 

giddiness 
headache 
lightheadedness 
nervousne  ss 
Cardiovascular: 
bradycardia 
bounding  pulse 
decreased  blood 
pressure 
palpitation 


Glandular: 

salivation 

sweating 

lacrimation 

Gastrointestinal : 
abdominal  cramps 
nausea 
vomiting 
diarrhea 


Neuromuscular: 
arref  lexia 
coma 

convulsions 

miosis 

blurred  vision 

fibrillation 

tremor 

Respiratory: 

cyanosis 

dyspnea 

pulmonary  edema 


Symptomatic  dependent  upon  condition 
Artificial  respiration  p.r.n. 

Remove  toxicants  - emesis  or  lavage  as 
indicated 

Decontaminate  skin,  hair  & nails  with  soap 
water 


See  Organic  Phosphate 


Maintain  patent  airway 
Suction  excessive  secretions 
Artificial  respiration  if  necessary 
Oxygenation  to  overcome  cyanosis 
Gastric  lavage  as  Indicated 
Decontamination  of  skin,  hair  (b 
nails  with  soap  & water  followed 
by  alcohol  sponging 


For  control  of  convulsions  use 

sodium  pentobarbital  p.  o.  , i .m.  ,i. v . 
sodium  phenobarbital 
? calcium  gluconate 
? valium 


CONTRAINDICATI ONS 


Avoid  using  oily  cathartics,  as  these 
enhance  absorption  of  organochlorines 
Epinephrine  contraindicated 


Atropine  sulfate  p.o.  or  i.m. 
depending  upon  severity  of 
symptoms 


Pralidoxime  (2-PAM)  is  NOT 
recommended 

Tranquilizers,  aminophylline , 
morphine  contraindicated 


Severe  Cases: 

Atropine  sulfate  parenterally 
2-4  mg.  q.  5-15  min.  until 
atropinized  (dry, warm  skin  it 
tachycardia)  Child  dose  .015-. 05 
mgAg. 

PralidoximeC 2-PAM)  1-1.5  gram 
deep  i.m.  or  i.v. 

Child  dose  25-50  mg/kg 
May  double  doses  if  necessary 
Milder  Cases : 

Atropine  1-2  mg  p.o.  or  i.m.qlh 
PraIidoxime(  2-PAM)  1-2  gram  p.o 


after 


Observe  closely  24-48  hrs. 
symptoms  subside 

Handle  contaminated  materials 
carefully 

Discard  contaminated  clothing 
carefully 

Phenothiazines , aminophylline , 
morphine,  theophylline  contra- 
indicated 


TABLE  m.  ONSET,  PHARMACOLOGY,  SIGNS  A SYMPTOMS,  & TREATMENT  OF  COMMON  ACUTE  PESTICIDE  POISONINGS 


Selected  Bibliography 

For  those  interested  in  more  extensive  reading  on  pesti- 
cides, a selected  reference  list  is  included  below. 

1.  Biological  Effects  of  Pesticides  in  Mammalian  Sys- 
tems, Annals  N.Y.  Acad.  Sci.,  Vol.  160.  Art.  1 (June 
23,  1960)  , Price  .‘523. 

2.  Cleaning  Our  Environment,  The  Chemical  Basis 
for  Action,  pp.  195-244,  Sept.  ’69,  Price  $2.75.ft 

3.  Clinical  Elandbook  on  Economic  Poisons,  Emergency 
Information  for  Treating  Poisoning,  Hayes,  W.  J.,  Jr., 
PHS  Publ.  No.  476,  Reprinted  Jan.  ’67,  Price  55 
cents.*** 

4.  Health  Aspects  of  Pesticides,  monthly  abstract  bulle- 
tin from  Pesticides  Program  of  FD.\,  Price  56.50  per 
year.*** 


5.  Orga7tic  Pesticides  in  the  Environment,  .Advances 
in  Chemistry  Series,  196i6,  Price  58.50.ff 

6.  Pesticides  Montoring  Journal,  monthlv  journal 
from  Pesticides  Program  of  FD.A,  Price  51-75  per 
year.*** 

7.  Report  of  the  Secretary’s  Commission  on  Pesticides 
and  Their  Relationship  to  Environmental  Health,  Dec. 
'69,  Price  53.*** 

8.  Safe  Use  of  Pesticides,  a manual  for  public  health 
personnel,  1967,  .APH.A,  1740  Broadway,  New  York 
10019,  Price  53. 


I I. Available  from  American  Chemical  Society,  1155 
Sixteenth  Street,  N.AA’.,  AVashington,  D.C.  20036. 

***For  Sale  by  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  P.O.  Box  1540,  AVashing- 
lon,  D.C.  20402. 
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PLUS 

FieKoplasf 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommerided  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia:  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
trsss. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  ••••, 

A Division  of  Glenwood  Laboratories  Inc 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City  

State Zip 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  odjwctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d. 

Inrpim  lOO  OOON.f  Unitt.Chymoltyiam:  8.000  N.F.  Units: 
«<)u«nleM m t/TPtic »clivit)i to 40 mtel  N F trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  cf.I.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtairted  in: 

Q Accidental  Trauma  Q Postoperative  Tissue  Reactions. 
Other  conventiorval  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a kr>own  sensitivity  to  trypsin  or  chymot  rypsin . 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  In 
pregnancy  has  r>ot  been  established. 

Adworsa  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  irtfrequently.  Reports  IrKlude  allergic  mani- 
festations (rash,  urticaria,  Itching),  gastrointestir\al  upset 
and  lr>creased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  ar>aphyfactlc 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  Or«  tablet  q.I.d. 

I THE  NATXMAL  DRUG  COMMNY 

I OMStON  Of  RCMAROSON  MERRELL  INC. 

I PHILAOELF^IA,  PEr«4SY1Jl/ANIA  19S44 

T*AD€MAK  SITASS  US.  PATENT  NO  1.004.«P3  9IT0  0C09A  l«1 


Bitabs 


Trypsin;  100,000  N.F,  Units,  Chymotrypsin;  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  ccHJ^  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprel 
therapy  that  combats  all  three  major 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  ollontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


jindications:  Known  sensitivity  to  sulfonamides, 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'Stemic  sulfonamides  should  be  observed  becouse  of  the  pos- 
' of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  monifestations  of  sulfonamide  toxicity  ore 
reosons  to  discontinue  treatment. 

Dosage:  One  opplicatorful  or  one  suppository  introvogi- 
nolly  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  opplicotor. 
Suppositories  - Box  of  12  with  opplicotor. 

TRADEMARK:  AVC  AV.104  2/71  Y-I49 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
I PHILADELPHIA.  PENNSYLVANIA  19144 


The  treatment  is  singubr 


Duplitalt-  hi  iili'f  ii.s  ii  l/icriipt'ii/ic  cxpri  < ! .Si 
gests  Dr.  Kuviu. 


o MIg- 


Personality  And 
Duplicate  Bridge 


Seymour  F.  Kuvin,  M.D./Newark 

Duplicate  bridge  presents  many  opportunities 
to  study  psychodynamics  and  psychopatholo- 
gy because  of  the  emotional  interaction  in- 
herent in  this  pastime.  It  is  a competitive 
sport,  structured  so  that  the  same  bridge 
hand  is  replayed  by  all  (or  most)  of  the  team 
pairs  in  the  competition.  The  hands  are  pre- 
dealt and  inserted  into  a carrier,  which  is 
passed  from  table  to  table  after  each  play, 
rhe  team  achieving  the  best  result  wins. 

• Mmost  empathetic  cooperation  is  necessary 
between  partners  lor  them  to  win.  I'hey  must 
communicate  values  and  “shape”  of  hands  to 
each  other  during  the  auction  so  as  to  reach 
an  appropriate  contract.  This  communication 
must  continue  during  the  play  of  the  hand. 
Communication  between  partners  is  a key 
factor  throughout  the  game,  and  it  is  often 
hampered  or  enhanced  by  the  personality 
structures  of  the  partners. 

The  Role  of  Aggression 

.Aggression  is  a forceful  and  goal-directed  ac- 
tion, which  may  be  healthy,  realistic,  and  con- 
structive when  it  is  used  as  a problem-solving 
measure  and  defense  against  attack.'  .Aggres- 
sion at  the  bridge  table  is  a healthy  pursuit  as 
opposed  to  the  pathological  self-destructive 
outcome  of  unresolved  unconscious  conflicts. 
Hence,  the  duplicate  bridge  tournament  may 
prove  to  be  a therapeutic  experience.  Prob- 
lem-solving ability  may  be  impaired,  however, 
when  the  aggressive  drive  is  released  in  ver- 
bal or  even  physical  rage  The  experienced 
bridge  player  is  well  aware  of  this  fact.  Part 
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of  his  expert  ability  is  his  efficient  use  of 
agression  in  solving  the  problems  at  hand 
and  winning  the  game,  instead  of  attacking 
his  (apparently  erring)  partner.  This  latter 
behavior  only  serves  to  destroy  self-esteem 
and  to  prevent  the  partner  from  using  logical 
thought,  thereby  clouding  intellectual  ability 
and  impairing  team  efficiency.  Acute  anger 
also  produces  the  somatic  symptoms  of  muscu- 
lar tension,  and  gastric  and  vasomotor  pheno- 
mena, which  may  produce  considerable  dis- 
comfort and  thereby  detract  from  the  plea- 
sures of  the  sport. 

•Aggression  is  an  inborn  drive  of  the  greatest 
clinical  significance  (along  with  sexual 
drive).  It  is  given  prime  consideration  here, 
but  passivity  must  be  mentioned  as  a behav- 
ior pattern  of  a converse  nature.  .Aggres- 
siveness and  passivity  have  been  described  to 
be  of  a sex-linked  nature  which  is  both  biolo- 
gically and  culturally  determined.  Men  are 
characterized  in  their  social  and  cultural  roles 
as  having  a higher  degree  of  aggressiveness, 
and,  according  to  many  bridge  experts,  are 
stronger  players  as  a rule  than  women,  who 
are  more  passive,  needing  to  receive  and  be 
dependent.  However,  there  are  many  women 
who  have  achieved  greater  status  as  bridge 
experts  than  men  of  lesser  ability. 

The  Effect  of  Affects 

The  spectrum  of  affective  behavior  is  experi- 
enced by  most  duplicate  bridge  players  dur- 
ing a tournament.  .Anger  is  an  expression  of 
aggression,  and,  when  directed  at  one’s  part- 
ner, may  impair  communication  and  judg- 
ment. .Similarlv,  dejection  or  shame  may 
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affect  team  performance.  There  is  a diminu- 
tion of  self-esteem  and  confidence  whicli  may 
occur  after  errors  in  play.  This  will  also 
impede  efficient,  constructive,  and  goal- 
directed  action  necessary  for  winning  per- 
formance. Other  affective  behaviors  experi- 
enced are  those  of  guilt,  euphoria  and,  of 
course,  the  most  prominent  one  of  anxiety. 

•\nxiety  represents  emotional  pain.  This  un- 
pleasant affect  results  from  unconscious  con- 
flicts between  repressed  drives  and  the  forces 
that  find  them  unacceptable.  The  accompany- 
ing body  sensations  of  j^alpitation,  perspira- 
tion, headache,  the  urge  to  void,  and  tight- 
ness in  the  chest  certainly  will  add  to  one’s 
discomfort  and  impede  winning  action.  How- 
ever, to  some  degree,  anxiety  can  be  benefi- 
cial in  play.  Mild  anxiety  warns  of  impend- 
ing danger,  and  enables  the  player  to  take 
the  necessary  steps  in  dealing  with  a threat. 
Hence  he  will  be  wary  and  on  guard,  and 
more  able  in  his  offensive  and  defensi\e  ac- 
tion. 

Psychopathology 

The  impact  of  psychojrathology  is  too  over- 
whelming to  be  considered  in  any  depth  in  a 
paper  of  this  length.  However,  one  key  exam- 
ple may  help  demonstrate  how  psychopathol- 
ogy may  be  underscored  and  divulged  in 
tournament  play. 

Many  expert  bridge  players  ha\e  obsessive- 
compulsive  facets  to  their  personality  struc- 
ture. The  defensive  mechanism  of  isolation 
with  total  repression  of  an  impulse  and  its 
associated  affect  (leaving  only  the  affectless 
idea  remaining)  may  prevent  discomfort  and 
interference  with  winning  play.  The  player 
regularly  adheres  to  the  rules  agreed  upon, 
without  deviation,  so  that  communication  is 
enhanced.  Play  is  efficient,  calculated,  and 
cold.  It  is  the  consistency  and  regularity  of 
)te  play,  in  this  instance,  that  leads  to  win- 
ning games,  rather  than  flexible  innovative 
style,  which  may  win  on  other  occasions.  .\n 
obsessive-compulsive  player,  however,  may  ex- 
hibit a great  degree  of  ambivalence  as  a rc- 
stdt  of  opposing  emotions,  ending  in  doubt  so 
paralyzing  that  a choice  of  play,  when  a dose 


choice  is  at  hand,  is  almost  impossible.  In- 
stead he  resorts  to  a mathematical  calculation 
of  choice  according  to  percentage  odds.  This 
same  player  may  exhibit  a heightened  sense 
of  self  and  of  self-criticism  in  his  concerns 
about  hurting  others.  He  may  show  guilty 
anxiety  which  may  necessitate  some  ritualism 
in  order  to  undo  the  forbidden  acts.  Ritual- 
ism of  various  sorts  is  frequently  observed  at 
the  bridge  table. 

Communication 

•\ccording  to  the  rules  and  ethics  of  the  du- 
plicate bridge  tournament,  only  limited  ver- 
bal communication  is  permitted  during  the 
auction.  The  folloAving  words  may  be  used 
alone  or  in  combination: 

Numbers  from  one  through  seven 
T he  four  suits  and  “no  trump” 

Double— redouble— pass 

Certain  instructional  phrases  such  as  “I  am  about  to 
make  a skip  bid.  Please  wait  10  seconds.” 

.\11  Other  A erbal  communication  is  forbidden 
because  of  the  inferences  created  thereby. 
Hence,  “Partner,  I’ll  bid  one  spade’’  may  be 
inferential  and  communicative  in  an  empa- 
thetic  team.  The  bid  is  limited  to  “One 
spade,’’  so  as  not  to  put  the  opposition  at  a 
disadvantage.  Non-verbal  communication  is 
strictly  forbidden.  This  ban,  however,  is  al- 
most impossible  to  enforce  because  of  uncon- 
scious efforts  at  non-verbal  communication. 
For  example,  the  wrinkling  of  one’s  brow 
may  communicate  information  to  the  partner 
even  though  neither  player  is  aware  of  this 
fact.  In  some  bridge  clubs,  efforts  have  been 
made  to  preclude  this  by  a variety  of  mechan- 
ical shields,  which  have  not  met  with  much 
success.  They  do  tend  to  impair  the  intrigue 
of  the  game  which  this  author  feels  is  en- 
hanced by  these  unconscious,  in^oluntary 
communications.  In  defensive  action  and  in 
the  play  of  the  hand,  commmunication  is  bv 
card  signals  such  as  “high-low”  discards,  etc. 
Movements  such  as  slamming  the  cards  on 
the  table  are  also  barred,  but  here  too  non- 
verbal communication  is  often  unconscious. 
The  challenge  of  tr)'ing  to  control  all  corn- 
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iminications  except  those  permitted  by  the 
rules  of  the  game  is  indeed  a trying  one. 

"Case  Report" 

Some  actual  observations  are  reported  in  the  following 
hand  auction  and  play.’ 


S K J 7 6 

H Q 10  8 4 
D 5 

C 10  9 5 4 


S Q 10  2 

n 1 9 7 6 3 2 

D >1 

C K 7 3 

Vul.-.N'S 
Dealer— S 


S A 4 3 

U A 

D K.  Q I 8 4 3 

C 8 6 2 


H 

D 

C 


K 5 

A 10  7 6 2 
A QJ 


South  arranges  his  hand  and  confidently  bids  one 
diamond.  There  is  no  overt  anxiety.  ^Vest  then  hesi- 
tates. He  is  at  a loss  for  a bid.  Anxiety  produces  some 
irritability,  restlessness,  and  mild  increase  in  perspira- 
tion. West  is  ambivalent  and  hesitates  longer  than 
propriety  permits  because  of  his  inability  to  make  a 
decision  (and  thereby  communicating  to  his  p.artner 
non  verbally  that  he  probably  has  the  values  in  his 
hand  for  a bid)  and  finally  passes.  North  responds 
“one  spade”  in  a flat,  unemotional  fashion.  East  then 
announces  "T'm  about  to  make  a skip  hid— please  wait 
ten  seconds.  Three  hearts.”  This  is  a pre-emptive  bid 
indicating  a weak  hand,  but  East  mav  have  u )t  made 
this  bid  had  not  West  communicated  (consciously  or 
unconsciously)  his  values.  East  quickly  realized  what 
he  did,  and  his  facial  expression  and  manner  conveyed 
some  guilt  and  shame.  He  remained  motionless  until 
South  called  the  tournament  director,  at  which  time  a 


flush  crept  over  East’s  face.  South  then  protested 
West’s  hesitation  in  an  aggressive  fashion,  producing 
further  anxiety  and  its  resultant  somatic  manifestations 
in  West  and  also  in  East.  The  bidding  was  reviewed 
and  then  the  director  allowed  the  bidding  to  continue, 
and  stated  that  if  the  N-S  team  was  harmed  by  the 
hesitation  he  would  rule  further.  South,  at  this  point, 
became  angry,  and  his  judgment  was  so  clouded  that 
he  passed.  The  other  players  passed  in  turn.  East 
played  the  contract  in  three  hearts,  and  by  careful  pla\ 
only  missed  his  contract  by  one  trick.  This  resulted  in 
a good  score  for  the  E-\V’  team.  South’s  anger  per- 
mitted him  to  defend  in  only  a mediocre  manner. 
.\fter  the  play,  the  director  was  recalled  and  the  E-W 
team  was  summarily  penalized  inasmuch  as  the  X-S 
team  was  declared  to  have  been  harmed  by  the  bid- 
ding. The  N-S  team’s  aggressions  were  satisfied.  E-\V 
team  was  embarrassed  with  some  degree  of  guilt  mani- 
fest in  East. 


Summary 

Bridge,  especially  duplicate  bridge,  is  a game 
fdled  with  emotional  expression.  Clues  to 
personality  structure  and  psychopathology 
are  often  disclosed.  It  is  postulated  that  this 
game  coidd  be  used  in  a diagnostic  or  thera- 
peutic setting  in  group  situations,  as  other 
games  and  devices  have  been  used  in  the 
past.  Institutions  and  therapeutic  communit- 
ies are  particularly  suited  to  using  this  game 
as  an  expressive  and  communicative  aid. 
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Jersey  Medical  Women 


l-'or  1971,  the  New  Jersey  Medical  \Vomen’s 
.\ssociation  has  elected  Dr.  Myra  Zinke  of 
Holmdel  as  its  new  President.  Dr.  Zinke,  who 
is  Vice-President  of  the  Monmouth  County 
Medical  .Society,  is  a Board  Certified  intern- 
ist and  is  a Fellow  of  the  American  College  of 

O 

Physicians.  Her  particular  interest  lies  in  liver 
disease,  especially  in  its  relationship  to 
hepatitis  and  alcoholism. 


Other  officers  sworn  in  with  Dr.  Zinke  are  as 
follows.  Presitlent-Elect,  Dr.  Berta  Ratios. 
Irvington;  First  \’ice  President,  Dr.  Satty  Gill 
Keswani,  Livingston;  Second  Vice  President, 
Dr.  Nancy  Durant,  Plainfield;  Treasurer,  Dr. 
Hilde  Baruch,  Elizabeth;  Recording  Secre- 
tary, Dr.  Barbara  Solemone,  Clifton;  and  Cor- 
responding Secretary,  Dr.  Sandra  Weiss- 
Schwartz. 
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Loridine  LM. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


indicated  for  use  against 
susceptible  organisms  causing : 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

relatively  painless  I.M. 
injection 


^due  to  susceptible  organisms 


Special  Kecommendulions 

Before  Administnilion  of  Loridine 

1 . Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  coniruindi- 
caied  in  patients  w ith  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinaly.ses.  urinary  output.  BUN, 
and  or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  w ith  other  pinentially 
nephrotoxic  drugs. 

4.  Becau.se  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  1(X)  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  w ill  respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERCENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Cm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
toctKci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Supcrinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


t Igridine’ 

I ^CEPHALORIDINE 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  piercent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Be- 
fore administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  I njection—horidine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses)- 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms.  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size,  rubber-  I 
stoppered;  1 Gm.,  10-mI.  size,  rubber-  [ 
stoppered.  (082t691 


Additional  infonnalion 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Physician  Education  And 
The  Community  Hospital* 


On  October  7,  1970,  a unique  symposium  was  held  at 
the  Rutgers  Medical  School.  The  topic  was  “Physician 
Education  and  the  Community  Hospital.”  The  papers 
and  panel  discussion  heard  on  that  occasion  are  re- 
produced below. 

Prime  sponsors  of  the  program  were  the  College  of 
Medicine  and  Dentistry  of  New  Jersey  and  the  New 
Jersey  Regional  Medical  Program.  Cosponsors  were 
our  state’s  Academy  of  Medicine,  the  Association  of 
Directors  of  Medical  Education,  the  New  Jersey  Osteo- 
pathic Association,  the  New  Jersey  Hospital  Associa- 
tion, and  The  Medical  Society  of  New  Jersey.  By  way 
of  background,  James  A.  Rogers,  M.D.,  for  the 
Regional  Medical  Program,  has  prepared  the  following 
introduction  from  a survey  lie  made  in  1969. 

The  community  hospital  is  becoming  the  fo- 
cal point  of  health  care,  involving  the  knowl- 
edge and  skills  of  the  physicians,  nurses,  and 
paramedical  personnel  w’ho  must  interact  in 
an  organized  fashion  to  bring  about  better 
patient  care.  Continuing  medical  education 
simply  must  be  made  an  important  function 
in  the  community  hospital.  Here,  medical 
staffs  can  secure  continuing  education  wdth 
the  least  disruption  of  their  professional 
schedule.  It  is  at  the  community  hospital  that 
physicians  do  much  of  their  problem  solving, 
and  here  is  where  the  records  of  their  results 
may  be  used  as  staff  assessment  tests.  These 
tests  and  other  medical  audits  will  help  to 
determine  educational  needs  of  the  staff  and 
to  prepare  continuing  educational  curricula. 

The  medical  school  must  link  itself  to  the 
community  hospital  in  graduate  educational 
activities  to  reach  the  practicing  physician. 
This  relationship  is  an  effective  way  to  trans- 
mit medical  knowledge.  This  seminar  points 
out  that  strong  bonds  must  exist  between  the 
medical  school  and  community  hospitals.  The 
medical  school  will  look  to  the  community 

•Reprints  of  this  entire  section  (11  articles  plus  panel 
discussion)  are  available  in  brochure  form  upon  re- 
quest from  the  New  Jersey  Regional  Medical  Pro- 
gram, 7 Glenwood  Avenue,  East  Orange,  New  Tersev 
07017.  ■'  ’ 


hospital  for  clinical  teaching  material  and 
the  hospital  will  look  to  the  medical  school 
for  direction  in  continuing  physician  educa- 
tion. 

New  hospital  affiliations  with  the  medical 
school  will  produce  more  hospital  beds  for 
the  teaching  of  more  medical  students  with- 
out vast  capital  outlays.  It  is  important  effec- 
tively to  utilize  present  facilities. 

•\n  analysis  of  the  data  from  the  Survey  of 
Continuing  Physician  Education  in  New  Jer- 
sey Hospitals  discloses; 

1.  Many  hospitals  are  now  becoming  medical  centers 
with  more  involvement  in  community  health  care. 

2.  A lack  of  consideration  given  to  allocation  of  funds 
by  Boards  of  Trustees  of  community  hospitals  for 
Continuing  Physician  Education. 

3.  An  increasing  number  of  hospitals  that  are  support- 
ing family  practice  programs. 

4.  An  increasing  number  of  geographically  full-time 
physicians  in  hospitals,  and  of  hospitals  with  Directors 
of  Medical  Education. 

5.  .An  attempt  to  obtain  greater  participation  and 
involvement  on  the  part  of  the  medical  staff  in  the 
teaching  program. 

6.  An  increasing  trend  from  solo  to  group  practice. 

7.  Decreasing  interest  of  many  county  medical  so- 
cieties in  Continuing  Physician  Education. 

8.  V'ariation  in  attendance  and  response  on  the  part  of 
physicians  to  programs  may  be  traced  to  the  lack  of 
the  elaboration  and  quality  of  the  programs  offered. 

9.  The  lack  of  coordination  and  organization  of  edu- 
cational programs  on  a state-wide  basis. 

10.  A shortage  of  experienced  educators  in  medicine 
needed  for  the  prog^rams  in  the  community  hospitals. 

11.  Increasing  involvement  of  a third  party  in  com- 
pensation matters. 

12.  Problems  of  accreditation,  relicensurc,  and  recerti- 
fication which  are  rapidly  becoming  omnipresent 
threats  and  opportunities. 

Our  over-all  plan  designed  to  coordinate  and 
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supervise  Continuing  Physician  Education  in 
New  Jersey  is  as  follows: 

1.  Tl)c  I)asic  unit  in  the  plan  will  be  a community 
hospital  of  300  or  more  beds,  as  well  as  two  or  more 
hospitals  totaling  300  beds  in  close  proximity.  Each 
unit  will  have  a Director  of  Medical  Education.  The 
faculty  will  include  knowledgeable  and  interested 
physicians  on  the  medical  staff,  'fhe  curriculum  will 
consist  of  topics  of  broad  medical  interest,  of  ad- 
vances in  basic  sciences  as  they  relate  to  disease, 
diagnosis,  and  treatment,  as  well  as  needs  of  the  staff, 
detected  through  audits  and  assessments.  The  educa- 
tional activities  of  the  hospital  will  be  open  to  all 
[>h\sicians. 

2.  I lie  S|>e(ialty  societies  will  prepare  programs  for 
interested  physicians  on  a regional  basis.  These  pro- 
grams will  he  cfKirdinaied  and  supervised  by  the  new’ 
department. 

3.  .\  Department  of  Continuing  Physician  Education 
must  be  established  by  the  College  of  .Medicine  and 
Dentistry  of  New  Jersey  to  coordinate  and  supervise 
the  entire  plan.  It  will  cooperate  with  the  specialtx 


societies,  as  well  as  with  the  basic  units  throughout 
the  state.  It  will  supply,  when  requested,  expert  medi- 
cal talent  to  the  basic  unit  to  act  as  visiting  teachers, 
to  take  part  in  clinical  pathological  conterences,  in 
grand  rounds,  and  in  portions  of  the  teaching  pro- 
grams. 

I he  liaison  between  the  Department  of  Con- 
tiiutinsr  IMivsician  Education  and  the  basic 
units  will  be  through  the  Directors  of  Medi- 
cal Education.  They  will  have  teaching  ap- 
pointments at  the  medical  school. 

It  is  the  purpose  of  the  plan  effectively  to 
utilize  the  facilities  of  the  medical  communi- 
ties of  the  state  in  a cooperative  way,  to  pre- 
vent duplication,  and  to  improve  the  quality 
and  methodology  of  the  educational  pro- 
grams in  the  community  hospitals  in  an  at- 
tempt to  prov  ide  good  patient  care. 


Role  Of  The  Hospital 

John  G.  Freymann,  M.D.,  Director  of  Education 
Hartford  Hospital,  Hartford,  Connecticut 


Let  me  set  the  keynote  by  dividing  medical 
education  into  four  jjhases.  First  is  that 
dreary  old  course  way  oft  somewhere.  Second 
is  the  shotgun  lecture  in  a hospital  setting. 
The  third  phase  is  the  linking  of  education 
with  quality  of  care  in  the  hospital.  The 
fourth  phase  (which  we  have  not  yet  de- 
velopted  but  which  we  might  think  about)  is 
“the  extension  by  the  hospital  of  continuing 
education  from  just  education  for  hospital 
care  to  true  education  in  health  care.’’ 

.\t  one  time  the  first  phase  did  serve  a great 
function.  There  were  no  other  educational 
facilities  so  that  the  physician  had  to  go  some 
place  to  take  a course,  and  I think  some  of 
those  were  excellent.  But  generally  the  effort 
involved  in  them  wasn’t  worth  the  payoff. 
They  were  exciting  but  the  long  term  results 
of  going  out  of  town  to  attend  a course  are 
not  very  valuable.  They  don’t  last.  When  one 
goes  off  to  a course,  there  is  also  the  compet- 
ing attraction  of  the  nearest  beach  or  golf 


links.  One  possible  exception  is  the  proposal 
for  prolonged  retread  training  in  a hospital 
atmosphere.  Still,  this  is  taking  the  physician 
and  putting  him  in  an  environment  foreign 
from  that  in  which  he  usually  practices  so 
that  I would  say  that  going  away  some  place 
for  continuing  education  is  now  an  obsolete 
concept.  In  truth,  the  hospital  is  the  proper 
place  for  continuing  education.  A process  of 
continual  intellectual  replacement  is  possible 
in  a hospital  atmosphere.  This  is  where  the 
jjhysician  works;  this  is  where  the  physician  is 
available  daily:  and  this  is  also  where  the 
physician  can  feel  the  pressure  of  his  peers. 

In  Great  Britain  medical  schools  are  based  in 
hospitals.  The  university  has  been  a late- 
comer in  medical  education  in  England.  The 
hospital  would  also  be  the  base  of  medical 
education  in  this  country  if  it  were  not  for 
the  historical  accident  that  the  founders  of 
our  first  two  medical  schools,  John  Morgan  in 
Philadelphia  and  Samuel  Bard  in  New  York, 
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happened  to  get  tlieir  medical  education  not 
in  the  hospitals  of  London  but  the  University 
of  Edinburgh,  so  that  when  they  returned  to 
this  country,  they  copied  the  university  sys- 
tem of  Scotland  rather  than  the  hospital  sys- 
tem of  England  as  a basis  for  education.  Had 
it  not  been  for  this,  and  had  they  gone  to 
London  for  their  education,  1 rather  expect 
our  hospitals,  the  Massachusetts  General,  the 
Columbia  Presbyterian,  and  various  places 
such  as  the  New  York  Hospital  and  the  Penn- 
sylvania Hospital,  would  be  the  medical 
schools. 

There  was  a long  hiatus  from  the  founding  of 
the  first  medical  school  in  this  country  to  the 
time  when  quality  entered  medical  school  ed- 
ucation. This  gap  was  from  1765  (the  year  in 
which  the  University  of  Pennsylvania  was 
founded)  to  1910  when  Abraham  Flexner 
wrote  his  famous  report.  The  same  historical 
gap  existed  in  the  quality  of  hospital  educa- 
tion. I am  talking  now  about  community  hos- 
pitals, from  the  very  early  days  when  medical 
education  moved  out  of  hospitals  and  into 
universities  until  around  1945  when  Hartford 
Hospital  was  the  first  community  hospital  in 
the  country  that  established  a full-time  physi- 
cian with  the  resjionsibility  of  medical  educa- 
tion of  both  graduate  students  and  staff  physi- 
cians. 

Phis  brought  us  into  the  second  pha.se.  That 
is  the  shotgun  lecture  stage.  This  was  a great 
advance  because  it  brought  into  hospitals 
what  had  not  existed  before:  a formal  educa- 
tional program.  At  this  time,  a quarter  of  a 
century  ago,  most  staff  and  house  physicians 
were  undifferentiated.  Of  course,  we  had 
surgeons  and  internists,  but  the  hyper- 
specialization  of  today  did  not  exist.  A shot- 
gun lecture  is  tvhat  I am  doing  here  today. 
We  are  shooting  one  subject  at  you  and  the 
chances  are  it  will  hit  a lot  of  you.  Twenty- 
five  years  ago,  and  to  a certain  extent  today, 
you  could  take  the  entire  staff  of  a hospital 
and  lecture  to  them  and  hope  to  get  some- 
body. Put  tlie  chances  of  hitting  a large  pro- 
portion of  the  audience  become  less  and  less 
if  hospital  staffs  become  more  fragmented  by 
sjiecialization.  Indeed,  one  of  the  direct  re- 


suits of  this  introduction  of  educational 
milieu  in  the  hospital  was  specialization,  then 
the  development  of  full-time  chiefs,  more  full- 
time stall,  and  departmental  rather  than  hos- 
jiital  teaching  programs.  We  have  now 
reached  the  point  at  the  Hartford  Hospital 
where  it  is  practically  impossible  to  get 
the  entire  staff  together  because  90  per  cent 
of  them  are  not  interested  in  whatever  sub- 
ject you  have  to  offer.  The  only  common 
denominator  of  interest  to  everybody  in  the 
staff  is  the  socio-economics  of  medicine.  Other 
than  that,  specialization  has  all  but  elimi- 
nated any  chances  of  functioning  with  a shot- 
gun approach  to  education. 

The  third  phase  began  when  educators  start- 
ed to  ask  the  nasty  question,  “You  are 
teaching,  but  what  is  being  learned?  You 
have  a great  program,  but  what  evidence  do 
you  have  that  you  have  changed  anyone’s 
behavior?”  We  have  gone  on  the  assumption 
that  education  was  good  with  a capital  G. 
Education  is  an  end  in  itself.  \Vell,  it  isn’t.  I 
can  stand  up  here  all  day,  but  if  I do  not 
change  anybody’s  ideas  and  eventually  lead  to 
a change  in  behavior,  I am  wasting  my  time 
and  you  are  wasting  yours.  This  has  bothered 
many  educators  in  medicine  who  are  scien- 
tists in  the  laboratory,  who  would  never 
think  of  performing  an  experiment  without 
carefully  evaluating  their  results,  and  on  the 
basis  of  this  evaluation  deciding  whether  they 
had  accomplished  anything.  Yet  they  may 
walk  from  the  laboratory  into  the  lecture  hall 
and  take  umbrage  at  the  idea  that  anyone 
should  evaluate  what  they  are  trying  to  get 
across  to  an  audience. 

In  this  third  phase  our  prime  objective  is  to 
evaluate  what  people  are  learning.  ^Ve  have 
to  link  the  quality  of  care  with  education, 
some  connection  of  which  is  so  obvious,  but  it 
hasn’t  been  thought  of  before.  "What  we  are 
starting  to  tackle  noiv  is  to  take  peer  groups, 
that  is  the  staff  of  a hospital,  to  establish 
performance  criteria  and  then  work  out 
methods  for  evaluating  the  care  of  patients 
on  the  basis  of  these  criteria.  Norms  must  not 
be  set  up  by  .some  outsider,  but  by  the  staff  of 
the  hospital  itself. 
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On  the  basis  of  this  evaluation  of  care,  tve 
must  identify  gaps  in  the  quality  of  care  as 
rendered  in  the  hospital,  and  then  design  spe- 
cific educational  treatment  to  heal  these  gaps. 
This  is  the  antithesis  of  the  shotgun  ap- 
proach. Instead  of  giving  a lecture  on  the 
latest  concepts,  we  take  something  which  you, 
as  a staff,  will  fail  to  do  (or  not  do  as  well  as 
you  can  do)  and  then  design  an  educational 
program  to  meet  that  specihc  need.  This  has 
the  great  advantage  of  being  relevant,  which 
the  shotgun  approach  is  not  to  most  people, 
and  also  in  making  the  audience  active  partic- 
ipants in  the  process,  because  you  are  talk- 
ing about  the  care  of  their  patient  not  what 
is  being  done  at  the  nearest  medical  center, 
^’ou  are  talking  about  their  problems. 

You  are  not  only  evaluating  care,  you  are 
evaluating  the  efficacy  of  your  teaching.  After 
all,  getting  the  staff  to  read  an  abnormal  ur- 
inalysis report  and  then  act  on  it  is  reallv 
quite  an  educational  problem.  It  is  aimed  at 
a demonstrated  need:  the  staff  was  not  prop- 
erly reading  the  urinalysis  reports.  It  was  not 
involved  in,  say,  discussing  renal  transplanta- 
tion which  is  several  steps  down  the  pike 
from  reading  urinalysis.  W^ell,  as  I say,  this 
phase  (which  is  developing  now)  is  tremen- 
dously exciting  because  it  means  that  we  are 
finally  linking  education  with  the  quality  of 
care.  This  involves  the  objective  evaluation 
of  lx)th.  This  is  feasible  only  in  a hospital  and 
only  if  the  staff  participates,  because  the  staff 
has  to  set  up  the  peer  criterion.  The  responsi- 
bility of  the  hospital  is  to  support  it,  to 
provide  the  clinical  staff,  the  computer  staff, 
and  so  forth,  so  that  every  possible  means  is 
given  to  advance  this  educational  process. 
The  staff  must  want  to  do  it.  It  cannot  be 
jammed  down  their  throats  by  hospital  ad- 
ministration. True,  doctors  are  not  clerks.  If 
you  plan  to  evaluate  the  quality  of  care  by 
having  doctors  read  records  that  a clerk  could 
read,  then  forget  your  program. 

The  fourth  phase  is  still  very  much  on  the 
horizon,  because  the  third  phase  is  limited  to 
what  is  going  on  in  the  hospital.  The  hospital 
is  a passive  receptacle  that  receives  people 
who  have  the  means  and  the  motivation  to 
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come  to  the  hospital  and  ask  for  aid.  Educa- 
tion, limited  to  this  biased  small  population, 
falls  victim  to  what  I might  call  the  Kerr- 
\Vhite  phenomenon.  The  Kerr-White  sur\ey, 
done  many  years  ago,  showed  that  out  of  a 
population  (now  this  is  not  a population  of 
sick  people)  of  a thousand  jreople  during  a 
single  month,  750  of  them  will  have  some 
form  of  illness  or  injun,'.  Two  hundred  and 
fifty  of  them  will  see  a doctor.  Five  of  them 
will  enter  a community  hospital.  Only  one  of 
them  will  enter  a university  teaching  hospi- 
tal. 

Education  based  on  a hospital  population  is 
thus  restricted.  If  you  are  in  a university  hos- 
pital, it  involves  one  tenth  of  1 per  cent  of 
the  population.  In  a community  hospital,  we 
are  talking  about  four  tenths  of  1 per  cent. 
This  phase  of  continuing  education  is  going 
to  involve  the  hospital’s  asking,  and  the  medi- 
cal staff’s  asking,  “What  is  good  medicine?’’ 
Perhaps  we  are  arriving  at  the  point  where 
our  criterion  will  be  that  it  is  poor  medicine 
for  a patient  to  have  had  a coronary  in  the 
first  place,  and  we  may  arrive  at  the  day 
when  we  look  at  our  hospitals  and  say  that 
these  are  momuments  to  the  failure  of  our 
health  care  system,  because  they  shouldn’t  be 
there  if  the  health  care  system  was  working 
right. 

^Vhen  continuing  education  gets  outside  of 
hospital  walls,  it  will  then  get  into  a harsh 
world  Avhere  diseases  are  not  selective:  where 
you  cannot  arbitrarily  exclude  the  senile,  the 
psychotic,  or  the  chronic  in\  alid;  Avhere  prob- 
lems are  multifactorial;  where  they  are  biolog- 
ic, psychologic,  sociologic,  and  economic;  where 
failure  in  medical  care  is  the  occurrence  of 
acute  disease.  When  we  get  continuing  educa- 
tion out  into  this  world,  it  will  no  longer  be 
confined  to  the  narrow  limits  that  are  now  set 
on  undergraduate  and  graduate  education. 

■U’hen  continuing  education  gets  beyond  hos- 
pital walls  but  is  centered  on  health  centers, 
it  will  still  have  to  have  a base.  Then  we  will 
be  entering  into  a broad  educational  field 
ts’here  it  will  not  only  have  to  meet  the  repar- 
ative requirements  of  the  practicing  physi- 
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dan,  but  where  there  will  be  no  limits,  be- 
cause we  will  then  have  to  be  teaching  bi- 
omedical advances,  psycho-social  advances, 
and  political-economic  advances.  When  we 
reach  this  stage,  continuing  education  will  be 
stimulating  for  it  will  be  something  new,  not 


just  going  over  the  same  old  things  you  have 
forgotten  since  you  left  medical  school.  Then 
when  we  talk  about  continuing  education  to 
the  physicians  of  the  future,  we  will  not,  as  I 
am  afraid  we  do  now,  give  a lot  of  our  listen- 
ers indigestion. 


The  Medical  School's  Role  In  The  Hospital  Education  Program 

Frank  M.  Woolsey,  M.D.,  Associate  Dean 
Albany  Medical  College,  Albany,  New  York 


Let  us  use  the  phrase  undergraduate  educa- 
tion to  describe  the  education  received  at 
medical  school  prior  to  getting  the  M.D.  de- 
gree. Then,  we  shall  define  graduate  educa- 
tion to  characterize  the  education  offered  af- 
ter medical  school,  while  the  doctor  is  prepar- 
ing for  general  or  specialty  practice.  Postgrad- 
uate education  is  the  education  received  fol- 
lowing the  graduate  training,  usually  while 
the  physician  is  engaged  in  the  practice  of 
medicine.  “Postgraduate  education’’  is  syn- 
onymous with  “continuing  education.’’ 

.\n  “affiliated  hospital’’  refers  to  a hospital- 
medical  college  relationship  in  which  the 
medical  college  is  responsible  for  the  quality 
of  the  educational  program.  Because  of  this 
responsibility,  the  hospital  grants  to  the  medi- 
cal college  the  authority  necessary  to  assure 
adequate  personnel  and  control  over  the 
quality  of  the  program.  “.Associated  hospital” 
refers  to  the  relationship  between  a hospital 
and'  a medical  college  in  which  the  hospital 
retains  both  responsibility  and  authority.  An 
association  is  for  the  purpose  of  imjjroving 
the  educational  programs,  but  the  responsibil- 
ity remains  with  the  hospital. 

Medical  schools  have  not  formalized  their 
role  in  the  education  programs  of  hospitals. 
Every  medical  school  is  affiliated  with  at  least 
one  hospital  and  some  have  associations  in 
addition  to  affiliations. 

Medical  educational  institutions  have  as  their 
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prime  responsibility  the  education  of  under- 
graduate medical  students.  Medical  schools 
are  responsible  for  this  education  in  its  en- 
tirety. No  one  else  does  it;  no  one  else  can  do 
it.  The  task  is  great.  Schools  face  the  problem 
of  student  recruitment,  the  need  for  constant- 
ly improving  the  curriculum,  increasing  diffi- 
culty in  financing,  the  need  for  replacements 
and  expansion  of  the  faculty,  involvement  of 
the  faculty  in  graduate  education  within  the 
affiliated  hospital,  expanding  efforts  in  con- 
tinuing eilucation,  and  now  increasing  pres- 
sures for  them  to  be  involved  in  assisting 
those  of  you  in  community  hospitals.  AVhv 
should  they  do  so? 

The  entire  endeavor,  undergraduate,  gradu- 
ate, continuing  education,  and  medical  re- 
search are  of  no  significance  unless  the  acquir- 
ed knowledge,  experience,  and  skill  are  util- 
ized in  the  prevention,  recognition,  and  man- 
agement of  illness.  None  of  these  activities  has 
significance  unless  it  benefits  individuals. 
Community  hospitals  supply  health  care  to 
most  individuals  who  need  this  care.  If  medi- 
cal scliools  arc  not  willing  to  assist,  thev  at- 
tennale  tlie  total  jx^tential  of  all  of  their  ef- 
forts and  abrogate  their  resjxjiisibilities.  If 
those  of  you  in  community  hospitals  wish  as- 
sistance from  metlical  schools,  they  have  a 
responsibiliiy  to  respond  if  you  meet  your  re- 
sponsibilities. Ihiless  you  do  this  the  medical 
schools  cannot  help  you. 

It  seems  likely  that  the  medical  centers  will 
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continue  to  be  the  source  of  the  development 
of  most  of  the  new  knowledge  and  technics, 
and  the  application  of  the  technics  to  the 
care  of  patients.  It  also  seems  likely  that  there 
will  be  community  hospitals  surrounding  the 
medical  centers  which  will  assume  additional 
service  responsibilities — additional  to  those 
they  now  hold.  Abnormalities  which  had 
been  cared  for  previously  only  in  the  medical 
center  hospitals  will  increasingly  be  handled 
by  community  hospitals  As  change  develops, 
selected  community  hospitals  (or  groups  of 
community  hospitals)  will  become  area  medi- 
cal centers.  For  this  to  take  place  these  hospi- 
tals will  need  to  be  more  clearly  identified  as 
area  medical  education  centers.  This  must  be 
accompanied  by  an  increasing  tempo  of  medi- 
cal education  within  these  community  hospi- 
tals. 

Community  hospitals  which  develop  the  best 
educational  programs  (either  individually  or 
in  collectively  organized  groups)  arc  more 
likely  to  be  the  community  hos|)itals  which 
become  the  area  foci  for  advanced  medical 
services.  It  is  hard  to  conceive  of  any  commu- 
nity hospital  becoming  such  a focus  unless  it 
becomes  increasingly  involved  in  continuing 
medical  education. 

If  community  hospitals  arc  to  meet  these  new 
responsibilities,  if  they  are  to  become  truly 
area  medical  educational  centers,  a shift  in 
emphasis  from  delivery  of  clinical  services  to 
a combined  objective  of  patient  care  coupled 
with  the  development  of  an  academic  pro- 
gram becomes  essential.  Physician  graduate 
and  postgraduate  education  must  receive 
higher  priority. 

If  medical  knowledge  is  the  essential  ingredi- 
ent in  the  best  patient  care,  regardless  of  the 
skill  of  application,  it  seems  self-evident  that 
continuing  medical  education  is  essential  to 
good  patient  care.  It  is  also  evident  that  the 
teacher  who  continues  to  be  a student  is  best 
prepared  to  be  a teacher.  l eachers  will  be 
needed  for  the  educational  programs  of  New 
Jersey  hospitals  if  the  New  Jersey  hospitals 
are  to  be  capable  of  assuring  the  highest 
cjuality  of  patient  care.  Proper  conduct  of 
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graduate  training  programs  may  result  in  pa- 
tient care  which  is  of  higher  quality  than 
could  be  obtained  without  these  programs. 
This  comparison  is  between  the  care  given 
within  hospitals  involved  in  graduate  educa- 
tion and  hospitals  which  neither  have  gradu- 
ate programs  nor  adequate  programs  of  con- 
tinuing education.  This  might  not  be  true  if 
the  hospitals  which  do  not  have  interns  and 
residents  develop  active  postgraduate  pro- 
grams. These  programs  would  need  to  identi- 
fy practice  deficiencies  and  formulate  activit- 
ies which  would  allow  the  deficiencies  to  be 
rectified. 

Why  should  the  smaller  hospitals  and  the 
others  not  in  a position  to  develop  into  area 
medical  centers  be  interested  in  an  associa- 
tion with  medical  schools?  The  answ'er  is 
clear.  One  must  laud  the  physician  who  has 
dedicated  his  life  to  the  community  practice 
of  medicine.  But  such  dedication,  if  it  is  not 
tempered  with  intellectual  stimulation  and 
renovation,  docs  not  result  in  the  very  best  of 
medical  care.  I'hc  best  in  medical  care  is 
based  upon  the  aj)plication  of  integrated 
medical  knowledge.  It  is  much  easier  to  have 
iqj-to-date  and  integrated  medical  knowledge 
when  assisted  by  those  whose  profe.ssion  is 
medical  education. 

If  you  Avish  to  be  involved  in  internships  and 
residencies,  as  well  as  programs  of  continuing 
education,  remember  that  the  time  has  al- 
most arrived  Avhen  (with  a few'  notable  ex- 
ceptions) all  graduate  training  will  be  in  uni- 
versity affiliated  or  associated  hospitals.  C>f- 
tainly  this  will  be  true  unless  the  graduate 
training  programs  now  being  conducted  by 
hospitals  show  a marked  improvement  Avith- 
out  such  cooperation. 

I he  medical  colleges  and  their  administrators 
liA'e  in  a complex  and  difficult  w'orld.  They 
are  continuously  confronting  the  problems 
involved  in  the  selection  of  medical  students 
in  the  undergraduate  medical  college  curricu- 
lum, in  the  acquisition  of  faculty  and  the 
expanding  needs  of  graduate  medical  educa- 
tion, in  the  increasing  demands  of  continuing 
education,  and  in  the  need  to  finance  all  of 


these  undertakings.  A\dien  you  approach 
them  Aviih  your  suggestions  for  association  or 
affiliation,  you  are  often  inserting  your  own 
difficulties  into  their  problems. 

Fortunately  an  increasing  number  of  medical 
schools  are  willing  to  give  serious  consider- 
ation to  what  they  may  do  to  assist  communi- 
ty hospitals.  Let  me  suggest  a number  of 
things  you  should  consider  in  developing 
such  a relationship.  First  each  party  must 
have  a clear  understanding  of  the  attitudes 
and  the  reaction  tendencies  of  the  individuals 
who  will  be  involved.  There  should  then  be  a 
formali/etl  outline  of  goals  and  a frame- 
work for  the  anticipated  program.  It  is  a 
mistake  to  become  too  concerned  in  advance 
with  the  intricacies  of  the  interrelationship. 
Further,  the  understanding  must  be  formu- 
lated in  writing  and  all  commitments  must  be 
delineated  and  approved.  Staff  members, 
medical  school  administrators,  and  hospital 
administrators  change.  The  program  needs 
continuity  from  one  administration  to  the 
next.  There  is  a need  for  commitments  which 
are  binding  on  those  who  are  to  come.  This 
Avritten  record  allows  everyone  an  opportuni- 
ty to  know  what  the  association  is  to  accom- 
plish. Actually,  the  entire  agreement  does  not 
represent  a hazard,  since  the  period  of  agree- 
ment can  and  should  be  limited.  It  is  also 
important  to  have  re-evaluations  of  the  prog- 
ress of  the  association  at  stated  intervals.  The 
hospital  should  be  willing  to  shoulder  its 
share  of  the  financial  responsibility  involved 
in  this  association.  It  should  not  expect  the 
medical  college  to  carry  this  load. 

I'he  most  disappointing  factor  has  been  the 
unwillingness  of  the  private  hospital  staff 
members  to  accejtt  their  individual  responsi- 
bilities within  the  educational  program.  The 
association  is  doomed  to  failure  if  it  is  expect- 
ed that  the  medical  college  can  do  the  hospi- 
tal staff’s  work.  This  they  cannot  do.  Fhese 
associations  should  not  be  develojjed  with  the 
concept  that  the  community  hospital  staff 
Avill  have  less  work.  Nothing  can  be  done 
better  with  less  effort  when  the  doing  re- 
(pnres  human  effort. 
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Community  hospitals  hold  complete  authori- 
ty over  the  factors  which  will  determine  their 
destiny.  This  includes  the  authority  to  dele- 
gate authority.  Within  the  agreement  there 
should  be  a careful  description  of  how  much 
authority  the  medical  school  should  have  and 
over  what  part  of  the  cooperative  program. 

In  our  associations  at  the  Albany  Medical 
College  with  our  community  hospitals  we  ex- 
ert no  authority.  This  is  a definite  handicap. 
It  is,  however,  a necessity  since  many  of  our 
associates  guard  their  complete  independence 
with  a tenacity  which  defies  description.  If 
they  approached  their  educational  efforts 
with  the  same  enthusiasm  with  which  they 
guard  their  independence,  they  would  have 
no  difficulty  presenting  superior  educational 
programs. 

If  the  hospital  authorities  are  truly  dedicated 
to  superior  medical  care  and  realize  that  an 
association  with  a medical  school  will  aid 
them  to  attain  their  goal,  then  they  should 
offer  whatever  authority  the  medical  college 
may  need  to  meet  the  responsibilities  within 
the  agreement. 

As  an  example,  the  hospital  could  suggest 
that  the  medical  school  and  the  hospital  have 
equal  authority  in  relation  to  the  appoint- 
ment of  the  Director  of  Medical  Education, 
or  the  Chiefs  of  Services.  This  would  allow 
the  medical  college  to  use  its  knowledge  and 
experience  in  medical  education  to  help  ob- 
tain the  needed  individuals  and  at  the  same 
time  allow  the  hospital  authorities  to  control 
important  moral  and  social  considerations. 
Furthermore,  it  is  the  responsibility  of  those 
in  authority,  the  administration,  the  board  of 
trustees,  and  the  staff  to  assure  full,  unstint- 
ing, continuing  support  of  the  programs  of 
medical  education.  Medical  education  is  the 
intellectual  foundation  upon  which  are  based 
all  of  the  professional  efforts  to  achieve  this 
goal.  There  is  no  other  knowledge,  no  other 
method,  no  other  way  to  assure  the  best  medi- 
cal care.  If  it  is  to  be  done,  it  must  be  done 
through  medical  education,  first  in  the  medi- 
cal colleges,  then  in  the  graduate  education 
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programs,  and  finally  in  the  lifelong,  continu- 
ing education  of  each  practicing  physician. 

It  is  impossible  to  overestimate  or  fully  to 
comprehend  the  ultimate  importance  of  med- 
ical education.  The  importance  to  the  indi- 
vidual patient  is  most  easily  understood.  The 
total  effect  upon  our  society  and,  in  fact, 
upon  all  people  is  tremendous  and  more  diffi- 
cult to  ajjpreciate.  Knowledge  and  skills  re- 
siding tvithin  the  members  of  the  medical  pro- 
fession are  the  chief  factors  in  determining 


the  prevention,  diagnosis,  and  management 
of  disease.  This  determines  the  health  of  our 
nation.  The  health  of  our  nation  is  one  of 
the  most  important  influencing  factors  in  the 
success  of  our  country.  No  nation  can  be 
dominant  in  a world  society  without  a domi- 
nance of  good  health.  Good  health  makes  for 
good  reason,  for  objectivity,  and  for  emotion- 
al control.  These  factors  are  most  influential 
in  the  determination  of  whether  there  shall  be 
suffering  or  comfort,  inhumanity  or  humani- 
ty, war  or  peace. 


The  Hospital-Medical  School  Link 

Ashton  B,  Morrison,  M.D.,  Professor  of  Pathology 
College  of  Medicine  and  Dentistry  of  New  Jersey  at  Rutgers,  New  Brunswick 


The  medical  school  is  dependent  on  the  sur- 
rounding community  hospitals.  Thus,  we  in 
the  Rutgers  Department  of  Pathology  use  the 
case  method  of  teaching  and  do  not  depend 
on  didactic  lectures,  ^\’e  bring  the  material  to 
the  student  and  let  him  make  his  own  clinical 
pathologic  correlation. 

Let  me  tell  you  what  has  happened  here  at 
Rutgers  over  the  past  five  years  by  using  the 
case  method  of  presentation  and  study. 

When  1 came  here  in  1965  there  were  no 
students  and  the  school  was  due  to  begin 
taking  students  in  1966.  ^Ve  needed  access  to 
material  for  the  Pathology  Department  and 
we  looked  to  the  community  hospitals  in  the 
neighborhood. 

The  first  community  hospitals  to  cooperate  in 
our  program  were  the  two  in  New  Brun- 
swick, Middlesex  and  St.  Peter’s.  We  soon 
found  we  had  to  go  further,  and  began  co- 
operating with  Muhlenberg  Hospital  in 
Plainfield  and  Somerset  Hospital  in  Somer- 
ville. We  had  colleagues  coming  in  from  a 
wide  area.  ^\^e  had  to  be  assured,  too,  that  we 
could  get  suitable  transportation.  This  was  in 
1965,  with  but  one  year  to  prepare,  and  we 
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decided  to  cooperate  with  the  hospitals  on  a 
professional  level.  We  did  not  seek  any 
formal  agreement  with  the  hospital,  but  we 
agreed  to  bring  professional  people  in  the 
Departments  of  Pathology  into  our  faculty. 
We  had  to  review  their  credentials  academi- 
cally, and  as  a result,  there  were  a few  sore 
noses  and  a few  ljurnt  fingers.  However,  most 
of  the  pathologists  in  the  area  were  accepta- 
ble, and  we  have  welcomed  them  as  faculty 
members.  These  people  agreed  to  teach  a 
half  day  a week  without  salary.  In  return  for 
this  the  University  gave  them  academic  titles. 
The  approach  of  the  department  is  one  of 
standard  pathology,  except  that  our  cooper- 
ating clinical  colleagues  bring  fresh  patholog- 
ic specimens  with  them  and  demonstrate  that 
material  to  the  students. 

One  part  of  our  program  requires  the  stu- 
dents actually  to  get  into  the  hospital  and  as- 
sist at  autopsies.  This  was  the  first  place  we 
had  to  deal  with  the  hospital  administrators 
because  questions  of  insurance  and  the  like 
came  up.  What  would  happen  if  one  of  our 
students  were  to  develop  tuberculosis  at  one 
of  the  hospitals’  autopsy  examinations?  Our 
answer  was  a very  simple  letter  written  to 
each  of  the  administrators  stating  that  the 


school  had  a responsibility  for  this,  and  that 
there  was  no  responsibility  on  the  part  of  the 
hospital.  So  far,  everything  has  worked  well. 
We  have  developed  stronger  relationships 
with  some  hospitals  than  with  others,  largely 
because  ^ve  were  able  to  get  space  to  work  in 
these  particular  hospitals.  We  have  a ven 
close  relationship  with  Muhlenberg  Hospital 
in  Plainfield.  We  run  joint  programs  and,  in 
general,  our  relationship  there  is  stronger  than 
in  any  other  hospital.  This  matter  was  not  of 
our  choice,  but  it  was  due  simply  to  the  fact 
that  Muhlenberg  Hospital  had  the  space 
availaljle.  They  wanted  to  develop  a sound 
program,  and  we  responded.  Should  any  of 
the  other  hospitals  offer  to  do  the  same  thing, 
we  would  be  willing  to  move  ahead  in  that 
direction. 

Every  hospital  can  contribute  something  to 
education.  It  may  have  patients  with  medical 
problems  that  are  valuable  in  teaching.  This 
does  not  mean  that  we  are  interested  only  in 
an  associated  or  affiliated  hospital;  it  also 
could  be  a nursing  home. 

It  is  imperative  for  full-time  staff  to  be 
present  in  the  hospital  if  there  is  going  to  be 


any  meaningful  relationship.  This  is  quite 
easy  to  arrange  with  pathologists  in  most  hos- 
pitals. By  virtue  of  their  profession  they  are 
educators  and  teachers,  and  in  many  instances 
they  do  the  teaching  in  their  hospitals.  In  hos- 
pitals which  do  not  have  a Director  of  Medical 
Education  your  pathologist  is  really  your  Di- 
rector of  Medical  Education  (if  he  is  a good 
pathologist).  So  there  is  less  of  a problem  in 
the  field  of  pathology  than  in  the  other  clinical 
areas,  but  it  is  imperative  that  the  other  clini- 
cal areas  develop  full-time  people  in  internal 
medicine  or  in  surgery  if  there  is  to  be  any 
meaningful  relationship.  I am  not  making  a 
pitch  that  pathology  is  a special  discipline. 
This  affiliation  or  association  is  like  a mar- 
riage. You  can  have  either  a religious  ceremo- 
ny, a civil  ceremony,  or  a loose  liaison.  There 
are,  of  course,  the  casual  encounters,  and  in 
many  ways,  our  relationship  in  pathology  has 
been  the  latter.  It  has  been  an  unblessed 
liaison,  and  it  has  worked  very  well  with  us. 
What  is  really  needed  is  a full-time  staff, 
understanding,  cooperation,  and  flexibility  on 
the  part  of  the  medical  school  and  the  hospi- 
tals in  making  suitable  arrangements.  From 
there,  1 can  only  advise  vou  to  “play  it  by 
ear.” 


The  Medical  School  In  Meeting  The  Community's  Health  Needs 

Rulon  W,  Rawson,  M.D.,  Dean  of  Medicine  and  Vice-President 
College  of  Medicine  and  Dentistry  of  New  Jersey  at  Newark 


If  you  look  at  the  health  manpower  pool  of 
the  United  States,  you  will  see  that  there  is  a 
critical  shortage  of  physician  and  health  man- 
power. It  has  been  estimated  that  we  need 
50,000  new  physicians  in  the  United  States  to- 
day. There  are  more  than  100  counties  in  the 
United  States  which  do  not  have  one  physi- 
cian. Many  urban  centers  are  in  serious  need 
of  adequate  health  care.  A major  infusion  of 
physician  ma- -power  is  needed. 

New  Jersey  is  worse  off  than  the  country  as  a 


whole.  The  nationwide  figure  is  135  physi- 
cians per  100,000  population.  In  New  Jersey 
the  ratio  is  130.  Compare  these  figures  with 
our  neighboring  states  from  Massachusetts  to 
Maryland.  In  Massachusetts  there  are  188 
physicians  per  100,000,  in  Rhode  Island  154, 
in  Connecticut  170,  in  New  York  207,  in  Penn- 
sylvania 138,  in  Delaware  132,  and  in  Mars- 
land  181.  This  is  an  alarming  situation  and 
is  even  more  alarming  when  we  recognize 
that  of  the  9,100  physicians  practicing  in 
New  jersey,  a third  are  over  the  age  of  55. 
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In  Region  3 (Essex  County  and  parts  of 
Union  County)  26  p>er  cent  are  over  the  age 
of  60.  If  we  maintain  onr  present  level,  which 
is  inadequate  according  to  the  national  aver- 
age, and  certainly  ver\'  inadequate  as  com- 
pared to  the  average  physician  to  population 
ratio  in  our  neighboring  states,  we  will  have 
to  bring  into  the  state  300  new  physicians  a 
year  for  the  next  ten  years,  just  to  make  up  for 
the  attrition  of  those  3,000  physicians  in  the 
state  who  are  now  over  the  age  of  55.  If  we 
were  to  bring  ourselves  up  to  the  average 
physician  to  population  ratio  of  onr  neigh- 
boring states,  we  would  have  to  bring  into 
the  state  more  than  3,000  physicians  today. 
This  is  not  a credit  to  New  Jersey. 

In  1969,  New  Jersey  ranked  number  5 among 
the  50  states  in  the  number  of  students  that 
were  accepted  into  .American  medical  schools. 
There  were  1,001  medical  school  applicants 
from  New  Jersey  and  483  or  48  per  cent,  were 
accepted  by  American  medical  schools.  Un- 
fortunately, more  than  80  per  cent  of  them 
went  out  of  state  for  their  medical  education. 
The  College  of  Medicine  and  Dentistry'  of 
New  Jersey  at  Newark,  which  has  a four-year 
program,  was  accepting  80  students  at  that 
time  in  the  freshman  class.  .At  that  time  Rut- 
gers, still  living  in  small  temporary  quarters, 
was  accepting  only  16  in  a class. 

Compare  New  Jersey’s  performance  in  medi- 
cal education  with  New  York  and  Pennsyl- 
vania. We  are  way  behind.  In  New  Jersey, 
which  has  a population  of  7.4  million,  there 
are  two  medical  schools,  one  of  them  a four- 
year  sch(x>l  and  the  other  functioning  as  a two- 
year  school  with  plans  to  expand  to  a four- 
year  school.  In  the  two  schools,  as  of  last  year 
there  were  335  students  studying  medicine.  As 
of  this  date,  this  total  number  has  been  in- 
creased by  almost  100  students.  Rutgers  ac- 
cepted 80  students  into  the  1971  freshman 
class  and  the  College  at  Newark  increased  the 
size  of  its  freshman  class  from  80  to  85.  In 
Newark  we  also  accepted  (on  a transfer  basis 
with  advanced  standing)  12  students  who  had 
completed  preclinical  programs  of  medical 
education  in  foreign  schools  and  who  had 
passed  Part  I of  the  National  Board  Medical 
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Examination.  By  comparison.  New  York,  with 
a population  two  and  one  half  times  that  of 
New  Jersey,  has  11  functioning  schools  and 
one  developing  school.  Eight  of  these  schools 
are  private  and  four,  including  the  developing 
schcx)l,  are  state  schools.  These  New  A^ork 
schools  have  enrolled  and  are  providing  a 
medical-educational  program  for  more  than 
4,500  students.  Pennsylvania,  which  has  a 
jx>pulation  50  per  cent  greater  than  that  of 
New  Jersey,  has  seven  schools,  two  public  and 
five  private.  Last  year  they  had  enrolled  nearly 
3,000  students.  Most  physicians  chose  the 
places  in  which  they  practice  because  these 
communities  were  close  to  the  institutions 
where  they  had  had  their  graduate  medical 
education  as  interns  and  residents.  This  is 
another  critical  situation  in  New  Jersey.  In 
1969,  of  the  600  approved  internships  in  New 
Jersey,  only  4 per  cent  were  filled  through  the 
National  Internship  Matching  Plan.  Many 
have  asked  why  New  Jersey  has  done  so  poorly 
in  filling  its  approved  internships.  I suggest 
that  we  might  consider  the  trends  in  the 
Internship  Matching  Plan  between  1958  and 
1969.  In  1958,  48  per  cent  of  all  of  the  ap- 
proved residencies  filled  by  the  N.I.M.P.  were 
those  offered  by  the  major  affiliated  hospitals, 
whereas  34  per  cent  of  the  graduating  class  of 
1958  matched  with  non-affiliated  hospitals. 

Ten  years  later,  those  matching  with  non- 
teaching hospitals  represented  24  per  cent  of 
all  of  the  internships  filled  through  the 
N.I.M.P.  and  58  per  cent  matched  with  major 
teaching  hospitals.  In  1969,  63  per  cent  went 
to  the  major  teaching  hospitals,  whereas  only 
20  per  cent  went  to  the  non-affiliated  hospitals. 
It  is  obvious  that  today’s  students,  upon  gradu- 
ation from  medical  schools,  are  seeking  intern- 
ships in  hospitals  with  strong  educational  pro- 
grams. 

The  first  time  that  I,  as  a Dean,  attended  a 
mc*eting  of  the  .Association  of  .American 
Medical  Colleges,  Dr.  John  Deitrick,  the  Dean 
of  the  Cornell  University  Medical  Center,  said 
that  medical  schools  must  assume  responsibil- 
ity for  developing  strong  graduate  educational 
programs  in  hospitals.  He  strongly  urged  the 
Deans  to  take  responsibility  for  supervising 
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and  following  their  students  through  intern- 
ship and  residency  training.  In  1970  at  the 
meetings  of  the  .American  Medical  .Association, 
the  delegates  (acting  on  recommendations 
made  by  the  Council  on  Medical  Education, 
the  Commission  on  Graduate  Medical  Educa- 
tion, and  the  Board  of  Trustees  of  the  .A.M..A.) 
passed  a resolution  that  no  internships  would 
be  approved  which  could  not  ilemonstrate  full 
integration  into  a fully-ajiproved,  total  resi- 
dency program  and  that  in  197,5  those  self- 
standing internships  shall  be  terminated.  The 
delegates  approved  the  recommendations 
(made  by  the  Council  on  Medical  Education, 
the  Commission  on  Graduate  Medical  Educa- 
tion, and  the  .American  Board  of  Internal 
Medicine)  that  residencies  in  medicine  would 
be  approved  only  in  institutions  having  full 
time  chiefs  of  service  and  teaching  staffs.  .As 
of  now  all  residencies  will  be  approved  on  an 
institutional  basis  rather  than  on  a serv- 
ice basis.  Recently,  the  Liaison  Committee 
■uhich  approves  medical  schools  for  accredi- 
tation has  been  expanded  to  inc  lude  represen- 
tati\es  of  the  Commission  on  (iraduate  Medi- 
cal Education.  Last  year,  four  of  the  medical 
schools  which  were  examined  by  the  I.iaison 
Committee  for  accreditation  not  only  had 
their  undergraduate  programs  examined  very 
critically  but  their  graduate  programs  in  affili- 
ated hospitals  as  well.  I would  predict  that  in 
the  future,  other  residency  programs,  as  well 
as  in  internal  medicine,  tvill  be  retpiiring  full 
time  core  staff  physicians  to  be  resjKtnsible  lor 
their  educational  programs.  We  can  predict 
on  the  basis  of  what  is  happening  that  the 
recommendation  made  by  Dr.  Deitrick  before 
the  Council  of  Deans  in  19()7  that  medical 
schools  take  responsibility  for  graduate  medi- 
cal education  (internships  and  residencie.s)  is 
actually  ccjining  to  ])ass.  Whthin  a few  \ears, 
all  graduate  educational  programs  will  be 
under  the  auspices  cjf  our  schools  of  medicine. 

I Ins  will  put  added  burdens  on  all  schools  of 
mcdu  ine,  but  it  is  a healthy  de\  elojmient.  I 
agree  itlt  Dr.  Deitrick  that  our  academic 
health  cc;  'M.  must  involve  themselves  in 
the  graduate  c lucational  programs  conducted 
in  hospitals.  7 his  will  contribute  greatly  to 
improve  patient  - are  and  it  will  also  have  a 
good  effect  on  the  ^'lfi■ge^  of  medicine. 
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The  faculties  of  your  two  medical  schools  are 
committed  to  assisting  in  resolving  some  of  the 
needs  for  jihysician  manpower  of  New  Jersey. 
Rutgers  Medical  School  has  expanded  its 
freshman  class  to  80  students  and,  as  soon  as 
possible,  facilities  will  be  available  so  that 
they  can  give  the  full  four-year  educational 
program  to  all  80  students.  The  College  of 
Medicine  and  Dentistry  of  New  Jersey  at  New- 
ark has  agreed  (assuming  that  the  State  pro- 
vide us  with  the  resources  for  new  facidty  and 
certain  changes  in  our  present  interim  physical 
facilities)  to  increase  the  size  of  our  freshman 
class  from  85  to  110  students.  By  1975,  we  will 
be  expected  to  accept  at  least  150  students  into 
our  freshman  class.  This  is  going  to  be  an  ex- 
pensive task  for  the  State  to  assume.  Howe\  er, 
we  cannot  continue  to  be  dependent  upon  the 
jjrivate  schools  outside  of  New  Jersev  (which 
are  already  in  .serious  financial  trouble)  to  pro- 
vide medical  education  for  the  400  students 
going  out  of  New  Jersey  at  the  present  time. 
.As  a matter  of  fact,  I don’t  see  how  these  pri- 
vate schools  can  continue  without  major  finan- 
cial support  from  Federal  and  State  goxern- 
ments.  .Already,  several  states  are  giving  finan- 
cial support  to  their  private  medical  schools. 
Such  supj)ort  is  on  capitation  basis.  Some  of 
these  states  are  now  insisting  that  those  schools 
receiving  such  financial  support  give  pref- 
erence to  applicants  from  their  own  states.  I 
foresee  that  the  private  schools  to  which  our 
students  are  now  going  are  going  to  ask  for 
more  financial  support  from  their  State  legisla- 
tures. I can  see  the  legislatures  of  these  states 
putting  restrictions  on  such  state  supported 
private  medical  schools  by  limiting  the 
ca]3itation  sujjport  to  students  from  their  oten 
states. 

7'he  faculties  of  your  two  medical  schools  are 
dedicated  to  the  dexelopment  of  strong  educa- 
tional programs  for  undergraduate  students 
and  to  cooperating  with  those  hospitals  having 
the  re.sources  and  a commitment  to  education 
in  tleveloping  major  affiliations  and  minor 
affiliations  with  several  of  the  state's  conmuin- 
ity  hospitals.  We  look  upon  this  as  a partner- 
shij>  between  the  colleges  of  medicine  and 
community  hospitals  for  cpialitv  health  edu- 
cational programs. 
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Advances  In  Medical  Education 


George  E.  Miller,  M.D.,  Director  of  the  Center  for  Educational  Research 
University  of  Illinois,  College  of  Medicine,  Chicago 


Let  me  focus  on  the  three  major  issues  which 
face  all  of  us  concerned  with  continuing  edu- 
cation, but  which  you  have  a particular  op- 
portunity to  pursue  productively  through  a 
state-wide  grouping  of  interested  persons  and 
organizations.  It  is  in  this  kind  of  a cooper- 
ative arrangement  that  we  have  the  greatest 
hope  of  transforming  the  present  tired  system 
of  continuing  education  for  health  profes- 
sions into  something  vibrant  and  vigorous, 
with  a higher  probability  of  influencing  the 
quality  of  patient  care  which  is  the  only  ex- 
cuse for  programs  of  continuing  education. 
The  principal  problems  are  tlireelold:  (1) 

the  problem  of  priorities,  (2)  the  translation 
of  priorities  into  programs  and  (3)  the 
nature  of  leadership. 

In  looking  at  priorities,  one  has  to  ask,  “How 
does  an  agency,  an  institution,  and  an  indi- 
vidual decide  from  all  the  attractive  alterna- 
tives?” What  is  it  that  a continuing  education 
program  will  be  about? 

Those  first  and  second  kinds  of  continuing 
education  programs — the  course  and  the  shot- 
gun— which  Dr.  Freymann  described,  are  still 
the  dominant  forms  of  continuing  education. 
Priority  is  determined  more  by  the  interest  of 
tho.se  who  teach  than  the  needs  of  those  who 
are  to  learn.  Special  interest  groups  or  the 
special  interests  of  teachers  are  most  likely  to 
determine  what  will  be  offered.  Agencies 
which  have  been  supported  for  special  pur- 
poses, voluntary  health  agencies  for  example, 
design  programs  around  the  things  that  are 
in  their  interest  and  not  necessarily  the  things 
that  have  the  highest  priority  in  terms  of 
improving  patient  care.  Faculties  from  our 
medical  schools  are  more  likely  to  deal  with 
the  things  that  excite  and  challenge  them 
than  with  the  things  that  may  be  at  the  heart 
of  what  practitioners  must  deal  with  day  by 
day.  Rather  than  depending  upon  this  ad  hoc 
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determination  of  priorities  for  continuing  ed- 
ucation, some  system  should  be  introduced 
into  our  non-system. 

There  are  many  ways  to  go  about  it.  Let  me 
provide  one  illustration  that  was  generated 
by  John  Williamson  when  he  was  a fellow 
with  us.  He  was  trying  to  develop  some  ra- 
tionality for  what  we  do  in  the  name  of  con- 
tinuing education.  He  said  that  it  might  seem 
reasonable  to  begin  by  establishing  a system 
of  priorities  that  looked  first  at  the  health 
needs  of  the  target  population  to  which  the 
persons  participating  in  continuing  education 
are  addressed.  In  hospitals,  their  health 
needs  can  be  identified  in  a variety  of  ways. 
For  example,  one  might  look  simply  at  dis- 
ease incidence  because,  other  things  being 
e(|ual,  the  things  that  are  more  frequent 
should  get  more  educational  attention  than 
the  things  which  are  less  frequent.  Everytime 
I say  that,  I keep  remembering  when  I was  a 
director  of  medical  education  in  the  hospi- 
tal, .setting  iq:>  grand  rounds,  week  by  week 
for  the  department  of  medicine.  As  I think 
of  what  I did  with  my  colleagues,  it  was  often 
to  look  around  the  hospital  to  see  if  we  could 
find  a patient  suflering  from  a disease  that  no 
one  had  ever  seen  before,  and  that  no  one 
was  likely  to  see  again.  If  we  could  find  such 
a patient,  that  was  the  ideal  subject  for  our 
continuing  education  program.  \Vell,  maybe 
it  was.  On  the  other  hand,  it  may  not  meet 
this  kind  of  criterion  in  the  development  of 
priorities.  Individual  disease  incidence  is  not 
enough.  One  might  also  look  at  the  disability 
to  the  patients  produced  by  those  disorders. 
Other  things  being  equal,  diseases  which  pro- 
duce greater  disability  ought  to  get  more  at- 
tention than  those  which  produce  less,  so  it  is 
possible  to  introduce  this  factor  into  the  de- 
termination of  priorities. 

However,  individual  disability  is  no  longer 
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enough,  as  we  look  at  the  broatlei  jirolileiiis 
of  health  service  in  the  community  at  large. 
The  social  disruption  that  is  produced  by  the 
disease  from  which  the  individual  patient 
suffers  should  also  go  into  the  determination 
of  priorities  along  with  chronicity  of  disease 
and  cost  of  disease.  "1  hese  are  ways  to  bring 
some  order  into  our  consideration  of  what  is 
needed  in  order  to  improve  patient  care 
through  continuing  education. 

Having  identified  the  needs  of  the  target 
group,  one  must  also  look  at  the  health 
resources.  What  body  of  information  is  avail- 
able to  meet  these  needs?  What  professional 
skills?  ^Vhat  safety?  If  there  is  something  that 
falls  high  on  the  need  scale,  but  for  which  we 
have  no  resources,  it  seems  pointless  to  engage 
in  extensive  continuing  education  about  it. 
This  is  the  way  in  which  we  can  separate  the 
needs  for  research  from  the  needs  for  contin- 
uing education.  It  is  where  the  needs  are 
high  and  the  resources  low  that  research 
ought  to  be  directed.  It  is  not  necessarily  this 
way  in  the  determination  of  what  is  best  for 
education. 

Finally,  one  ought  to  look  at  the  performance 
of  those  who  are  delivering  health  services.  If 
they  are  already  using  all  the  resources  that 
are  available  to  meet  identifiable  needs,  it  is 
futile  to  engage  in  further  continuing  educa- 
tion. We  ought  to  be  focusing  our  attention 
where  needs  are  high  and  available  resources 
are  not  being  used.  This  is  the  kind  of  thing 
that  Dr.  Freymann  was  referring  to  when  he 
spoke  about  the  audit  of  professional  per- 
formance. Such  an  audit  should  identify  defi- 
ciencies in  performance  that  might  be  reme- 
died through  education. 

I.et  us  turn  from  the  determination  of  priori- 
ties to  the  translation  of  priorities  in  the  pro- 
gram. It  is  important  to  identify  an  educa- 
tional program  which  has  the  greatest  possi- 
bility of  influencing  the  behavior  of  practi- 
tioners which  needs  changing,  and  not  simply 
informing  them  further  about  what  it  is  they 
ought  to  be  doing.  This  means  that  we  need 
to  introduce  some  of  the  science  of  education — 
not  simply  the  experience  of  the  itatient— in 


what  we  should  oiler  as  a continuing  educa- 
tion program.  Determine  first  educational  ob- 
jectives in  terms  of  behavior,  not  in  terms  of 
informational  content.  Those  objectives  may 
be  identified  as  reflecting  a lack  of  knowledge 
which  has  to  be  corrected  if  performance  is  to 
be  improved.  They  may  reflect  a lack  of  per- 
sonal skill,  i.e.,  translated  knowledge  into  ac- 
tion, or  they  may  reflect  an  attitudinal  set 
which  denies  to  patients  the  information 
which  physicians  have.  In  other  words,  their 
attitudes  are  set  in  such  a way  that  they  don’t 
use  what  they  know. 

.Most  continuing  education  programs  fodis 
on  knowledge  and  the  deli\ery  of  new  in- 
formation to  bring  practitioners  up  to  date. 
In  the  original  discussion  which  led  to  the 
legislation  creating  Regional  Medical  Pro- 
grams, the  idea  was  to  bring  to  the  bedside 
the  most  recent  developments  from  the  re- 
search laboratories  of  this  country.  It  was  felt 
this  was  the  way  to  improve  the  quality  of 
care  of  patients  suffering  from  heart  disease, 
stroke,  and  cancer.  That  may  all  be  very  well, 
but  if  one  looks  at  performance  deficiencies, 
it  seems  clear  that  the  ones  that  are  most 
significant  do  not  result  from  a physician’s 
lack  of  a bit  of  knowledge,  but  rather  it  is 
his  failure  to  translate  into  action  knowledge 
that  he  already  has.  In  fact,  those  new  pieces 
of  information  which  have  the  highest  proba- 
bilitv  of  impact  upon  patient  care,  are  so 
widely  disseminated  so  rapidly,  that  the  likeli- 
hood of  a physician  not  having  that  informa- 
tion is  very'  small  indeed.  All  he  has  to  do  is 
read  Time  and  Reader’s  Digest  or  look  at 
some  of  the  throtvaway  sheets.  Actually  the 
greatest  need  in  continuing  education  is  not 
that  of  providing  new  knowledge,  but  rather 
of  helping  jjeople  to  use  more  effectively  the 
knowledge  they  alreatly  have.  If  this  is  so. 
then  we  have  to  use  different  forms  of  contin- 
uing education  than  we  were  accustomed  to 
in  the  j)ast.  W'e  must  focus  on  those  things 
that  involve  learners  actively  in  the  pursuit 
of  what  it  is  they  need  to  improve  their  per- 
formance. Our  greatest  need  is  that  of  hel])- 
ing  jjhysicians  and  other  health  practition- 
ers in  educational  diagnosis  of  their  own 
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needs,  because  the  therapy  is  available  in  a 
variety  of  forms. 

Our  own  program,  for  example,  focuses  in- 
creasingly upon  means  of  helping  individual 
practitioners  not  only  through  the  audit  Dr. 
Freymann  referred  to,  but  by  a variety  of 
other  ways,  to  discover  for  themselves  what  it 
is  that  they  need  to  learn  in  order  to  improve 
their  performance.  Professional  practitioners 
are  more  anxious  than  those  of  us  who  are  on 
faculties  to  improve  their  performance  and 
deliver  the  best  possible  patient  care. 

Our  task  is  not  to  tell  them  what  we  know, 
but  to  help  them  discover  what  they  need 
and  translate  this  into  improved  patient  care. 
This  may  be  illustrated  in  the  kind  of  study 
we  did  at  Rockford.  The  abstract  system  is 
translated  into  a concrete  system  which  be- 
gins with  objectives,  develops  learning  ex- 
periences that  are  in  keeping  with  those  ob- 
jectives, and  carries  out  some  kind  of  evalua- 
tion to  allow  us  to  know  whether  the  objec- 
tives have  been  achieved.  If  they  have,  the 
objectives  must  be  re-examined  to  sec  if  they 
are  worth  achieving.  The  learning  experi- 
ences must  be  reviewed  to  see  whether  they 
were  appropriate  to  achieve  the  objectives, 
and  if  not,  they  must  be  altered.  In  Rockford 
we  helped  the  staff  of  the  community  hospital 
focus  on  something  that  everyone  was  in- 
volved in.  Each  patient  admitted  to  that  hos- 
pital got  a routine  hemoglobin,  fasting  blood 
sugar,  and  a urinalysis.  Our  study  was  quite 
simple.  ^Ve  looked  at  the  patient’s  record  to 
see  what  kind  of  response  his  physician  made 
to  the  abnormalties  in  those  routine  screen- 
ing procedures  that  were  reported.  We  looked 
for  any  kind  of  response,  even  an  order  to 
repeat  the  test.  The  response  rate  was  35  per 
cent.  Thus,  65  per  cent  of  tho.se  unexpected 
abnormalties  produced  no  response  at  all! 
Now  we  made  no  judgment  of  this,  but  sim- 
ply presented  this  information  to  the  Educa- 
tion Committee  with  the  implied  cjuestion; 
“Do  you  have  a problem?’’ 

They  decided  they  had  a problem.  They  de- 
veloped a staff  meeting  at  which  this  datum 
was  presented.  People  from  the  medical  facul- 


ty were  available  to  di.scuss  the  implications 
of  failure  to  follow-up  on  such  screening 
procedures.  One  of  the  most  difficult  parts  of 
this  continuing  education  exercise  was  to 
keep  members  of  the  faculty  quiet  until  some- 
body asked  them  a question.  What  they 
wanted  to  do  was  to  tell  those  fellows  what 
they  ought  to  be  engaging  in  rather  than 
taking  part  in  a dialogue.  Nonetheless,  we 
succeeded.  Ninety  per  cent  of  the  staff  took 
part,  and  at  the  conclusion  of  this  meeting 
there  was  uniform  agreement  among  those 
participants  that  this  had  been  a superb  con- 
tinuing education  program.  It  focused  upon 
their  problems,  their  performances,  and  their 
deficiencies.  They  enjoyed  it,  and  they 
resolved  to  go  out  and  do  differently.  WTll,  if 
we  had  evaluated  this  in  the  usual  way,  we 
would  have  said  this  is  great.  A large  number 
took  part  and  they  liked  it.  However,  being 
investigators,  we  thought  it  best  to  look  and 
see  whether  it  changed  behavior,  so  we  went 
back  and  repeated  the  study. 

.Vnyone  care  to  predict  what  happened?  \Vell, 
there  w'as  no  change.  The  Education  Com- 
mittee really  didn’t  know  how  to  deal  with 
these  data.  They  were  troubled  and  said, 
“Let’s  wait  and  .see  if  there  is  a delayed  reac- 
tion.’’ Six  months  later  we  went  back  and 
looked  once  more.  Would  you  care  to  ])redict 
what  we  found  at  this  time?  We  found  a signi- 
ficant increase  in  their  [)crformance.  It  was  not 
ideal,  but  it  was  iqr  to  65  per  cent.  However, 
six  months  had  jia.sscd,  and  it  was  necessary  to 
look  for  an  intenening  variable.  We  found 
one.  This  study  was  conducted  during  the 
month  of  July,  and  on  July  1st,  that  hospital, 
for  the  first  time  in  years,  had  gotten  a full 
intern  staff.  We  had  to  go  back  and  separate 
the  patients  who  had  been  seen  by  staff  physi- 
cians alone  and  those  who  had  been  seen  by 
staff  and  interns.  Would  you  care  to  make  a 
prediction?  All  the  improvement  was  among 
those  who  had  been  seen  by  interns.  Well,  now 
it  was  clear.  ^Ve  had  failed  to  achieve  our 
educational  objective,  but  it  was  also  clear  that 
the  learned  experience  was  probably  inap- 
propriate. 

This  was  not  a problem  of  knowing.  The 
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jihysicians  knew  what  they  ought  to  do,  and 
they  knew  how  to  do  it,  but  they  simply  were 
not  doing  it.  One  of  our  staff  suggested  this 
might  be  a simple  perceptual  problem  where 
so  many  normal  values  came  along  that  when 
an  abnormal  appeared,  it  didn’t  have  suffici- 
ent impact  to  lead  to  a response.  If  this  were 
the  case,  we  suggested  approaching  it  as  a 
perceptual  problem  in  learning  and  not  a 
cognizant  or  knowing  problem.  As  a result, 
we  simply  obliterated  the  abnormality  on  the 
laboratory  with  a piece  of  high  visibility 
fluorescent  tape  that  had  to  be  torn  off  in 
order  to  reveal  the  abnormality.  We  did  that 
for  six  weeks,  and  it  gave  us  a chance  to  find 
out  that  almost  everyone  looked.  After  six 
weeks  we  went  back  and  did  the  study  once 
more. 

Would  you  care  to  predict  what  we  found 
this  time?  ^Vell,  it  was  a 100  per  cent  response 
rate  when  we  included  interns.  Quite  proper- 
ly, someone  asked  “Did  they  learn  anything, 
or  was  this  simply  a stimulus  response,  which 
wouldn’t  occur  if  the  stimulus  weren’t  there? 
A legitimate  question. 

The  taj>e  was  discontinued,  and  after  six 
months  the  study  was  repeated  once  again. 
Any  predictions?  ^Vell,  we  maintained  most 
of  the  gain.  We  have  gone  back  three  times 
since  at  six  months  intervals,  and  results  have 
fallen  off  slowly,  but  never  back  to  the  point 
where  they  were  in  the  first  place.  I tell  you 
this  to  illustrate  the  systematic  approach  to 
problems  of  continuing  education  which  real- 
ly relate  to  patient  care.  It  also  relates  to  that 
final  problem  which  I referred  to  initially,  i.e., 
the  nature  of  leadership. 

If  we  are  to  have  continuing  education  pro- 
grams and  some  new  format,  it  seems  quite 


clear  to  me  that  we  need  new  kinds  of  leaders 
for  continuing  education.  It  is  not  enough  to 
have  people  who  are  sincere,  devoted,  and 
well  qualifed  in  the  subject  matter  of  medi- 
cine. There  is  a science  of  education.  It  may 
be  an  emerging  science,  but  nonetheless  it  is 
a science  which  deserves  our  attention  and 
our  respect.  It  is  a science  which  we  have 
used  very  little  and  have  ignored  very  widely 
in  our  educational  program  planning  thus 
far.  The  people  we  need  are  people  who  are 
knowledgeable  about  the  means  by  which 
practitioners  and  health  professionals  are  as- 
sisting in  diagnosing  their  owm  needs.  They 
must  also  create  opportunities  which  facili- 
tate learning,  and  help  in  the  continuing  as- 
sessment of  their  own  performance  to  deter- 
mine whether  the  needs  have  been  met  and 
to  identify  new  ones.  Unless  we  introduce 
such  new  professional  leadership  into  our 
programs  of  continuing  education,  it  seems 
unlikely  that  we  will  transform  the  present 
tired  model,  even  though  we  may  use  lots  of 
new  technology  and  lots  of  new'  formats. 
What  I am  really  saying  is  that  we  must 
develop  a new'  attitudinal  set  about  what  edu- 
cation is,  and  a readiness  to  use  people  w'ho 
are  experts  in  education  and  not  in  content 
alone.  I use  this  meeting  today  as  an  illustra- 
tion of  how  deep  our  attitudinal  set  is.  Al- 
though it  is  devoted  to  the  consideration  of 
education,  I would  call  to  your  attention  the 
fact  that  those  of  us  who  appear  before  you 
are  all  qualified  in  training  something  other 
than  education.  It  is  time  for  us  to  bring  in 
other  experts  and  to  use  them  to  recognize 
their  contribution  because  if  we  don’t,  I am 
afraid  we  are  lost. 

Let  me  end  then  with  a word  from  that  great 
American  philosopher,  Pogo,  “We  have  met 
the  enemy  and  they  are  us.’’ 
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Panel  Discussion 


Dr.  Woolsey:  It  is  my  opinion  that  perhaps 
Dr.  Miller  underestimated  a little  bit  the  lack 
of  need  for  new  knowledge  for  practitioners, 
particularly  in  the  rural  communities.  Dr. 
Miller  supposes  that  the  individuals  do  have 
the  knowledge,  but  they  aren’t  acting  on  that 
knowdedge  appropriately.  When  you  realize 
that  about  one  third  of  all  the  practitioners 
in  the  nation  (except  for  what  they  may  do 
entirely  by  themselves  when  they  are  clos- 
eted) are  in  no  way  involved  in  attempting  to 
acquire  additional  information,  I am  not  so 
sure  we  can  feel  that  they  don’t  need  a bit  of 
new  knowledge  here  and  there. 

Dr.  Miller:  I would  be  willing  to  accept  this 
hypothesis  worthy  of  study  rather  than  as  fact 
that  lias  been  demonstrated.  The  hypothesis 
is  that  practicing  physicians  have  a greater 
need  for  new  knowledge  than  for  improving 
their  skills  and  translating  what  they  have 
into  behaiior.  One  study  was  done  by  a dis- 
tinguished pediatrician  simply  looking  at  a 
sequence  of  100  patients  refeiTed  to  him  by 
practitioners,  presumably  because  they  were 
unable  to  handle  the  problems  that  the  pa- 
tients presented.  As  he  analyzed  this,  in  no 
instance  did  he  find  that  it  was  because  the 
practitioner  did  not  have  the  knowledge  that 
was  required,  but  rather  that  he  was  not 
doing  some  simple  things  he  had  been  well 
trained  to  do  very  long  ago. 

Dr.  Woolsey.  You  threw  in  a word  that  I did 
not  have  in  there.  You  said  “had  more  need.’’ 

I wasn’t  implying  there  was  more  need;  I just 
had  implied  that  there  was  a need  also  for 
new  knowledge. 

I 

Dr.  Miller:  Our  first  need  is  to  determine 
priority.  AVhat  is  needed  most?  'U’e  must  ad- 
dress our  attention  to  these  things,  and  only 
Avhen  the  most  needed  are  met  do  we  move 
into  other  things. 

Dr.  Cross:  Someone  asks  about  the  new  tests 
that  are  available  as  self-testing  devices.  How 


effective  are  these  and  what  may  be  their 
place? 

Dr.  Freymann:  Many  here  took  the  .\merican 
College  of  Physicians  “Self-Evaluation  Test’’: 
750  questions  on  exotica — I,  for  one,  found  it 
an  absolutely  fascinating  exercise.  It  really 
tested  how  well  you  read  the  annals,  and  it 
was  a lot  of  fun.  I felt  at  the  end  that  I might 
have  the  satisfaction  of  having  read  recent 
journals,  but  there  was  absolutely  nothing  in 
that  exercise  that  gave  me  any  evaluation  of 
whether  1 was  even  fitted  to  take  care  of 
patients. 

Dr.  Miller:  The  self-testing  mechanism  has 
the  greatest  promise  of  all  in  leading  us  into 
effective  continuing  education.  Self-testing 
must  be  a test  of  those  professional  skills 
which  are  of  highest  priority  in  delivering 
patient  care,  not  in  the  exotica  which  jileases 
the  faculty.  Let  me  give  you  a specific  illus- 
tration. We  are  mounting  such  a program  for 
the  Illinois  State  Medical  .Society.  \Ve  will 
provide  an  opportunity  for  physicians  to  go 
through  a self-testing  experience,  using  a 
variety  of  modalities  including  a model  pelvis 
in  which  it  is  possible  to  insert  unknowns. 
The  object  is  to  determine  whether  they  can 
identify  these  unknowns.  We  have  a model 
globe  which  can  have  unknown  retinal  path- 
ology. We’ll  learn  if  they  are  able  to  identify 
those  things  which  lead  to  identification  of 
disease.  We’ll  use  heart  sounds  and  clinical 
simulations  to  focus  on  what  practitioners  do, 
not  simply  upon  what  they  know. 

Dr.  Rawson:  How  will  this  fit  in  with  the 
re-evaluation  for  re-accreditation? 

Dr.  Miller:  I hope  that  will  be  completelv 
separate.  If  there  is  anything  that  will  defeat 
our  goal  of  continuing  education  it  is  to 
insert  relicensing  as  part  of  this.  If  we  let  that 
hapijen  we  will  simply  force  people  to  attend 
rather  than  encourage  them  to  learn. 

Dr.  ]\'oolsey:  \Vas  your  question  relative  to 
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recertification  rather  than  to  relicensing,  or 
didn’t  you  distinguish  between  them? 

Dr.  Rawson:  Recertification.  I think  it  would 
he  appropriate  for  both. 

Dr.  Morrison:  How  do  you  really  test  the 
quality  of  health  care  delivered  to  a patient? 
We  can  do  this  as  pathologists.  We  exert  the 
final  quality  control  in  a way,  but  how  do 
yon  go  alxmt  it  in  the  day-to-day  care  of  the 
coninion  cold  or  in  a patient  who  has  some 
emotional  problem?  How  is  that  done? 

Dr.  Freymann:  I remember  a critical  instant 
technic  test  which  I was  conned  into  taking 
as  an  internist.  I was  directing  an  obstetrical 
exercise  on  how  to  manage  third  trimester 
bleeding.  This  is  an  entirely  different  type  of 
a test.  It  doesn’t  test  your  factual  knowledge. 
You  go  through  the  process  of  managing  a 
jiatient  which  is  the  analysis  of  information, 
and  then  you  act  on  this.  On  the  basis  of  this 
action,  you  have  to  take  another  step.  You  do 
this  by  erasing  to  find  out  what  information 
you  want.  For  instance,  in  a physical  exami- 
nation obviously  you  do  a pehic,  so  you  ask 
for  the  pelvic  findings.  Well,  this  is  a very 
interesting  thing.  You  get  so  involved  in  it 
that  you  feel  you  are  managing  the  case.  I 
quickly  found  that  I w'as  w'ay  in  over  my 
head.  I got  to  a point  where  one  of  the 
options  I could  take  was  to  call  in  a consul- 
tant. I picked  this  little  blank,  and  the  an- 
swer came  out — “The  consultant’s  gone 
fishing,  you’re  the  only  doctor  in  town.’’  At 
the  end  of  pages  of  this,  at  which  point  my 
hands  were  wet  and  I was  sweating,  I was 
down.  There  was  one  thing  that  I could 
erase.  When  1 did,  it  said — “You  are  now 
censured  by  the  Tissue  Committee.’’  Now, 
that’s  self-evaluation. 

Dr.  Miller:  We  have  just  .sent  to  the  publish- 
ers a book  that  will  include  23  such  problems 
for  general  use  in  continuing  education.  In 
answer  to  Dr.  Morrison’s  question,  I think  we 
innst  acknowledge  that  there  are  immediate, 
intermediate,  and  idtimate  objectives  to  see 
whether  or  not  they  are  achieved.  We  then 
make  the  assumption  that  if  these  are 
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achieved  patient  care  will  be  better.  In  clini- 
cal instruction  we  have  spent  a lot  of  time 
having  students  work-up  patients.  As  part  of 
that  work-up  the  student  puts  a stethoscope 
on  the  chest,  presumably  to  gain  greater  skill 
in  the  interpretation  of  what  he  hears.  ^Ve 
make  the  assumption  that  this  will  improve 
patient  care.  W'^ell,  we  can  test  that  assump- 
tion, or  we  can  test  whether  or  not  the  imme- 
diate objective  is  achieved.  Last  year  we 
tested  this  by  evaluating  the  students’  ability 
to  identify  abnormal  heart  sounds,  using  a 
standarized  set  of  recordings.  We  found  that 
between  the  second  and  third  year  in  school 
there  was  a sharp  improvement  in  that  skill. 
However,  from  the  third  to  the  fourth,  from 
the  fourth  to  the  internship,  from  the  intern- 
ship to  the  residency,  there  was  a straight 
line.  There  ^vas  no  perceptible  increase  in 
the  skill  of  doing  this  until  one  got  to  be  a 
fellow  in  cardiology  when  it  went  up  again 
sharply.  I think  these  are  the  ways  in  which 
one  gets  at  the  component  parts  of  patient 
care.  You  tr\'  to  tease-off  elements  in  essen- 
tially pure  culture,  as  a bacteriologist  at- 
tempts to  do  in  identifying  a micro-organism. 

Dr.  Cross:  A question  is  about  the  desirability 
of  a program  in  which  the  hospital  case  mate- 
rial is  presented  and  discus.sed  by  a medical 
school  representative  through  a two-day  radio 
communication.  Dr.  ^Yoolsey,  you  are  a pio- 
neer in  this  field. 

Dr.  Woolsey:  The  two-way  radio  system, 
whereby  the  instructor  and  the  student  may 
interact  by  exchanging  auditory  information, 
is  effective.  There  is  a very  definite  increment 
in  knowledge  which  is  retained  to  a reason- 
able degree  over  a six-month  period.  But  this 
is  just  one  of  the  methods.  When  you  think  of 
the  ways  of  doing  things,  when  you  think  of 
media,  don’t  just  use  a medium  because  it  is 
available  to  you.  This  is  where  most  media 
get  into  trouble.  Television  exists.  Therefore, 
Ave  have  to  use  television.  You  go  ahead  and 
use  it,  and  it’s  a disaster.  Determine  Avhat  you 
Avant  to  do  and  then  try  to  determine  the 
best  method  of  transferring  that  knoAvledge 
Avithin  your  capabilities.  Design  the  educa- 
tion relative  to  making  full  use  of  the  medi- 
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um  rather  than  using  a medium  because  it  is 
there. 

Dr.  Cross:  Here  is  another  query — “Who  de- 
termines the  educational  needs  in  a hospital’?' 

Dr.  Freyrnann:  Let  me  tell  you  first  who  is 
not  qualified  to  tell  you  what  the  priorities 
are — that  is  the  medical  school.  It  is  the 
hospital,  more  specifically  the  hospital  staff, 
which  should  establish  the  priorities.  This  is 
where  administration  is  important.  This  is 
what  I was  referring  to  when  I said,  doctors 
are  not  clerks.  I think  one  of  the  reasons  the 
evaluation  of  priorities  has  been  a failure  is 
because  the  only  way  it  is  possible  to  do  this 
is  to  have  doctors  sit  down  and  go  through 
that  incredibly  boring  process  of  cliart  re- 
view. The  administration  has  an  obligation 
to  provide  the  clerical  backup  and  the  techni- 
cal expertise.  With  the  application  of  com- 
puters, it  is  entirely  jx)ssible  to  present  a 
medical  staff  with  statistical  data  on  exactly 
what  they  are  doing.  This  can  be  on  many 
other  things — incidence  of  disease,  days  of  dis- 
ability, days  lost  from  employment,  and  all 
these  kinds  of  things.  The  staff  should  decide, 
but  tlie  administration  should  provide  the 
raw  data. 

Dr.  Cross:  What  about  the  role  of  leadership? 

Dr.  Miller:  The  place  in  wliich  attitudes  of 
continuing  learning  are  .set  is  the  medical 
school.  If  we  really  believe  that  we  want  prac- 
titioners to  be  continuing,  independent,  and 
self-reliant  learners,  then  we  better  provide 
them  with  opportunities  to  become  this  in 
medical  school  and  reward  them  for  doing  it. 
Instead,  ntost  of  our  educational  jjrograms  in 
medical  school  seem  designed  to  defeat  the 
achievement  of  that  objective.  We  make  stu- 
dents utterly  dependent  upon  faculty,  and 
then  we  are  surprised  when  they  aren’t  inde- 
pendent learners  after  they  leave  us.  AVe  ad- 
dict them  to  teaching  and  wonder  why  they 
don’t  grasp  the  opportunity  to  be  self-reliant 
learners.  The  problem  of  leadership  is  not  at 
the  continuing  education  level  alone.  It  is  a 
problem  which  all  of  us  share  throughout  the 
medical  educational  program,  and  not  only 


in  the  profession  of  medicine,  but  in  all  of 
the  health  professions. 

Dr.  Cross:  Here  is  another  question — Do  you 
know  where  any  trained  educators  are  being 
used  in  continuing  education  or  education  on 
the  postgraduate  level? 

Dr.  U'oolsey:  In  Albany  we  use  consultants 
from  the  State  University,  from  the  Educa- 
tional Psychology  Department  and  the  Sociol- 
ogy Department.  W'e  have  a very  interesting 
experiment  going  on.  Eighty  practitioners  in 
medicine  (internists  and  general  practition- 
ers, selected  at  random)  have  been  working 
with  us  as  consultants  for  two  years.  They 
had  suggested  that,  in  order  to  identify 
whether  they  had  any  knowledge  deficiencies, 
tve  should  examine  them.  We  have  been  ex- 
amining them  before  instruction,  after  in- 
struction, and  six  months  following.  In  each 
instance,  with  25  subjects,  we  can  identify  a 
need  for  more  knowledge  relative  to  the  in- 
formation they  are  going  to  have  to  have  if 
they  are  going  to  apply  good  care  adequately 
to  the  practice  of  medicine. 

Dr.  Cross:  Are  there  many  medical  schools  that 
have  established  Departments  of  Medical  Edu- 
cation, headed  by  people  who  are  primarily 
educators? 

Dr.  Miller:  We  now  have  on  our  staff  in  the 
Center  for  Educational  Development  30  pro- 
fessionals, of  w'hom  only  five  have  training  in 
the  health  professions.  The  rest  are  derived 
from  the  educational  profession.  They  are 
working  in  the  22  other  offices  or  divisions  of 
research  in  medical  education.  They  are  at 
all  levels — undergraduate,  graduate,  and  con- 
tinuing education.  Community  hospitals  are 
involved  in  the  total  school  program  thus  the 
resources  are  provided  to  them.  There  are  very 
few  community  hospitals.  I am  not  aware  of 
any  w'hich  have  individual  staff  members  who 
are  qualified  primarily  in  education,  excep- 
ting York.  York  Hospital  has  a staff  of  this 
sort  and  has  been  a leader  in  trying  to  incor- 
porate this. 

Dr.  IVoolsey:  This  is  a good  question.  I don’t 
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know  ol  any  hospital  wliith  has  clone  this 
snccesstnlly.  ^'on  have  to  realize  what  the  sit- 
nation  is  within  connnnnity  hospitals.  11  the 
physician  practicing  in  that  hospital  was  so 
hell-bent  lor  education  that  he  couldn’t  live 
without  it,  he  wouldn’t  be  there  in  the  hrst 
place.  He  is  out  there  to  jjractice  medicine 
and  tcj  bring  service  to  people,  d his  is  a very 
time-constnning  occupation;  he  works  much 
harder  than  peojjle  realize,  and  he  does  a 
much  better  job  than  most  people  realize.  His 
family  affairs  impinge  upon  him,  and  time  is 
of  the  essence.  The  one  thing  you  can  put 
off — and  nobody  will  really  know  that  you  are 
putting  it  off — is  a continuing  education 
effort.  It  takes  real  dedication  as  an  individu- 
al to  Ije  sincerely  involved  in  your  own  effort 
without  any  outside  stimulation.  In  my  opin- 
ion, only  10  per  cent  of  physicians  have  such 
dedication.  Your  problem  then  is  to  get  to 
the  j)hysician  some  way  or  other,  to  identify 
that  he  has  a need.  I spoke  to  this  panel  of 
considtants.  I had  three  people,  very  capable 
practitioners,  come  to  me  individually  and 
say:  “You  know,  before  I was  involved  in  this 
effort,  I was  absolutely  convinced  that  I was 
doing  what  1 should  be  doing  to  keep  myself 
up  on  the  facts  of  medicine.  1 now  realize 
that  was  not  true.  I’ve  got  to  do  a better  job.” 

1 don’t  like  to  decry  the  things  which  have 
been  attempted.  You  need  some  way  to  get 
the  individual  to  recognize  that  he  has  a 
need.  One  of  the  easiest  w'ays  to  do  this  is  to 
get  him  in  a position  where  he  realizes  his 
lack  of  knowledge  in  certain  areas.  Then  it 
dawns  on  him  that  he  does  have  a need.  If 
you  can  get  him  into  the  fold,  then  maybe 
you  can  begin  to  w'ork  him  toward  the  more 
important  and  erudite  processes  of  applying 
what  he  learns  to  the  actual  practice  of  medi- 
cine. However,  there  are  many  things  you 
can’t  control  in  education.  You  can  never 
really  tell  whether  a lecture  has  an  effect. 
You  can  tell  whether  it  changes  practice  hab- 
its and  so  forth,  but  you  can’t  tell  what  might 
have  been  the  practice  habit  a month  or  two 
years  from  now  if  that  individual  had  not 
been  exposed  at  this  time.  Knowledge  doesn’t 
slay  flat  or  go  up.  It  goes  up  and  down  and 
stays  flat. 


Dr.  Miller:  In  Maine,  a couple  ot  general 
practitioners,  whose  names  are  Cross  and  Bi- 
journe,  have  created  for  themselves  and  their 
community,  what  I regard  as  the  best  contin- 
uing education  program  for  individual  prac- 
titioners. It’s  all  built  around  the  education 
of  the  problem-centered  record  that  Dr. 
Lawrence  Week  has  talked  about  so  much  in 
the  last  couple  of  years:  the  papers  in  the 
New  England  Journal  of  Medicine  entitled, 
“Medical  Records  that  Teach,”  and  the  ex- 
perience of  these  two  practitioners.  The  way 
they  translated  this  into  their  own  daily  prac- 
tice made  a continuing  education  program 
for  themselves  that  was  tailored  to  their  needs 
and  not  determined  by  something  outside. 

Dr.  C ross:  Dr.  Rawson  is  the  chainnan  of  a 
steering  committee  which  has  dreams  of 
providing  a high  quality  of  continuing  educa- 
tion for  all  the  hospitals  in  New  Jersey.  I 
don’t  know  whether  you  want  to  comment 
further  on  our  ambitions. 

Dr.  Jiazvson:  Our  ambitions  are  embryonic  at 
present.  The  RMP  has  a Council  on  Contin- 
uing Physician  Education  comprised  of  rep- 
resentatives from  the  Academy  of  Medicine, 
from  I'he  Medical  Society  of  New  Jersey  and 
from  the  two  medical  schools.  Three  years 
ago,  after  looking  and  trying  to  determine 
what  the  needs  were,  the  Council  asked 
Dr.  Rogers  to  undertake  a study  of  all  the 
hospitals  in  the  state.  He  came  up  with  a very 
good  evaluation  on  size  of  the  hospital,  the 
pattern  of  the  staff,  the  profile  of  the  staff, 
and  what  the  educational  programs  were. 
This  was  presented  to  this  Council  and  rec- 
ommendations were  made.  Fortunately,  the 
schools  had  been  discussing  the  possibility  of 
a Department  of  Continuing  Education  in 
New  Jersey  under  the  two  schools.  This  is 
probably  the  first  thing  we  had  done  toward 
bringing  the  two  schools  close  together.  It  has 
been  proposed  by  the  facidties  of  the  two 
schools  that  one  office  for  continuing  educa- 
tion be  created  under  the  two  state  medical 
schools  with  a steering  committee.  The  com- 
mittee was  established  with  two  representa- 
tives of  The  Medical  Society  of  New  Jersey, 
two  representatives  of  the  Association  of  the 
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New  Jersey  Hospital  Medical  Educators,  two 
members  of  the  faculty  of  the  College  of 
Medicine  and  Dentistry  at  Rutgers,  and  two 
from  the  faculty  at  Newark.  Also,  a member 
from  the  Academy  of  Medicine  and  one  from 
the  New  Jersey  Association  of  Osteopathic 
Physicians  and  Surgeons  were  included  as  ob- 
servers. '\\'’e  meet  regularly  and  are  planning 
for  the  development  of  such  a program,  but 
we  are  still  in  the  planning  stage  and  have  a 
long  way  to  go.  This  is  with  the  total  effort  of 
that  group. 

Dr.  Cro.ss:  Here  is  a query  about  computer- 
ized audits  in  a hospital. 

Dr.  Evans:  Computers  do  have  a definitive 
place.  Ihifortunately,  too  may  people  look  at 
computer  information  gathering  systems  as 
audit  systems  in  themselves  and  they  are  not. 
They  are  simply  means  of  providing  you  with 
well  categorized  data  information  you  can  be- 


gin to  audit.  You  simply  can’t  go  to  PAS, 
HNP,  M.\P,  or  any  of  the  computer-based 
audit  systems  and  read  them  like  a novel.  You 
must  go  through  them  with  a definitive  series 
of  data  bits  that  you  want  to  get  out  of  them. 
You  must  ask  of  them  specific  questions,  so  to 
speak.  They  are  helpful  in  the  business  of 
data  gathering,  data  logging,  and  data  dissem- 
ination, but  they  are  not  in  themselves  an 
audit.  I am  afraid  this  is  the  trip-up  many 
people  get  into  because  they  have  the  idea 
that  if  they  have  a M.\P  they  have  an  audit. 
This  is  not  true.  You  have  the  skeleton  of  an 
audit;  you  have  the  material  and  information 
you  can  use. 

Dr.  Morrison:  You  have  the  perfect  educa- 
tional tool  in  your  hospitaLs — namely,  the  au- 
topsy. It’s  been  my  e.\j3erience  that  \er\’  few 
jdiysicians  ever  look  in  on  the  autopsy  of 
their  own  patients.  I think  the  conclusion  is 
obvious. 


The  Hospital  Administrator's  View 

Edward  J.  Dailey,  Jr.,  Director 
Muhlenberg  Hospital,  Plainfield 


The  average  hospital  in  the  United  States  is 
the  100  to  200  bed  community  hospital.  It  is 
not  the  magnificent  Massachusetts  General 
Hospital  or  Johns  Hopkins.  There  is  a text- 
book definition  of  hospitals  that  Webster  gives 
us:  “An  institution  where  the  sick  or  injured 
are  given  medical  or  surgical  care.” 

Community  hospitals  are  usually  small,  but 
there  are  large  community  hospitals  ranging 
up  to  800  beds  in  urban  areas.  These  hospitals 
usually  retain  autonomy  of  their  affairs.  Gen- 
erally they  do  not  have  medical  school 
affiliation.  At  the  other  end  of  the  spectrum 
are  University  hospitals  such  as  Columbia 
Presbyterian,  Massachusetts  General,  Peter 
Bent  Brigham,  and  Johns  Hopkins.  These 
magnificent  teaching  hospitals  have  come  into 
being  in  the  United  States  in  the  past  40  years. 


Many  of  our  friends  in  the  medical  field  re- 
gard them  with  great  suspicion.  There  is  the 
third  type  of  hospital,  and  this  perhaps  is 
where  my  current  experience  really  is;  we 
choose  to  call  it  a “community-teaching  hos- 
pital.” This  has  the  best  of  both  worlds.  Its 
objectives  are  in  health  care  and  education; 
it  has  complete  autonomy  to  direct  its  own 
affairs.  The  community-teaching  hospital  has 
direct  contact  with  a medical  school,  and  its 
emphasis  is  in  on-going  education  at  all  levels 
and  in  all  disciplines.  It  is  the  community- 
teaching hospital  that  I will  refer  to  in  this 
paper. 

The  United  States  has  been  engrossed  in  dis- 
cussions of  medical  education  since  World 
War  II,  but  there  is  much  glib  talk  without 
much  tangible  progress.  The  few  quiet  voices 
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of  medical  school  deans,  hospital  diiectors  of 
medical  education,  and  the  people  whose  lives 
are  devoted  to  medical  education  frequently 
are  not  heard. 

There  is  a problem  in  fixing  responsibility  at 
the  national  and  state  as  well  as  at  the  com- 
munity level.  Look  at  your  own  hospital  to 
see  if  there  is  a basic  objective  for  the  institu- 
tion, and  then  ask  yourself  the  4 “Rs”  about 
this  goal — namely.  Responsibility,  Role,  Right 
and  even  Religion.  Ask  yourself  the  following 
questions  about  education  as  it  relates  to  your 
hospital  goal;  (1)  Is  it  window  dressing?  (2)  Is 
it  a sop  to  medical  fashion?  (3)  It  is  a proper 
and  legitimate  assumption  of  basic  responsi- 
bility in  your  institution?  (4)  Are  you  dedi- 
cated and  idealistic  as  regards  the  blessings  of 
education? 

Some  hospitals  list  the  medical  education 
function  in  the  lower  part  of  their  table  of 
organization  and  at  a low  level  of  activity. 
They  are  content  to  assign  someone  the  task, 
and  then  look  away  as  if  they  have  new  fields 
to  conquer — which  is  either  a new  building,  a 
new  science  laboratory,  or  what  have  you.  But 
is  medical  education  on  the  table  of  organiza- 
tion to  begin  with?  There  are  many  hospital 
tables  of  organization  in  New  Jersey  in  which 
such  a department  does  not  appear. 

The  Muhlenberg  Hospital  is  not  typical  of 
hospitals  in  the  United  States.  It  is  as  different 
from  the  other  community  hospitals  I de- 
scribed as  it  is  different  from  Columbia  Presby- 
terian Hospital.  It  is  a unique  organization 
and  it  may  be  an  emerging  type  of  community 
health  care  institution.  Why  the  difference? 
First,  I must  exclude  the  true  community 
hospital  usually  in  the  rural  setting,  for  they 
may  find  it  difficult  to  adapt  to  modern  trends 
in  medical  education.  At  this  moment,  educa- 
tion does  not  appear  to  hold  a high  priority 
position  in  their  current  objectives.  We  must 
also  exclude  the  very  large  teaching  hospitals 
such  as  Massachusetts  General  and  similar  hos- 
j)itals  mentioned  earlier.  It  is  not  my  intent 
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to  discuss  hospitals  at  either  end  of  the  spec- 
trum, but  to  speak  of  those  in  the  middle. 

Fewer  than  20  per  cent  of  the  hospitals  in  the 
United  States  lie  in  the  500  bed  bracket.  This 
was  10  per  cent  when  Faxon'  pointed  it  out 
at  the  end  of  4\'orld  4Var  II. 

The  professionals  generally  misunderstand 
education  and  all  its  ramifications  just  as 
much  as  the  general  public  view  video  roles  of 
“Dr.  Gillespie,’’  or  “Dr.  Gannon,”  or  .some  of 
the  other  medical  programs  on  television.  Tliis 
misunderstanding  is  a basic  problem  in  objec- 
tives. What  is  the  objective  of  your  hospital? 
Can  you  or  have  you  identified  the  funda- 
mental goal  of  your  organization  in  the  first 
instance?  This  difficult  task  is  the  exclusive 
responsibility  and  duty  of  the  administrator 
of  your  hospital.  It  is  the  administrator’s 
responsibility  constantly  to  remind  people 
about  the  basic  objective,  the  primary  objec- 
tive of  the  hospital.  To  give  another  example, 
ninety  odd  years  ago  in  our  hospital,  the 
objectives  were  “the  care,  cure  and  nurture  of 
the  sick  and  injured” — very  beautifully  said. 
The  hospital  resulted  from  community  action 
taken  after  a train  wreck  in  the  Plainfield 
area.  Five  years  ago,  the  governing  board 
added  a resolution  identifying  those  objectives 
vv”ith  another — “educational  activity  at  all 
levels  in  all  pertinent  fields,  basic  to  superior 
health  care.”  Translating  this,  w'e  are  saying 
the  hospital  is  not  only  interested  in  health, 
but  in  health  education.  1 suggest  that  these 
are  the  questions:  Do  you  accept  a local  re- 
sponsibility for  quality  health  care  and  thus 
education?  Do  you  accept  this  responsibility  in 
a rather  provincial  and  narrow  and  yet  typi- 
cally American  way?  Or  do  you  accept  the 
broad  responsibility  which  is  the  preparation 
of  young  men  and  women  in  the  several  disci- 
plines of  the  health  care  field?  These  are  basic 
questions  for  a Board  of  Tnistees.  No  one  else 
can  assume  this  responsibility.  Medical  educa- 
tion in  the  hospital  setting  is  essential.  It  is 
the  responsibility  of  the  Governing  Board 
because  it  is  the  kev  to  quality  health  service. 
If  you  are  going  to  accept  the  thesis  that  medi- 
cal education  is  the  soft  core  of  institutional 
life  that  radiates  out  into  all  other  areas, 
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which  builds  professionals,  attracts  profes- 
sionals, holds  them,  and  continues  to  improve 
them — then  you  must  think  of  education  as 
the  heart  beat  of  the  hospital. 

How  to  do  it?  The  key  is  your  Board  of 
Trustees;^  it  is  your  base,  your  home  plate.  Is 
the  trustee  willing  to  shoulder  the  responsi- 
bility and  authority  of  trusteeship  and  dare 
to  call  for  something  more  than  the  threshold 
standards  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals?-  Is  this  not  the 
responsibility  of  the  trustee  in  the  first  in- 
stance? This  is  a social  responsibility,  a politi- 
cal responsibility,  and  a community  responsi- 
bility. Certainly,  there  is  the  question  of  fiscal 
price,  (everything  you  do  has  a price  tag)  and 
inevitably  the  trustee  must  face  this  realiza- 
tion of  standards  established  beyond  the  mini- 
mums  of  the  Joint  Commission  moving  into 
the  marvelous  world  of  education. 

There  is  a price  to  ].>ay  in  many  areas,  not  all 
of  it  fiscal.  There  is  an  administrative  price: 
an  incredible  involvement  of  the  adminis- 
trator’s time.  It  is  one  thing  to  have  a health 
care  institution,  a medical  hotel  if  you  rvill, 
but  when  you  add  all  the  trappings  of  educa- 
tion and  all  the  multi-disciplines  that  abound 
in  the  health  care  field,  there  is  no  end  to 
involvement.  There  are  not  enough  hours  in 
the  day.  It  is  “ego”  shattering  to  the  adminis- 
trator. He  is  used  to  being  the  “Big  Boss”  in 
his  organization  and  let  us  face  it,  we  teach 
that  in  the  graduate  schools  of  hospital  ad- 
ministration. We  teach  the  “Junker  Chain  of 
Command,”  utilized  by  the  German  general 
staff,  and  we  insist  that  all  communications  in 
the  institution  flow  up  to  the  administrator 
and  flow  down.  Suddenly,  when  you  inject  a 
“high  powered”  medical  educator  or  a chief 
of  staff  who  can  converse  with  the  Board  of 
Trustees  about  a professional  matter,  espe- 
cially about  education  (of  which  the  adminis- 
trator may  know  very  little),  then  I suggest 
liis  male  “ego”  may  be  badly  bruised. 

What  else  do  you  need  in  your  hospital?  You 
need  human  resources,  you  need  clinicians, 
you  need  educators,  you  need  support  from  all 
sorts  of  people  of  all  tyjres,  you  need,  I sug- 
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gest,  young  people.  This  is  not  a burden  to  be 
borne  alone  by  the  senior  statesmen.  You  re- 
quire young  people  of  stature  whose  educa- 
tional qualifications  are  impeccable,  whose 
integrity  is  paramount,  and  whose  ideals  are 
obvious,  ^’ou  don’t  need  summer  soldiers.  You 
need  full-time  people,  and  most  of  all,  good 
physicians.  You  need  facilities,  sucli  as  class- 
rooms rvith  proper  equipment,  settings,  and 
tools.  This  brings  up  the  question  of  dollars. 
It  isn’t  enough  to  demand  dedication  and 
cooperation.  There  are  dollars  involved.  It  is 
necessary  to  have  full-time  clinical  chiefs. 
They  must  be  on  the  “campus”  and  they  must 
be  on  the  site.  Young  people  today  wunt  to 
talk  to  the  qualified  teachers  and  they  must  be 
present.  You  need  various  supporting  items, 
such  as  an  auditorium,  classroom,  and  equip- 
ment. 

You  cannot  run  an  exclusive  medical  educa- 
tion program.  You  have  to  have  other  people, 
other  types  of  educators  and  other  bases  of 
support.  The  program  requires  intimate  con- 
tact with  a medical  school,  and  a proper 
organization  within  the  hospital.  Leadership 
appointments  must  be  acceptable  to  the  medi- 
cal school  and  to  the  hospital.  This  can  be 
done  by  mutual  agreement  and  consent.  It  is 
a question  of  leadership,  too,  by  the  President 
or  the  Chairman  of  your  Board  of  Trustees, 
the  .Administrator  and  the  Chief  of  Staff. 
These  officials  must  be  in  complete  agreement 
on  their  objectives  of  health  and  education. 
They  must  be  dedicated  people,  and  there 
must  be  mutual  cooperation  between  them. 
These  leaders  must  call  it  as  it  is.  Behind  this 
leadership,  you  require  a strong  medical  edu- 
cation advisory  committee.  There  is  no  sense 
of  having  qualified  chiefs  if  their  dicta  are 
immediately  overruled  by  a medical  board 
that  is  out  of  the  nineteenth  century,  or  by  a 
medical  executive  committee  that  is  not  in 
harmony  with  the  objectives  of  the  hospital. 

The  chiefs  that  you  appoint  to  leadership 
need  continuity  in  office  at  least  five  years. 
How  can  you  build  a program  in  one  year?  If 
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your  chief  is  appointed  annually,  and  if  he 
makes  an  unpopular  but  correct  decision  he 
may  be  voted  out  of  office  at  the  next  “popu- 
larity contest”  of  the  medical  staff.  A strong 
medical  executive  committee  can  eliminate 
the  popularity  contest  for  the  selection  of  a 
departmental  chief  in  your  hospital.  You  are 
not  a teaching  institution  until  you  succeed 
in  obtaining  the  proper  person  in  leadership, 
and  popularity  is  but  a small  part  of  this  busi- 
ness. You  require  a “selling  job,”  because  you 
must  have  behind  you  a majority  of  your  staff. 
Generally  you  will  find  the  younger  physician, 
the  jjroduct  of  the  residency  programs,  has  not 
been  brain-washed  to  the  idea  that  all  hos- 
pital administrators  (or  medical  adminis- 
trators and  all  governing  boards)  are  uncooj> 
erative.  These  young  physicians,  becau.se  of 
their  experience  in  university  hospitals,  have 
a different  point  of  view  than  their  colleagues 
of  the  I!)20s,  and  usual Iv  hold  a high  regard 
for  continuing  education.  You  must  have  the 
majority  of  your  medical  staff  in  favor  of 
medical  education. 

The  program  will  \ary  and  develop  as  you 
restructure  the  departmental  areas  in  your 
medical  staff.  Frequent  meetings  are  needed; 
you  require  less  politics  and  more  science 
which  can  sometimes  be  a difficult  task.  1 sug- 
gest it  can  be  done — there  are  hospitals  in 
this  state  that  have  done  it. 

I he  administrator’s  task  is  to  remind  people 
about  “goals.”  One  of  the  ways  an  admini- 
strator can  do  this  is  by  injecting  measure- 


ments, such  as  morbidity,  mortality,  medical 
audits,  and  other  statistical  programs  men- 
tioned earlier.  We  are  not,  howes  er,  tr\ing  to 
make  clerks  out  of  the  doc  tors,  and  I suggest 
that  the  people  who  have  succeeded  in  this 
effort  are  our  own  friends  in  the  federal  gov- 
ernment. 

The  job  of  the  administrator  is  to  remind  the 
hospital  people  of  the  ends  of  the  institution. 
When  he  does  that  he  must  be  courageous 
and  prepared  for  the  flak  that  will  fly  in 
response.  Unfortunately,  at  times,  you  will  be 
regarded  as  a troul)lemaker.  The  fact  that  you 
may  be  correct  is  usually  overlooked. 

Evaluations  of  objectives  can  be  measured  in 
the  environment  of  an  educational  and  stimu- 
lating organization  and  in  improved  patient 
care.  There  are  maternal  death  rates,  compli- 
cations, morbidity,  mortality,  and  measures  of 
autopsy  performance  that  demonstrate  wlieth- 
er  or  not  you  have  impro\ed  patient  care.  I 
suggest  that  you  can  also  see  the  uplift  of  what 
John  Gardner  calls  “Excellence."® 

W'hat  do  hospital  administrators  receive  from 
all  this  besides  some  of  the  things  1 suggested. 
You  have  total  involvement;  acceptance  as  an 
ecpial  within  the  professional  community; 
your  opinion  is  sought,  solicited,  and  respect- 
ed; and  you  obtain  a tremendous  feeling  of 
self-satisfaction  when  you  look  at  the  product 
of  the  superior  health  care  orgaui/ation  you 
direct. 


The  Hospital  Trustee's  View 

John  L.  Sinn,  Board  of  Trustees 
North  Shore  Hospital,  Manhasset,  New  York 


When  you  examine  the  ])roblem  of  continu- 
ing education  in  a community  hospital  from 
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a trustee’s  point  of  view,  it  re.solves  itself  to 
two  separate  parts.  First,  how  have  we  accom- 
plished it  in  our  particular  hospital  and,  sec- 
ond, why  did  we  want  to  accomplish  it  in  the 
first  place! 


no 
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North  Shore  Hospital  was  founded  in  1946  by 
a group  of  concerned  citizens  who  were  seek- 
ing to  form  a small  community  hospital  be- 
cause there  were  no  facilities  in  the  area  to 
care  for  even  the  most  emergent  medical  con- 
tingencies. It  opened  in  July,  1953,  with  169 
beds.  It  has  grown  today  to  430  beds  and  is  in 
the  middle  of  a building  and  expansion  pro- 
gram that  will  increase  this  to  600  beds  with- 
in the  next  three  years.  It  has  always  been  a 
community-oriented  hospital.  If  you  accept 
the  debnition  that  a community  hospital  is 
one  in  which  every  physician  in  the  area 
becomes  a member  of  the  staff,  then.  North 
Shore  was  never  a community  hospital.  The 
founding  trustees  felt  a deep  responsibility 
for  the  caliber  of  medicine  that  was  to  be 
practiced  in  the  hospital  and  they  insisted  on 
a system  of  selectivity  that  would  create  a 
staff  of  fully-trained  and  thoroughly  qualibed 
physicians. 

1 he  jireamble  to  the  hospital  b\laws,  wliich 
incidentally,  is  a section  of  the  bylaws  which 
has  never  been  revised,  is,  I tliink,  a suffici- 
ent clue  to  the  idtimate  motives  of  those 
founding  trustees.  It  savs: 

"The  purpose  of  tlie  Corporation  shall  be: 

(a)  to  establish  and  maintain  a hospital  for  the  care 
of  persons  suffering  from  illness  or  disabilities  which 
retpiirc  that  the  patients  ictei\e  iti-  or  out-patient 
hospital  care. 

(b)  to  carry  on  any  educational  activities  relating  to 
rendering  care  to  the  sick  and  injured. 

(c)  to  promote  atid  carry  on  scientific  research  related 
to  the  care  of  the  sick  and  injured. 

id)  to  participate  in  any  activity  designed  and  carried 
on  to  promote  the  general  health  of  the  community. 

It  is  apparent  that  from  the  start,  the  concept 
of  a continuing  educational  experience  was 
very  much  in  the  minds  of  the  trustees. 

I'here  was  some  violent  reaction  from  some 
of  the  doctors  in  the  communitv  and  bitter 
debates  ensued  during  those  formative  days 
in  various  forums  in  the  community  between 
doctors  and  trustees.  The  doctors  said  that  all 
physicians  in  the  area  should  be  admitted  to 
the  staff.  The  trustees  were  firm  in  their  pur- 
pose and  it  is  rather  clear,  in  retrospect,  that 


right  then  and  there  were  sown  the  seeds  of 
what  has  become  a very  complete  educational 
program. 

From  the  start,  only  private  and  semi-private 
rooms  svere  built.  There  were  no  ward  facili- 
ties and,  therefore,  no  distinction  between  pa- 
tients as  to  room  occupancy.  The  hospital 
was  structured  on  the  basis  of  a single  quality 
of  care. 

Twelve  years  later,  in  1965,  the  educational 
ambitions  stated  in  the  bylaws  were  largely 
unfulfilled.  The  hospital  was  committed  by 
that  time  to  a policy  of  full-time  chiefs  in  all 
disciplines,  but  it  had  not  yet  been  accom- 
plished in  most  divisions.  Although  we  had  a 
residency  rotation  with  the  Cornell  Surgical 
Division,  Bellevue  Hospital,  and  a few  other 
accredited  residency  programs,  when  we  as- 
sessed ourselves  at  that  moment  and  called  in 
outside  consultants  to  do  it,  it  was  apparent 
that  we  had  not  as  yet  gone  very  far  along  the 
educational  path. 

Here  we  were,  a good  community  hospital 
serving  a grouj)  of  expanding  and  demanding 
communities  with  a staff  of  highly  sophisti- 
cated j)iivate  physicians  each  working  solely 
within  his  own  sphere  and  using  the  hospital 
primarily  as  a continuation  of  his  office.  AVe 
were  clearly  at  a cross-roads  and  we  needed 
educational  leadership.  AVe  instituted,  at  that 
time,  negotiations  with  the  Cornell  Universi- 
ty Medical  Center  and  with  New  A"ork  and 
Memorial  Hospitals  regarding  the  |>ossibility 
of  an  afbliation.  Cornell  at  that  time  was 
phasing  out  its  program  at  Bellevue  and  ttvo 
distinguished  doctors.  Dr.  Lawrence  .Scherr  in 
Medicine  and  Dr.  Richard  Karl  in  Surgery, 
tvho  had  been  heading  programs  there,  were 
now  available  for  reassignment.  At  that  mo- 
ment, we  were  engaged  in  a search  for  full- 
time chiefs  in  those  two  disciplines.  They 
were  enthusiastic  about  our  plans  for  the  fu- 
ture of  our  hospital  and  our  blueprint  for  its 
educational  program.  On  the  basis  of  these 
hopes,  they  agreed  to  start  at  North  Shore 
Hospital.  Our  hospital’s  major  educational 
program  began  with  those  two  men.  The  key 
to  their  success  was  the  fact  that  they  basical- 


\'()I..  5-M.\V,  1071 


111 


ly  worked  within  the  existing  structure  at  the 
hospital.  They  did  not  attempt  to  replace 
that  structure. 

The  programs  started  then  have  now  been 
vastly  expanded  and  we  have  now  become 
affiliated  with  the  Cornell  University  Medical 
Center  and  the  Memorial  Hospital  in  New 
^’ork.  From  almcrst  the  first  moment,  the 
changes  ;ind  improvements  came  with  dramatic 
suddenness. 

Once  it  became  clear  that  we  w^ere  offering  a 
real  educational  opportunity,  we  found  no 
difficulty  in  filling  our  internship  and  residen- 
cy programs  w'ith  bright,  top  graduates  from 
leading  medical  schools.  Our  medical  staff  of 
private  physicians,  although  to  some  degree 
skeptical  at  first,  responded  to  it  with  open 
minds  since  they  themselves  were  products  of 
a similar  educational  system.  Therefore,  they 
understood  it  and  appreciated  its  value.  They 
discovered,  for  example,  that  as  grand  rounds 
were  upgraded,  fifty  times  a year  they  had  an 
opportunity  to  attend  a conference  that  they 
really  would  have  been  prepared  to  travel 
miles  for. 

Our  educational  jirogram  demands  that  they 
work  side  by  side  with  bright,  young  house 
staff  jihysicians.  The  ])rivate  physician  is  no 
longer  alone,  the  hosjhtal  is  no  longer  just  a 
continuation  of  his  office.  We  have  added  as 
members  of  his  team,  active  yoitng  minds  that 
want  to  question  and  learn  and  know.  We 
have  one  (juality  of  care  for  all  of  our  ])atients. 
Interns  and  residents  jjarticipate  in  the  man- 
agement of  all  patients,  private  and  service 
cases  as  well.  Chart  audits  have  been  insti- 
tutetl.  Ciharts  are  audited  on  a daily  basis 
while  a patient  is  in  the  hospital,  not  long 
after  he  has  left!  .Ml  physicians  must  con- 
sianth  re\iew  and  think  ahead  on  all  pa- 
tients, Onr  j)rivate  j)hysicians  are  suddenly  in 
the  ideal  role  of  student  and  teacher,  as  well. 

I hey  are  the  faculty,  for  each  member  of  the 
staff  is  ajjpointed  to  the  fatuity  of  the  medi- 
(al  sdiool  and  helps  to  provide  the  educa- 
tion for  residents,  interns,  and  now  under- 
graduates. At  the  same  time,  since  the  doctor 
is  no  longer  isolated,  he  enjoys  the  full  inter- 


thange  with  academic  minds,  with  research- 
ers, with  young  students  learning  by  the  book, 
and  with  fulltime  peers,  as  well.  In  addition, 
specialty  and  research  groups  are  available  as 
a back-up  for  consultations. 

You  can  imagine  the  amount  of  soul- 
searching  that  goes  on  on  the  board  of  a 
community  hospital  when  they  consider  walk- 
ing down  the  path  toward  medical  education. 
I can’t  tell  you  how  many  people  came  up  to 
me,  physicians  on  our  staff,  laymen,  close 
friends,  w'ell-meaning  community  leaders,  and 
said,  “Why  do  we  have  to  get  involved  with 
things  like  education  and  research?  What  we 
should  really  be  interested  in  is  good  care  for 
our  patients  and  that’s  what  the  hospital 
should  really  be  involved  with  and  leave  the 
teaching  to  all  those  big  hospitals  in  New 
York!” 

You  listen  to  enough  of  that  kind  of  talk  and 
you  look  at  enough  budget  projections  on 
what  educational  programs  are  going  to  cost, 
and  somebody  is  going  to  get  up  and  say, 
“Who  needs  this?”.  That  is  the  moment  of 
truth  for  any  institution.  For  after  prolonged 
study,  conferences  with  other  institutions,  ad- 
vice of  consultants,  examination  of  experi- 
ences all  over  the  country,  we  became  con- 
vinced that  the  answer  to  the  question,  “Who 
needs  it?”,  was  very  simple  . . . the  patient 
needs  it!  We  became  convinced  that  you  can- 
not have  the  best  in  medical  care  without  a 
program  of  continuing  education,  if  only  for 
the  reason  that  cases  are  now  more  thorough- 
ly reviewed,  case  histories  more  studiously 
taken,  charts  constantly  audited.  A patient 
who  has  a grave  medical  illness  very  quickly 
comes  to  appreciate  the  value  and  impor- 
tance of  a fine  house  staff  on  duty  twenty-four 
hours  around  the  clock,  in  addition  to  his 
private  physician. 

Our  board  of  trustees,  as  I think  most  boards 
are,  has  always  been  dedicated  to  providing 
the  very  best  in  medical  care  and  the  prob- 
lem of  money  has  always  been  secondary  to 
that.  Therefore,  once  they  arrived  at  the  con- 
clusion that  a .system  of  medical  education 
must  be  provided,  they  met  head-on  the  prob- 
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lem  of  additional  finances  and,  like  every- 
thing else  in  hospitals,  if  it  is  essential,  some- 
how, somewhere,  you  find  the  money  for  it. 

Since  we  have  become  an  important  educa- 
tional institution,  a teaching  hospital,  if  you 
will,  we  find  that  we  are  attracting  more  and 
more  bright  young  physicians  to  this  commu- 
nity, many  of  them  coming  up  from  the 
ranks  of  our  own  residencies.  They  choose 
our  community  because  it  has  an  active  medi- 
cal institution  on  which  they  can  rely. 

The  North  Shore  Hospital  is  living  proof. 


that  a community  hospital  can  make  the  tran- 
sition to  a full-blown  teaching  institution.  It 
serves  as  further  proof,  if  more  be  needed, 
that  teaching  and  research  are  an  essential 
part  to  upgrade  the  quality  of  medical  care. 

I would  say  to  any  community  hospital 
that  seeks  to  engage  in  the  same  kind  of 
program,  if  you  wish  to  avoid  the  severe  trau- 
ma that  can  well  accompany  such  profound 
change,  you  can  do  so  by  working  within  the 
existing  medical  structure.  Your  medical  staff 
must  be  a part  of  your  faculty.  In  doing  so, 
thev  become  your  students,  as  well. 


Continuing  Education  And  The  Improvement  Of  Patient  Care 

Warren  Nestler,  M.D.,  Director  of  Medical  Affairs 
Overlook  Hospital,  Summit,  New  Jersey 


In  Dr.  Xestler's  absence  this  paper  was  presented  by 
Kendrick  Lance,  M.D.,  Director  of  Medicine  at  St. 
Joseph’s  Hospital,  Paterson,  New  Jersey. 

Medical  Education  and  patient  care  are  in- 
separable. Hence,  individuals  with  the  title  of 
Director  of  Medical  Education  are  involved 
in  patient  care,  and  the  educational  activities 
in  a community  hospital  revolve  about  the 
patient,  not  around  the  j>hysician  learner. 

Lawrence  J.  Peter^  has  aptly  stated  in  his 
book.  The  Peter  Principle,  “If  you  don’t 
know  where  you  are  going,  you  will  probably 
end  ujj  somewhere  else.’’  The  long  range  ob- 
jective of  all  of  us  in  the  health  care  field  is 
to  deliver  quality  medical  care.  The  initial 
step  is  to  define  quality  care  for  all  patients. 
Two  methods  are  available  for  selecting  com- 
jjonents  of  patient  care  whicli  are  to  be  the 
subject  of  an  educational  or  study  program. 
The  first  is  the  traditional  method,  with  the 
program  built  around  subject  material.  Spe- 
cific diagnosis  or  patho-physiological  states,  at 
times  with  a patient  serving  as  an  example, 
provide  the  curriculum  for  learning  activity. 
How  is  the  subject  material  usually  selected? 
Ehe  stimulus  may  originate  from  one  of  the 


staff  physicians:  “I  have  a tase”  pisually  a 
rare  disorder  which  provides  more  entertain- 
ment than  education);  “how  about  a talk  on 
or,  “I  know  a good  speaker.”  On  the 
other  hand,  the  director  of  medical  educa- 
tion or  the  departmental  education  program 
planner  is  not  much  better.  He  has  a sched- 
ule to  fill;  and  besides,  his  reputation  will  be 
enhanced  if  he  can  obtain  name  speakers  or 
organize  courses  or  symposia  with  posters  and 
mailed  brochures.  This  traditional  method  of 
subject  selection  might  better  be  termed  “op- 
portunistic.” 

1 am  not  implying  that  this  method  is  of  no 
value,  only  that  its  focus  is  on  the  teacher 
and  the  learner  rather  than  the  patient.  An 
“opjxjitunist”  director  of  medical  education, 
who  can  poke  his  nose  into  all  aspects  of  all 
patients’  care,  is  in  a position  to  identify  pa- 
tient care  problems  and  then  design  educa- 
tional programs  centered  about  the  problem. 
The  duties  and  responsibilities  of  the  DME 
therefore  should  include  provisions  for  his 
involvement,  by  some  means,  in  patient  care. 

1.  Peter.  Lawrence  J.:  The  Peter  Principle.  Netv 
York,  1969,  Morrow. 
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I he  second  method  of  selection  of  a subject 
for  an  educational  or  study  program  is  by  the 
audit  system.  The  medical  audit  serves  two 
interrelated  functions,  evaluation  and  educa- 
tion. A medical  audit  is  the  evaluation  of  the 
cjuality  of  medical  care  as  reflected  in  the 
medical  record.  To  perform  the  evaluative 
ftinction,  the  reviewer  is  required  to  analyze 
the  care  rendered  to  patients.  Once  we  start 
critically  examining  what  we  are  doing, 
asking  the  cjuestion  “Is  what  we  are  doing 
meaningful?,’’  we  are  already  knee  deep  in  an 
educational  proce,ss.  An  educator  could  be 
(onsidered  a succe.ss  if  he  confined  his  activi- 
ties to  just  asking  the  right  tpiestions.  In  addi- 
tion, the  medical  audit  is  an  educational  pro- 
cess by  virtue  of  sharing  a common  goal — the 
improvement  in  tlie  cjuality  of  patient  care. 
The  medical  audit  is  not — and  this  should  be 
stres,sed — a punitive  or  jiolicing  system.  It 
does  not  identify  individuals,  but  describes 
patterns  of  practice  of  the  group. 

In  this  audit  system,  the  selection  of  the  pa- 
tient-care problem  is  a function  of  the  depart- 
mental audit  committee.  The  problems  select- 
ed are  thus  relevant  to  the  largest  number  in 
the  group,  relating  to  the  daily  activities  in 
the  care  of  their  patients.  The  medical  cle- 
jiartment  audit  committee  might  select 
stroke,  congestive  heart  failure,  or  myocardial 
infarction  to  study;  the  orthopedic  surgeons, 
hijj  fractures. 

brown’  lias  structured  a selection  ]iroce.ss 
liased  on  the  documented  needs  of  patie7-its, 
determined  by  studying  one’s  own  hospital 
data.  Tlie  needs,  or  patient  care  deficit, 
jirovide  tlie  content  for  a continuing  medical 
education  program.  This  selective  system  is 
lurther  refined  so  that  jiriority  is  given  to 
those  diseases  causing  patients  the  greatest 
amount  of  preventable  disability.  Physician 
learning  is  directly  related  to  patient  care, 
with  a specific  objective  for  decreasing  the 
defii  f'l'  piatient  care  deficit. 

Thi  audit  committee,  having  selected  a cate- 

2.  P.iMwn,  Clement  J.:  Medical  .SlafT  Conference, 
t nicersity  Colorado  .School  of  Medicine,  Septem- 
hei  SO,  1908, 
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gory  of  patients  to  study,  proceeds  to  develop 
standards  of  performance  which  will  serve  as 
the  objective  criteria  against  which  the  provid- 
er group  will  be  measured.  The  standards  of 
care  can  also  serve  as  guidelines  for  the  de- 
velopment of  a patient-care  system,  or  as  a 
framework  for  discussion  of  the  selected  topic 
at  an  educational  conference. 

Members  of  the  committee  will  ask  the  ques- 
tion— what  should  we  be  doing  in  order  to 
provide  quality  care?  The  answers  are  de- 
rived from  patterns  of  care  which  they  have 
observed  in  actual  practice,  and  which  is  as- 
sumed to  constitute  good  practice.  The 
source  of  criteria,  therefore,  is  one’s  own  staff, 
reinforced  by  a review  of  the  pertinent  scien- 
tific literature.  Visiting  experts  can  be  con- 
sidted  as  needed,  particularly  when  contro- 
versial to|)ics  are  the  issue. 

The  developed  indices  of  elements  of  per- 
formance are  indices  of  quality,  the  “what”  of 
medical  care.  Concentration  is  on  the  basic 
components  of  decision  making,  rather  than 
the  decision  per  sc.  Thus,  emj)hasis  is  placed 
on  the  skill  in  gathering  clinical  information, 
particularly  the  required  elements  of  a com- 
prehensive medical  history;  since  the  latter  is 
the  most  crucial  factor  in  establishing  a cor- 
rect diagnosis  and  hence  providing  the  cor- 
rect therapy.  Additional  specific  diagnostic 
and  therai^eutic  procedures  complete  the  per- 
formance index.  Omitted  from  the  elements 
of  performance  are  those  elements  pertaining 
to  the  clinical  judgment  of  the  attending 
])hysician,  which  cannot  be  measured  with 
precise  tools.  Likewise,  controversial  proce- 
dures are  omitted. 

For  the  committee,  the  orgaiiizatiou  of  stan- 
dards is  an  educational  process  in  itself. 
Again,  the  involved  j)hysician  is  critically  an- 
alyzing his  management  of  his  own  ])atients — 
“Is  what  I am  doing  meaningfid?’’ — a superb 
method  of  .self-education. 

Next  let  us  consider  Avays  of  achieving  the 
goal.  Basically  this  step  consists  of  the  acquisi- 
tion and  dissemination  of  knowledge,  with 
the  target  group  the  providers  of  medical 
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care.  Any  patient  can  readily  define  the 
provider  group — the  multiple  disciplines  com- 
prising the  physician,  nurse,  nurse  specialist, 
inhalation  therapist,  etc. — a pluralistic  man- 
agement structure  of  patient  care.  The  physi- 
cian, the  leader  of  the  team,  performs  in  most 
situations  as  if  he  were  a one-man  team,  with 
the  attitude  that  nurses  and  paramedical  per- 
sonnel are  working  for  him,  rather  than  for 
the  patient. 

All  the  providers  of  patient  care  (physicians, 
nurses,  and  relevant  paramedical  jjersonnel) 
actively  participate  in  formulating  the  poli- 
cies and  plans  in  the  hospital,  and  are  in- 
volved in  the  continued  operation  of  the  pa- 
tient-care information-decision  system.  The 
successful  performance  of  the  coronary  care 
unit  is  a prime  example  of  the  value  of  the 
team  approach.  At  Overlook  Hospital,  all 
personnel  in  the  CCU  have  been  implicated 
since  the  initial  planning  stage  in  1964,  with 
involvement  continuing  in  the  operation  and 
educational  activities.  This  organized  clinical 
unit  is  comjjosed  of  equal  numbers  of  jiliysi- 
cians  and  nurses;  and  an  inhalation  therapist. 
To  provide  nurses  with  more  extensive  in- 
volvement in  the  professional  delivery  of  j)a- 
tient-care  services,  the  AMA  House  of  Dele- 
gates, in  June  1970,  endorsed  a statement  call- 
ing for  participation  by  registered  nurses  on 
committees  of  the  medical  staff  which  focus 
on  patient  care. 

The  driving  force  to  meld  the  disparate  disci- 
plines involved  in  the  care  of  any  category  of 
patient  into  a smoothly  functioning  team  is 
education — the  coordinated,  cooperative,  com- 
mon goal-oriented  programs  of  medical  edu- 
cation and  in-senice  education.  In  keeping 
with  this  concept,  some  hospitals  have  a sin- 
gle department  of  hospital  education,  encom- 
passing all  of  the  educational  activities  of  the 
hospital,  .\lthough  we  have  separate  depart- 
ments of  medical  education  and  in-ser\ice  ed- 
ucation, there  is  a close  liaison  between  the 
two.  Nurses  are  not  only  invited  to  attend  all 
educational  conferences  and  courses;  they  are 
urged  to  jjarticipate  in  discussions  (they  do 
participate,  at  times  to  the  embarrassment  of 
the  physicians!).  hospital-wide  Cardio- 
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Pulmonary  Resuscitation  educational  pro- 
gram was  designed  and  is  operated  jointly,  by 
the  departments  of  In-Service  Education  and 
.Medical  Education.  Physician  learners  may 
find  that  their  instructor  or  examiner  is  a 
nurse. 

The  qualified  and  knowledgeable  nurse  and 
even  a technician,  can  with  tact  and  confi- 
dence, function  as  a physician  educator, 
changing  the  behavior  (for  the  better)  of  the 
physician. 

Traditional  educational  activities  are  essen- 
tially information  transfer,  and  wh’le  they 
are  not  the  core  of  the  educational  program, 
they  are  valuable,  especially  if  they  are  in 
response  to  a defined  area  of  need.  .An  exam- 
ple is  the  presentation  of  the  criteria  de- 
veloped by  the  .Audit  Committee  at  a sched- 
uled departmental  educational  conference. 
Involvement  by  members  of  the  department 
(the  providers)  is  encouraged  with  full  dis- 
cussion, and  hopefully  controversy,  with  the 
opportunity  of  the  members  to  alter  the  stan- 
dards. The  final  form  is  approved  by  vote, 
and  thus  they  become  accepted  standards  of 
care— sort  of  quasi  hospital  policy.  The  next 
step  is  the  widespread  display  of  this  infonna- 
tion  (standards)  in  the  report  of  departmen- 
tal minutes  and  special  bulletins.  Copies  of 
the  standards  are  available  within  the  patient 
care  areas  for  convenient  retrieval  bv  the 
physician  or  nurse. 

The  D.ME,  utilizing  managerial  modalities, 
can  enhance  the  value  of  these  courses,  con- 
ferences or  seminars  by  translating  content 
into  a fonnat  which  describes  the  process  for 
the  delivery  of  care,  tailored  to  his  own  hos- 
pital. This  process-oriented  report  can  be- 
come the  guidelines  for  the  development  of  a 
patient  care  system,  or  as  a performance  in- 
dex for  use  by  the  .Audit  Committee,  a means 
of  closing  the  gap  between  the  knowledge 
level  and  the  practice  level. 

The  role  of  the  DME  is  to  satisfy  the  first 
prerequisite  for  the  provision  of  quality  med- 
ical care  by  organizing  an  educational  system 
designed  to  ensure  the  providers’  ability  to 
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obtain  relevant  u{>-to-date  knowledge  or  to 
reinforce  retention  of  old  information.  But 
this  is  only  half  a loaf  and  by  itself  is  of  no 
value  to  the  patient.  Knowledge  and  per- 
formance are  not  necessarily  related.  The 
necessary  information  for  quality  care  may  be 
provided,  it  may  be  acquired  by  members  of 
the  patient  care  team;  but  this  is  no  assur- 
ance that  the  best  performance  will  occur.  If 
no  change  in  performance  of  the  learner  oc- 
curs, we  have  not  even  satisfied  the  objective 
of  any  educational  activity;  likewise  the  DME 
has  failed  in  his  role  as  a change  agent. 

There  exists  in  any  institutional  structure  a 
barrier  to  satisfying  the  second  prerequisite 
for  the  provision  of  quality  medical  care:  the 
provider’s  ability  to  use  this  knowledge  uner- 
ringly, rapidly,  appropriately  and  reliably  in 
the  daily  practice  of  medicine.  The  complex- 
ities of  patient  care,  together  with  the  morass 
of  the  institutional  structure,  has  spawned,  in 
many  instance.s,  medico-administrative  barri- 
ers to  the  delivery  of  quality  care  by  the 
knowledgeable  provider  group.  The  “what” 
of  patient  care  is  not  translated  into  action 
There  exists  a need  for  a person-in-charge, 
responsible  for  the  implementation  of  the  sys- 
tem, a manager  who  will  coordinate  the 
diverse  elements  of  the  patient  care  team. 
The  DME  could  act  in  this  capacity,  or  if  the 
situation  warrants,  a second  physician  would 
have  “administrative”  responsibilities.  Such 
individuals  have  varying  titles:  Director  of 
Professional  Services,  Medical  Director,  Medi- 
cal or  Patient  Care  Coordinator,  or  Chief  of 
Department.  Essentially,  the  {person  in  charge 
at  this  functional  level  of  patient  care  might 
better  be  termed  the  patients’  ombudsman. 

■\n  illustrative  example  of  some  of  the  con- 
cepts discussed  is  a course  recently  held  at 
Overlook  Hospital,  titled  “Systems  for  the 
Management  of  Acutely  111  Patients.”  The 
course  was  in  response  to  requests  from  one 
of  the  four  members  of  the  Emergency  Room 
panel  of  physit  >ans,  and  a general  practition- 


er. It  was  designed  by  the  DME  in  conjunc- 
tion with  both  the  emergency  room  physician 
panel  and  Supervisor  of  Nurses.  The  most 
common  clinical  problems  encountered  in 
the  ER  area  over  a one-month  period, 
provided  the  rationale  for  the  selection  of  the 
twelve  sessions.  Utilizing  the  instructional 
method  of  an  authoritative  lecturer  from  the 
medical  stall  as  a locus,  the  DME  mcKlerator 
generated  disctission  by  the  participants. 
Learners  comprised  personnel  from  the  ER, 
both  physicians  and  nurses,  in  addition  to 
physicians  in  private  practice.  Following  each 
session  the  DME  translated  the  content  into  a 
proces.s-designed  format,  which  has  provided 
a basis  for  action. 

The  DME  involved  in  the  course  previously 
described  suggested  during  the  final  session 
that  an  assessment  of  the  care  delivered  to 
patients  in  the  emergency  room  be  performed 
by  the  Audit  Committee.  Utilizing  the  process 
type  notes  from  the  course  as  a framework, 
members  of  the  Audit  Committee  (the  crit- 
erion group)  are  developing  standards  of  per- 
formance, against  which  the  quality  of  care 
delivered  can  be  compared.  The  source  of 
information  concerning  the  actual  per- 
formance is  the  medical  record  (in  this  in- 
stance the  emergency  room  record)  an  objec- 
tive tool  for  the  evaluation  of  care  rendered 
in  the  hospital. 

Effectiveness  of  the  patient  care  system  is 
measured  in  terms  of  changes  in  patient  care, 
rather  than  the  more  limited  evaluation  of 
the  learner-provider  group.  Thus  the  medical 
audit,  structured  along  these  lines,  provides  a 
means  of  assessing  all  cwnponents  of  the 
hospital  education-information-patient  care 
system.  In  addition,  the  medical  audit  is  so 
designed  that  it  can  serve  as  a model  for 
quality  control  and  peer  review,  which  is  the 
current  concern  of  health  care  planners  and 
fiscal  agents.  Results  of  all  our  medical  audits 
are  reviewed  by  the  hospital  board  of  trus- 
tees, who  have  the  legal  and  moral  responsi- 
bility for  the  quality  of  care. 
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The  Third  Party  Payer  And  Physician  Education 

Joseph  P.  Donnelly,  M.D.,  President 
Medical-Surgical  Plan  of  New  Jersey,  Newark 


In  a section  of  Dr.  Nestler’s  paper,  he  com- 
mented that  some  physicians  think  that  nurses 
and  technicians  are  working  for  them,  and 
are  not  part  of  the  team.  It  is  true  that  there 
are  a few  who  feel  that  way  in  every  hospital. 
Howe\  er,  1 realized  the  team  effort  early  in  life. 
On  the  third  day  of  my  internship  at  Duke,  I 
tvas  scrubbed  as  the  fourth  man  on  the  team 
with  Dr.  Darrell  Hart  who  was  the  Chief  of 
Surgery,  and  Dr.  Robert  Ross  who  was  the 
gynecology  professor.  It  was  a consultation;  we 
were  all  scrubbed  and  ready  to  go.  At  this 
moment  a little  nurse,  whom  I had  never 
seen  before,  notified  Dr.  Hart  that  he  had 
inadvertently  touched  his  gown.  He  thanked 
her  and  went  out  to  change  it.  That  incident 
impressed  me  that  the  nurse  is  an  imjxjrtant 
part  of  that  team.  She  should  be  listened  to  as 
well  as  directed.  I believe  that  medicine  has  in 
the  past  been  practiced  as  a team,  with  the 
exception  of  a few  “all-stars”  that  are  present 
in  some  hospitals,  and  that  medicine  will  be 
practiced  as  a team  in  the  future. 

For  the  benefit  of  some  of  our  younger  physi- 
cians, who  think  that,  like  the  discovery  of 
tlie  electric  light  bulb,  continuing  education 
is  somewhat  new,  I can  only  tell  you  that  one 
of  the  fortunate  things  in  my  life  was  when  I 
started  practice  in  1936,  in  the  Margaret 
Hague  Hospital  in  Jersey  City.  We  had  85 
per  cent  clinic  patients  and  15  per  cent  pri- 
vate patients,  and  at  that  time  we  did  not 
have  a Director  of  Medical  Education  as 
such,  but  we  did  have  Dr.  Sam  Cosgrove  and 
Dr.  James  Norton.  We  had  conferences  con- 
stantly at  our  hospital  and  every  Monday  af- 
ternoon we  went  to  Cornell  in  New  York  for 
their  conference.  A director  of  medical  educa- 
tion has  a great  deal  to  add  to  continuing  edu- 
cation and  there  is  much  work  involved  in 
organizing  and  presenting  educational  pro- 
grams. rhe  most  important  element  necessary 
for  success  in  such  programs  is  the  incentive 


and  motis  ation  of  the  medical  staff.  The  direc- 
tor of  medical  education  can,  of  course,  stimu- 
late the  interest  of  the  staff,  but  the  staff  must 
have  inherent  interest  to  start  with. 

I’m  here  today  to  tell  you  about  the  third 
party  payer  and  how  he  would  contribute  to 
medical  education  in  the  community  hospi- 
tal. I am  here  as  President  of  Blue  Shield. 
Blue  Shield — the  Medical  Surgical  Plan — and 
Part  of  Medicare  are  not  directly  in- 

volved in  the  payment  or  support  of  continu- 
ing graduate  education.  The  purpose  of  Blue 
Shield  and  Part  “B”  of  Medicare  and  other 
Medical-Surgical  insurances  is  simply  to  pay 
the  physician  for  services  he  personally  ren- 
dered to  his  patient.  Now  the  physician 
should  use  the  money,  and  he  usually  does, 
from  the  payments  he  gets  to  further  his  own 
medical  education  or  for  societies,  literature 
or  conventions,  and  so  on.  This  is  about  the 
only  way  Blue  Shield  is  involved  in  this  type 
of  subsidy,  except  in  a few  cases  where  the 
Director  of  Medical  Education  sees  patients 
whom  he  attends  and  renders  services,  but 
this  is  very  indirect. 

Blue  Cross  and  Part  “A”  of  Medicare  pay 
the  hospitals  for  services  rendered  patients  in 
the  form  of  medical  care.  It  has  been  general- 
ly accepted  that  those  expenses  of  hospitals 
which  improve  the  quality  of  patient  care  are 
compensable  by  the  carriers.  For  that  reason 
the  salaries  of  the  doctors,  as  directors  of 
medical  education  and  their  assistants,  are 
approved  items  in  the  budget  when  they  be- 
gin to  calculate  the  total  budget  cost,  and  the 
hospital  per  diem,  on  which  they  are  recom- 
pensed. All  of  these  items  in  the  budget, 
which  are  approved  by  the  administrators 
and  the  hospital  board  of  trustees,  and  which 
are  used  to  improve  the  continuing  education 
of  the  staff,  as  well  as  the  resident  staff,  are  all 
compensable  under  the  carrier.  The  cost  of 
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setting  lip  meetings  ol  the  hospital,  including 
guest  lecturers,  securing  motion  pictures,  lit- 
erary facilities  and  convention  expenses  for 
the  Director  of  Medical  Education,  and  in 
some  cases,  even  those  of  their  Chiefs  of  Staff 
may  be  included  in  the  hospital  budget  from 
which  the  per  diem  costs  are  arrived  at  and 
which  are  paid  by  the  third  party  carrier.  In 
other  words,  if  these  expenses  are  directly 
connected  with  a program  of  continuing  edu- 
cation for  the  hospital  staff,  then  the  third 
party  carriers  will  compensate  the  hospital.  It 
is  realized  by  the  carriers  that  if  you  increase 
the  (juality  of  the  education  of  the  medical 
staff,  you  increase  the  quality  of  medical  care 
which  is  rendered  by  that  staff. 

However,  in  .some  areas  these  expense  charges 
would  be  questioned.  One  would  be  the  cost 
of  private  research  carried  on  by  a member  of 
the  hospital  staff  which  is  not  directly  con- 
nected to  the  care  of  the  patients  in  the  par- 
ticular hospital.  On  the  other  hand,  we  all 
know  that  members  of  the  clinical  staff  in- 
volved in  clinical  research,  frequently  make 
use  of  hospital  stenographers,  record  room, 
librarians,  and  para-medical  personnel  who 
assist  them  in  writing  and  typing  their  clini- 
cal papers. These  services  are  readily  absorbed 
in  hospital  budgets,  and  with  rare  exceptions 
are  compensable  by  third  party  carriers. 
1 herefore,  I would  say,  the  third  party  carri- 
ers are  willing  to  pay  for  the  continuing  edu- 
cation of  hospital  staffs,  because  it  adds  to  the 
quality  of  medical  care. 

Ihitil  now  I have  been  talking  about  gradu- 
ate medical  education  which  includes  the 
house  staff  and  the  regular  staff.  I do  not 
believe  that  Blue  Cross  subscribers  should  be 
asked  to  subsidize  undergraduate  education, 
even  though  the  medical  student  may  be  a 
part  of  the  hospital  team  which  is  rendering 
medical  care  to  the  subscriber.  I do  not  be- 
lieve (and  I am  sure  you  do  not  believe)  that 
the  subscriber  or  the  patient  should  pay  the 
medical  student  because  the  student’s  educa- 


tion is  being  advanced  by  studying  the  pa- 
tient, any  more  than  the  artist’s  model  should 
pay  part  of  the  art  student’s  tuition  because 
the  art  student  is  painting  the  model.  As 
private  voluntary  hospitals  become  affiliated 
with  medical  schools,  and  their  patients  are 
used  for  undergraduate  teaching,  there  is  a 
tendency  to  have  the  private  hospital  pay 
part  of  the  cost  of  full-time  faculty  who  are 
supposedly  engaged  in  full-time  teaching  and 
are  not  directly  involved  in  patient  care.  Pri- 
vate medical  schools  and  public  medical 
schools  have  a responsibility  to  the  whole 
population  and  undergraduate  education 
should  not  be  subsidized  by  third  party  sub- 
scribers, or  third  party  beneficiaries  or  by  sick 
patients,  without  insurance. 

The  spiraling  cost  of  hospital  care  and  the  per 
diems  which  have  risen  in  a decade  from  $40 
to  $110  or  more  are  being  carefully  scrutin- 
ized by  third  party  carriers  and  their  sub- 
scribers. They  cannot  be  asked  to  pay  for 
undergraduate  medical  education,  vaccina- 
tion programs,  school  health  programs,  and 
all  the  other  public  health  projects  that  affect 
the  health  of  the  community.  This  is  a com- 
munity and  government  responsibility. 

I would  just  like  to  read  to  you,  in  passing,  a 
section  of  the  Wharton  report  which  is  a 
report  of  the  Public  Defender  at  the  last  Blue 
Cross  rate  hearing.  This  was  turned  over  to 
the  Banking  Commissioner.  He  is  talking 
about  expenses  not  allowable:  “There  are 
other  expenses  which  are  of  a community 
nature  and  should  be  borne  by  general  tax- 
ation, rather  than  through  patient  charges  or 
Blue  Cross  reimbursements.  Included  in  this 
sphere  are  the  cost  of  education  and  training 
of  doctors.  At  the  present  time  Blue  Cross 
shares  in  these  costs  by  having  such  items 
included  as  part  of  their  reimbursement  for- 
mula. The  training  is  for  the  benefit  of  the 
entire  community  and  should  be  borne  by  the 
community  at  large.’’ 
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Cost  of  Medical  Education  In  The  Community  Hospital 

Robert  L.  Evans,  M.D.,  Associate  Dean 
Medical  School  of  the  University  of  Maryland,  Baltimore 


Medical  Education  in  a community  hospital 
isn’t  a program.  It  isn’t  even  a group  of  peo- 
ple. It  is  an  environment — one  in  \\hich  you 
live  and  breathe  and  care  for  people.  Let  me 
start  with  the  basis  of  the  pyramid  of  care 
and  education. 

Basically,  I visualize  a pyramid,  which  starts 
with  a few  patients  and  a couple  of  doctors 
who  have  the  ability  to  learn  and  interact;  a 
record  system  which  allows  them  to  use  the 
patients  as  a text  book;  the  desire  and  the 
( omniit ment  of  the  assignment  of  a task;  to 
take  a look  at  the  quality  of  patient  care, 
which  comes  before,  and  is  an  integral  part  of 
any  educational  endeavor. 

The  first  steps  in  building  this  pyramid  are 
the  exercises  we  use  for  (|uality  of  care.  They 
logically  belong  in  the  cost  of  what  we  are 
doing.  We  add  to  this  the  critical  mass  from 
before.  You  can’t  change  the  leadership  of  a 
•SI 3 million  corporation,  change  all  of  its 
chairmen,  all  of  its  committee  heads,  all  of  its 
officers  a little  faster  than  the  procreation  of 
man,  and  expect  that  their  ideas  will  have 
any  consistency.  Attendance  requirements 
and  chart  disciplines  are  long  talks  in  their 
own.  You  must  have  someone  to  educate,  as- 
suming your  programs  are  good,  and  you’ve 
got  to  have  the  textiiooks  to  work  with.  If 
you  do  these,  you  supply  the  pertinence 
which  is  necessary  to  involve  physicians,  nur- 
ses, any  allied  health  personnel  you  are  talk- 
ing about. 

Now  what  are  the  exercises  we  are  talking 
about  which  are  part  of  our  cost:  (1)  Depart- 
mental meetings,  (2)  .Audits  and  Consecutive 
Case  Conferences,  (3)  Morbidity  and  Mortal- 
ity, (4)  Tissue  Committee,  and  (5)  The  Ex- 
ecutive Committee,  which  is  the  group  that 
keeps  all  of  this  going.  This  is  where  the  peer 
pressure  and  the  peer  responsibility  are  exert- 
ed within  a medical  staff  to  produce  the  envi- 
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ronment  we  are  talking  about.  So  all  of  these 
things,  which  we  have  always  looked  at  con- 
veniently and  pleasantly  as  exercises  for  in- 
terns and  residents,  are  really  exercises  for 
continuing  education,  and  more  than  that, 
are  exercises  for  quality  of  care.  This  is  the 
first  step  upon  which  you  build  every  thing 
else. 

Add  to  this  environment  a few  visiting  ex- 
perts who  come  in  with  new  ideas,  newer 
methods  of  doing  things,  different  ways  of 
approaching  the  problem  of  continuing  edu- 
cation, and  you  have  in  this  two-step  py- 
ramid, all  by  itself,  a competent  system  of 
continuing  education,  fully  founded  on  quali- 
ty of  care  where  it  has  to  be  founded.  It  has 
pertinence,  it  has  meaning  in  the  system  and 
meaning  to  the  patient. 

Should  you  want  to  complicate  this  a bit 
further,  as  in  a larger  hospital,  take  an  addi- 
tional step.  Once  you  have  Quality  of  Care 
and  Visiting  Experts  you  can  add  graduate 
education.  Because  once  you  do  the  first  two 
things  you  have  to  add  a little  larger  institu- 
tion, a few  chiefs  or  teachers  for  bedside 
teaching  rounds,  and  special  teaching  meet- 
ings of  one  type  or  another.  Then  you  al- 
ready have  competent  graduate  education. 
What  you  do  have  provides  the  basic  grist  for 
the  mill  of  intern  and  resident  teaching  and 
only  these  things  need  be  added. 

If  you  want  to  go  a step  further  and  add 
students  now,  you  add  them  at  the  top.  Ev- 
erything that  you  do  for  continuing  educa- 
tion, everything  that  you  have  done  for  grad- 
uate education  all  adds  to  what  you  need  to 
do  for  student  education.  Thus,  these  costs 
are  almost  impossible  to  separate  clearly — 
they  overlap.  \Ve  will  not  try  to  separate 
them  totally  as  we  go  along.  You  may  have 
some  costs  for  compensating  teachers,  specifi- 
cally to  teach  students,  for  some  of  the  rea- 
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sons  Dr.  Donnelly  outlined  above,  and  these 
we  will  separate. 

Finally  you  put  on  the  pyramid  a capstone — 
for  someone  who  asks  W^hy?  How?  When? 
and  you  have  Research.  You  have  the  kind  of 
research  that  our  hospitals  should  be  doing. 
That  is,  research  in  patient  care,  in  the  deliv- 
ery of  health  care  to  a population  that  we 
ser\  e.  if  it  is  incidentally  valuable,  in  the  state, 
in  the  nation,  that  is  fine.  It  should  be  pri- 
marily aimed  at  improving  the  care  of  the 
{jeople  with  whom  we  work.  All  of  these 
things,  then,  feedback  in;  the  research  tells 
you  what  you  are  doing  right,  what  you  are 
doing  wrong.  It  measures  or  it  directs  you 
toward  the  objectives  that  Dr.  Miller  spoke 
about.  Perhaps  it  gives  you  some  idea  how 
best  to  reach  those  objectives.  Finally,  it 
serves  you  as  an  evaluative  mechanism  to  tell 
you  whether  you  have  reached  them  or  not. 
Every  level  feeds  back  into  another. 

What  about  paying  for  all  this?  \'isualize  a 
line  with  research  and  medical  students 
above,  and  house  staff  and  visiting  experts 
below.  Full-time  chiefs  and  classroom  expen- 
ses might  straddle  this  line.  Everything  below 
this  line  is  hospital-patient  responsibility.  Ev- 
erything above  it  is  government,  en- 
dowment, medical  school,  and  industry  re- 
sponsibility. Everything  below  the  line  is  a 
justifiable  cost  of  taking  care  of  patients.  It  is 
the  reasonable  cost  of  the  day-to-day  oper- 
ation of  a hospital.  This  includes  those  things 
which  you  do  for  the  quality  of  care.  Quality 
of  care  studies  are  the  quality  controls  in  an 
industry'.  As  Dr.  Angelides  so  aptly  put  it, 
"The  product  is  the  maximum  number  of 
health  years  for  the  populace.”  These  are  the 
(juality  controls  that  measure  what  you  are 
doing  for  your  populace.  These  are  the  peo- 
ple who  add  new  spice  and  new  ideas  to  the 
system.  These  are  the  people  who  provide  an 
otherwise  impossible  service,  at  least  in  our 
present  economy,  of  24-hour  emergency  care, 
of  additions  to  the  community  of  new,  young, 
well-screened  physicians  who  have  had  an  op- 
portunity to  select  what  they  wish  to  do,  and 
ivho  join  willingly  in  what  you  are  doing — 
tints  asstiring  the  community'  of  a continuing 


stream  of  competent  physicians,  d'hese  are  a 
hospital-patient  responsibility. 

Once  you  get  above  the  line  you  enter  some 
areas  where  there  is  a real  question  of  ex- 
pense. Students  may  later  establish  their  prac- 
tice anywhere.  They  are  not  going  to  stay 
necessarily  in  the  unit  or  in  the  hospital 
where  they  have  been  taught.  Therefore,  they 
probably  should  be  an  expense  of  the  univer- 
sity and  through  the  university,  of  our  soci- 
ety, whether  federal,  state  or  local,  and  in 
terms  of  support  from  endowments,  gifts,  and 
so  on. 

Research  is  not  quite  so  clearly  broken  up. 
For  instance,  the  cost  of  maintaining  the 
quality  of  care  programs,  and  the  research 
that  goes  into  bettering  them,  seems  to  me  to 
be  clearly  an  expense  justifiable  in  the  aver- 
age daily  operating  cost  of  the  hospital.  If 
you  talk  about  the  fractionation  of  skin 
squalene  on  the  other  hand  and  really  basic 
medical  and  biologic  research,  no  matter 
what  its  basic  purpose,  it  is  really  being  con- 
ducted to  improve  the  vast  fund  of  medical 
knowledge.  It  affects  our  society  as  a whole, 
and  it  should  be  carried  by  our  society  as  a 
w'hole,  by  government,  by  industry,  by  endow- 
ment and  so  forth.  So  there  is  some  clear  cut 
separation.  There  are  also  some  clear  cut 
amalgamations,  easily  identifiable.  For  in- 
stance, expenses  for  full-time  chiefs,  or  full- 
time educators  of  one  type  or  another,  for 
classrooms,  for  building  support  and  some  of 
the  expenses  for  house  and  staff  are  fed  into 
student  expense.  WTo  can  say  how  much 
time  a full-time  educator  spends  in  the  con- 
tinuing education  of  his  staff,  as  opposed  to 
the  education  of  his  interns  and  residents,  as 
opposed  to  the  education  of  the  students  who 
may  be  present  in  the  environment?  It  is 
impossible  to  state.  The  same  thing  holds 
true  here.  How  much  does  the  visiting  expert 
brought  in  for  continuing  education,  primari- 
ly, contribute  to  the  teaching  of  the  house 
staff,  how  much  does  he  contribute  to  the 
teaching  of  the  students?  There  are  tremen- 
dous amounts  of  money  which  overlap. 

These  areas  are  clearly  definable.  Depending 
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on  tlie  complexity  ot  tlie  program,  this 
should  cost  between  a dollar  and  a half  and 
somewhere  around  four  dollars  per  patient 
day.  I had  hoped  to  be  able  to  give  you 
precisely  what  our  present  costs  are  today.  Fhe 
last  accurate  study  done  recently  showed  that 
the  cost  is  S4.33  per  patient  day.  .About  eight- 
een months  ago,  our  costs  were  .S3. 79  per  pa- 
tient day.  This  handles  my  salary,  the  salary 
of  the  house  staff,  and  at  our  hospital,  the 
salaries  of  fifteen  full-time  individuals,  other 
than  anesthesiologists,  radiologists,  patholo- 
gists and  emergency  room  physicians,  ft  covers 
the  cost  of  the  programs  at  the  hospital. 

What  does  this  do  for  you?  In  our  community 
we  have  addetl  an  average  of  10  physicians  a 
year.  We  have  gone  from  70  physicians  per 
100,000  population  to  110  per  100,000  and  we 
are  continuing  to  increase  the  nund)er  of 
jdiysicians  in  that  ratio  yearly.  These  are  spe- 
cially selected  people  whom  we  have  an  op- 
jiortunity  to  screen.  Physicians  educated  else- 
where are  attracted  because  of  the  environ- 
ment which  is  present.  They  know  they  can 
practice  good  medicine,  they  know  that  they 
can  stay  abreast  of  it.  These  figures  testify  to 
the  value  of  this  type  of  exercise  to  any  hospi- 
tal. 

What  about  income?  There  is  hidden  income 
in  a great  deal  of  this.  There  are  special 
needs  that  you  have  in  a comniunitv.  "We 
have  a classic  example  of  a well-trained  inter- 
nist specializing  in  infectious  disea.se,  a most 
capable  individual.  ^Ve  found  that  we  needed 
someone  in  our  laboratory  with  a master’s 
degree  or  with  a doctorate  in  microbiology  to 
handle  our  infectious  disease  program  and 
direct  our  laboratory  people.  What  we  did 
was  use  the  salary  support  that  we  would 
have  used  for  a master’s  or  a Ph.D.  candidate 
to  bring  this  internist  to  our  hospital,  let  him 
supervise  the  microbiology  laboratory  and 
have  available  to  us  in  the  community  the 
services  of  an  extremely  competent  clinician 
in  infectious  diseases  who  wanted  to  limit  his 
practice  to  infectious  diseases  alone.  He  could 
not  have  done  this  and  existed  in  the  popula- 
tion of  our  community  doing  nothing  but 
infectious  diseases.  There  are  examples  of 


this  in  other  clinical  areas  as  well,  for  exam- 
ple, endocrinology,  cardiology,  chest  diseases 
and  so  forth.  Ihus,  it  isn’t  pure  layout  for 
education  alone.  There  is  layout  and  income 
to  the  hospital  through  increased  use  of  diag- 
nostic facilities  and  tests.  There  is  recom- 
jjense  in  terms  ol  administrative  salaries  paid 
to  these  individuals  for  operating  special 
units  of  various  types.  1 here  are  all  sorts  of 
other  hidden  income.  For  instance,  if  you 
achieve  the  status  of  medical  college  affilia- 
tion, IBM  offers  a sizable  reduction  in  the 
cost  of  virtually  all  of  its  ecjuipment.  As  1 
remember  it,  it  is  about  20  per  cent  on  office 
equipment  and  as  high  as  50  per  cent  on 
computer  equipment  to  educational  institu- 
tions. This  is  true  of  many  other  major  office 
supj)liers.  It  is  true  in  many  areas  of  tele- 
phone companies  and  other  jniblic  .service 
and  utility  companies.  So  that  there  are  real 
sources  of  hidden  income. 

.Mutual  educational  programs  are  usually  run 
with  various  companies.  Our  hospital,  for  in- 
stance, has  a jjrogram  in  which  hospital  sales 
representatives  of  one  of  the  major  pharma- 
ceutical companies  live  with  our  house  staff 
and  our  attending  staff  for  two  weeks  (under 
an  agreement  that  they  do  not  sell  any 
drugs)  . They  observe  some  of  the  travails  and 
stresses  upon  the  physician  in  the  hospital 
atmosphere.  In  this  manner,  they  have  a bet- 
ter understanding  of  whom  they  are  talking 
to,  and  what  his  j)robIems  are.  The  impact  of 
this  has  been  fantastic,  not  only  for  the  com- 
l^any  but  for  us  as  well.  They  pay  an  ade- 
quate tuition  for  training  these  jteople  which 
is  more  than  enough  to  cover  the  cost  for  our 
visiting  expert  programs,  the  specialty  people 
invited  in  for  consultation,  for  a retreat  for 
our  department  of  education  once  a year,  and 
so  on. 

T his  is  all  without  mentioning  grants,  which 
are  no  longer  a dependable  source  of  income. 
They  are  still  available  in  some  areas,  howev- 
er. 

If  vou  are  concerned  with  the  cost  to  vour 
hospital,  measure  it  against  the  cost,  both 
monetary  and  in  human  suffering,  of  not  hav- 
ing  it. 
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The  Staff  Physician's  View 

Arthur  Bernstein,  M.D. 
Maplewood,  New  Jersey 


On  this  matter  of  continuing  education,  I 
shall  try  to  tell  you  what  the  medical  staff 
wants.  This  is  a difficult  subject,  for  no  one 
truly  knows  what  the  staff  wants,  let  alone 
me.  If  anyone  does  know,  I would  like  to 
hear  from  him.  For  there  are  no  two  people 
who  learn  by  the  same  method,  tvho  learn 
from  the  same  thing,  or  have  the  ability  to 
absorb  in  the  same  w'ay.  Until  we  find  out  all 
about  these  methodologies  we  will  not  be 
getting  anywhere. 

Let  me  quote  from  Sir  Andrew  McPhail 
(1933);  “I  am  well  aware  that  in  these  days, 
when  a student  must  be  converted  into  a 
physiologist,  a physicist,  a chemist,  a biolo- 
gist, a pharmacologist,  and  an  electrician 
(and  that  is  certainly  true),  there  is  no  time 
to  make  a physician  of  him.  That  confirma- 
tion can  only  come  after  he  has  gone  out  into 
the  world  of  sickness  and  suffering,  unless 
indeed  his  mind  is  bemused,  his  instincts  so 
dulled,  his  sympathies  so  blunted  by  the  long 
process  of  education  in  those  sciences,  that  he 
is  forever  excluded  from  the  art  of  medicine, 
which  was  to  Hippocrates,  the  art  of  all  arts. 
In  that  case  he  is  destined  for  the  laboratory, 
the  professor’s  chair  (with  apologies  to  the 
professors)  or  the  consultant’s  office.  "U^hat 
would  have  happened  to  Sydenham  had  he 
been  put  through  this  machinen'  as  a prob- 
lem in  infinity,  which  no  human  intelligence 
is  competent  to  solve.” 

I his  sets  the  keynote  of  what  we  are  trying  to 
say  in  this  presentation.  What  is  it  that  we 
are  faced  with?  One  of  the  things  we  heard 
today,  is  a tremendous  divergence  of  opinion. 

1 his  is  good.  AVaher  I.ippmann,  in  a 
column  some  years  ;igo,  .said:  “When  we  all 
think  alike,  no  one  thinks  very  much.”  I be- 
lieve many  people  are  beginning  to  think. 
The  presentation  we  heard  today  is  a ver}’ 
thoughtful  one,  and  that  is  very  exciting  for 


it  puts  things  in  the  true  perspective. 

Permit  me  to  give  you  the  perspective  of  the 
staff  man,  which  is  best  expressed  by  this 
poem  of  Dr.  Chrechefsky  of  the  \Vistauer  In- 
stitute; 

Cholesterol  is  poisonous,  so  never  eat  it. 

Sugar,  too,  may  murder  you,  there  is  no  way  to  beat  it. 
Fattv  food  may  do  you  in,  be  certain  to  avoid  it. 
Some  foods  were  rich  in  vitamins,  but  processing  de- 
stroyed it. 

So  let  your  life  be  ordered  by  each  documented  fact, 
And  die  of  malnutrition,  with  your  arteries  intact. 

This  is  the  dilemma  of  the  staff  physician  and 
what  he  is  faced  with  each  day.  What  is  he  to 
tell  his  patients?  This  is  one  of  his  problems 
in  education. 

We  must  begin  this  educational  process  in 
uncertainty,  which  is  what  we  all  live  in.  The 
staff  man  lives  in  the  world  of  uncertainty,  no 
facts,  all  “maybe.”  This  is  what  is  lost  in  the 
educational  process  very  often.  Our  students 
think  that  there  are  facts.  That  these  are 
very  important  and  at  times  only  one  fact, 
which  makes  for  a problem.  Dr.  Whitehorn 
in  Prospectus  in  Biology  some  years  ago 
wrote  as  follows:  “The  educational  programs, 
generally  experienced  by  the  physicians  of 
the  past  few  generations,  have  without  intend- 
ing to,  inculcated  an  expectation  of  certainty 
of  knowledge  and  a phobic  aversion  or  an 
intolerance  of  uncertainty.  The  worst  offen- 
ders have  been  teachers  of  science.  This  has 
been  an  error.  A stultifying  error  to  inculcate 
the  expectation  of  certainty  of  knowledge  is  a 
serious  betrayal  of  the  essence  of  scientific 
movement,  which  has  been  the  great  bold 
adventure  of  mankind  in  recent  centuries.” 

Expressed  in  terms  of  punctuation  marks,  it 
is  not  right  to  symliolize  science  by  a period, 
which  closes  a statement  with  an  appearance 
of  utter  finality.  .Science  is  better  symbolized 
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by  the  question  mark,  signaling  a doubt,  and 
a further  look.  It  is  the  questioning,  not  the 
finality,  which  best  represents  science  as  a 
powerful  instrument  of  progress  in  our  pro- 
fession and  in  general.  But  how  few  of  our 
medical  students  were  fortunate  enough  to  be 
introduced  to  science  is  a guess.  (They  had 
to  obtain  marks,  if  you  will  remember.)  How 
many  were  forced  by  dogmatic  teachers  to 
accept  science  as  a set  of  facts.  The  worst 
offenders,  and  thus  inculcating  the  illusionary 
expectation  of  certainty  of  knowledge,  have 
been  the  teachers  of  science  in  high  school 
and  in  medical  school. 

This  is  about  to  change,  I believe,  and  it  is 
about  time — but  it  has  not  changed  yet. 
Those  of  our  generation  are  in  the  situation 
just  described.  This  is  the  problem  in  gradu- 
ate education.  There  is  another  problem,  and 
I was  surprised  that  none  of  the  previous 
speakers  today  mentioned  it.  The  problem  is 
about  education  per  sc.  We  are  all  the  victims 
of  pedagogy,  the  teaching  of  children.  But  we 
are  no  longer  children.  Recently,  it  was  my 
pleasure  to  spend  a few  days  with  Dr. 
Knowles,  a professor  of  education  in  Connect- 
icut. He  talks  about  androgogs',  the  teaching 
of  tlie  adult,  or  adult  learning.  This  is  a 
completely  different  thing.  The  child  moves 
from  dependency  to  self-knowledge,  he  said. 
The  adidt  must  not  be  put  in  a dependent 
relationship  with  the  teacher.  He  must  make 
his  own  decisions  and  have  self-directed 
learning.  The  adult  must  have  a completely 
different  approach  than  the  child.  The  adult 
has  an  experience  which  a child  has  not.  This 
experience  becomes  part  of  his  identity,  and 
he  must  not  devalue  his  experience.  He  must 
use  this  experience.  This  is  most  important, 
for  from  time  to  time,  when  talking  to  my 
residents,  I may  relate  to  a case  seen  many 
years  ago  which  resembles  the  case  being  dis- 
cussed. Their  response  usually  is  that  they  do 
not  need  my  anecdotal  stories,  they  want  the 
facts,  they  want  statistics. 

What  makes  up  statistics?  Facts,  from  anec- 
dotal stories.  If  you  add  enough  anecdotes 
together  to  make  one  hundred,  then  it  be- 
comes a statistic.  This  is  the  thing  we  lose 


sight  of.  That  in  the  teaching  of  an  adult,  we 
no  longer  have  a clean  slate,  we  have  a mind 
that  has  been  fixed  and  been  trained.  We 
must  use  it,  if  we  are  to  train  and  teach  the 
adult.  He  has  a completely  different  orienta- 
tion, he  wants  to  learn  things  that  are  of  use 
to  him.  He  is  problem  oriented  rather  than 
subject  oriented.  He  has  a readiness  to  learn, 
because  he  knows  he  must  learn.  child 
learns  whatever  he  is  told  to  learn,  thus  an 
adult  will  best  learn  what  he  thinks  is  rele- 
vant. This  is  the  answer  to  the  education  of 
the  graduate  physician.  He  must  be  taught 
what  is  relevant.  If  it  isn’t  relevant,  he  will 
not  be  interested.  Dr.  Knowles  points  out 
that  there  must  be  an  adult  climate,  there 
must  be  the  involvement  of  the  learner  in 
diagnosing  his  own  needs  and  in  planning  to 
use  the  resources  that  are  available. 

When  you  begin  to  teach  the  graduate  physi- 
cian, you  must  use  androgogy  and  not  peda- 
gogy in  your  teaching.  The  graduate  physi- 
cian and  the  physician  in  practice  learns  in 
many  ways.  How  does  he  learn?  Consider  the 
many  problems  he  is  faced  with  daily,  and 
the  various  ways  of  leaniing,  some  of  which 
are  as  follows:  there  are  advertisements  in 
journals,  detail  men  visit  the  physician,  you 
may  meet  another  physician  in  the  corridor 
who  asks  whether  you  read  an  article  in  the 
journal  about  a topic,  formal  consultations 
teach  you  something,  you  read  various  types 
of  journals  and  abstracts,  you  attend  meetings 
and  courses,  clinical  conferences  at  the  hos- 
pital, audit  committee  meetings,  and  ever  so 
many  acti\  ities  and  sources,  even  the  Reader’s 
Digest.  From  all  of  these  things  you  learn 
and  you  also  learn  from  your  patients  every 
day. 

Thus  the  sources  of  learning  are  numerous; 
which  one,  however,  works  best  for  the  physi- 
cian? The  method  that  is  more  successful 
with  most  physicians  is  the  well-prepared 
clinical  conference  in  the  physician’s  own 
hospital.  In  this  manner,  the  experience  of 
the  physician  is  used  to  help  him  meet  a 
problem  that  he  meets  everyday.  Dr.  Miller 
today,  was  telling  us  that  when  he  was  a Di- 
rector of  Medical  Education  in  his  hospital 
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sonic  years  ago,  ]ie  would  select  the  most 
bizarre  cases  to  jiresent,  and  the  practical 
value  ol  such  presentations  is  cpiestiouable. 

Take  one  example  of  a well-planned  clinical 
conference  of  interest,  on  a subject  that 
physicians  see  everyday:  a clinical  conference 
on  pulmonary  embolus,  presented  recently  at 
our  hospital.  I'he  program  was  well  thought 
out  and  on  a subject  which  is  an  everyday 
problem.  It  takes  advantage  of  past  experi- 
ence, because  it  brings  in  the  physician.  You 
stimulate  him  by  reinforcement,  and  in 
doing  this  you  call  in  everyone  who  may  be 
interested  and  involved.  The  case  is  well 
documented  and  summarized,  and  each  parti- 
cipant was  asked  not  only  to  jrresent  his  own 
area  of  experience  but  to  review  the  litera- 
ture, and  ])resent  a broad  presentation  on  the 
subject  and  not  a stereotyped  article.  The 
conference  involved  itself  not  with  one  case 
presentation,  but  with  a discussion  of  many 
cases  of  pidmonary  embolus.  In  this  manner, 
the  subject  was  thoroughly  discussed. 

rids  is  a well  thought  out  clinical  conference 
which  will  be  of  some  benefit,  becau.se  it 
presents  a problem  to  the  physician.  For  over 
35  years,  1 have  been  attending  these  confer- 
ences at  my  hospital.  I can  tell  when  we  have 
a good  conference  by  the  size  of  the  voluntary 
attendance.  It  must  be  a service  conference,  it 
canmrt  be  a whcjle-hosjtital  conference,  be- 
cairse  the  day  of  the  whole-hospital  confer- 
ence is  over,  with  the  j30,ssible  exception  of 
the  small  hospital  where  all  men  are  inter- 
ested in  general  medicine.  In  the  larger  hos- 
})itals  sjrecialty  meetings  nmst  be  held. 

Wdien  you  have  a topic  that  touches  the  man 
in  his  everyday  ])ractice,  something  that  will 
help  him  treat  his  jiatients,  he  comes  to  the 
conferetice,  is  interested  and  remains  for  the 
entire  conlerence.  The  conference  on  ptdmo- 
nary  embohis  1 mentioned,  was  a four-hour 
conference  that  lasted  two  days.  It  had  just  as 
large  a irowd  on  the  second  day  as  it  did  the 
first.  It  was  conveniently  held  at  the  hospital, 
where  tlie  physician  had  to  be  to  see  his 
patients  and  where  he  was  available  if  need- 
ed. He  wa,  notified  in  advance  of  the  confer- 
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etice  and  could  make  suitable  arrangements 
to  attend,  and  most  important,  he  got  some- 
thing out  of  it. 

The  plan  in  these  conferences  is  to  use  your 
own  staff  men.  They  must  review  the  litera- 
ture, and  because  they  are  appearing  before 
their  colleagues  (which  incidentally  is  a form 
of  peer  review)  they  cannot  aftorcl  not  be  be 
thorough  in  their  presentation.  At  times,  it 
may  be  well  to  invite  someone  from  the  medi- 
cal school  or  from  another  hospital  who  may 
be  more  knowledgeable  on  the  subject  to  be 
discussed,  but  it  should  not  be  done  to  the 
extent  of  excluding  your  own  people.  The 
one  who  learns  the  most  is  the  teacher.  This 
is  the  value  of  a house  staff.  It  is  reinforce- 
ment. Anything  you  learn  you  lose,  if  you 
don’t  use  it.  How  do  you  use  it?  By  teaching 
and  by  using  it  in  everyday  practice.  If  you 
don’t  do  it,  you  may  forget  it  in  a short 
period  of  time.  Therefore,  it  must  be  done  by 
reinforcement,  utilization  of  yotir  own  staff, 
by  systematically  preparing  subjects  that  will 
give  you  a good  review. 

Dr.  Griffith,  in  an  article  some  years  ago, 
noted  that  in  a community  hospital,  physi- 
cian training  must  continue.  The  responsibil- 
ity lies  with  the  chiefs  of  the  sp>ecialty  ser- 
vices, with  the  Director  of  Medical  Educa- 
tion. But  the  entire  staff  must  be  involved  for 
a sticcessful  jnogram. 

Let  me  read  something  that  a])|)eared  in  the 
Journal  of  the  American  Medical  Association 
in  July,  1970.  It  is  controversial  and  may 
raise  the  hair  on  the  back  of  some  necks.  It  is 
an  article  by  Dr.  Piccicano,  and  I shall  read  a 
small  section  of  it.  I may  add  that  the  editori- 
al in  that  i.ssue  criticized  the  article.  I quote: 

“I  coiitctui,  that  one  of  the  most  serious  mistakes  of 
Medical  Kdiic ation  .Vciministralors  has  been  the  recent 
trend  toward  the  use  of  full-time  faculty  in  clinical 
areas  and  the  spurning  of  practicing  physicians  in  the 
intimate  teaching  of  medical  students.  It  is  obvious 
to  me  now  that  one  of  the  major  problems  is  that 
faculties,  in  general,  have  little  sensitivity  to  medicine 
as  it  is  practiced  in  the  ‘real  world'.  I believe  it  is 
high  time  that  there  should  be  increasing  use  of  prac- 
ticing physicians  in  the  active  teaching  of  medical 
students  in  clinical  medicine.  By  this.  I do  not  mean 
a token  gesture,  but  real  live  practitioners  giving  up  a 
fair  piece  of  their  time  to  teaching  of  medical  stu- 
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dents.  1 he  exposure  of  medical  students  to  good 
practitioners  will  have  a most  salubrious  effect  on 
medical  education.  Practicing  physicians,  having  been 
carefully  selected  by  their  academic  colleagues,  who 
receive  the  call,  as  it  were,  to  contribute  a portion  of 
their  time  to  the  teaching  of  young  physicians,  have 
the  moral  obligation  in  the  name  of  the  ancient  and 
revered  profession  to  respond  to  this  call.” 

This  is  important,  not  so  much  in  that  they 
teach  medical  students,  but  mostly  for  the 
fact  that  you  cannot  learn  if  you  don’t  teach. 
You  can’t  teach  unless  you  have  that  kind  of 
an  atmosphere.  Whether  you  teach  your  own 


colleagues,  or  medical  students,  or  nurses  or 
yourself,  you  will  never  remember  anything 
unless  you  continue  to  use,  reinforce,  and 
again  reinforce  by  repeating  the  process.  In 
this  manner  you  improve  staff  knowledge  by 
the  training  of  your  colleagues  and  peers  as 
well  as  your  house  staff — you  truly  learn  some- 
thing. Let  me  leave  you  with  a little  philoso- 
phy from  the  elder  Huxley.  He  said,  “If  a 
little  knowledge  is  dangerous,  where  is  the 
man  who  has  so  much  as  to  be  out  of  danger?’’ 


Cancer  Crusade  Urged 


The  National  .Advisory  Cancer  Council  has 
urged  increasing  educational  efforts  to  warn 
the  public  against  smoking.  Based  on  an  in- 
tensive, four-month  study,  the  report  sub- 
mitted to  a United  States  Senate  Committee, 
estimated  that  50  million  Americans  now  alive 
would  develop  malignancies  and  that  M mil- 
lion of  them  will  die  unless  steps  are  taken 
swiftly. 

The  consultants  recommended  a sweeping  pro- 
gram keyed  to  consolidation  of  all  existing 
cancer  research  projects  into  a national  cancer 
authority  directly  responsible  to  the  President. 
“The  Committee  is  unanimously  of  the  view 
that  the  conquest  of  cancer  is  a realistic  goal, 
if  an  effective  national  program  along  the 
lines  in  the  report  is  promptly  initiated  and 
relentlessly  pursued.” 

'Lhe  report  recommended  cancer  researdi 
spending  of  $400  million  in  the  1972  fi.scal 
year,  and  increasing  it  by  $100  million  to 
$150  million  in  subsecjuent  years  to  a SI 
billion  level  in  1976.  The  consultants  said 
that  the  program  should  be  devoted  primarily 
to  research  into  the  causes  and  cures  of  cancer, 
rather  than  to  patient  care. 

The  National  Advisory  Cancer  (Council’s 


fourth  annual  report  citeil  the  more  tlian 
60,000  deaths  a year  in  the  United  .States  from 
an  “epidemic”  of  lung  cancer  attributed 
mainly  to  cigarette  smoking.  I'he  report  also 
dealt  with  the  chemical  causes  of  cancer  and 
the  effects  of  many  environmental  factors,  not 
only  the  “private  pollution”  of  smoking,  but 
also  public  air  pollution  from  industrial  and 
commercial  wastes  as  causative  agents. 

Now  effective  is  a ban  on  all  advertising  of 
cigarettes  on  television  and  radio.  .Ml  pack- 
ages of  cigarettes  manufactured  and  sold  in 
the  United  States  must  carry  a new  warning: 
“The  Surgeon  General  has  determined  tliat 
cigarette  smoking  is  dangerous  to  your 
health.”  This  replaced  the  milder  warning 
required  by  a 1965  law  that  expired  in  1969 
which  said:  “Caution:  Cigarette  smoking  may 
be  ha/ardous  to  your  health.” 

The  report  also  explained  that  the  production 
of  cancer  by  chemicals  is  part  of  a larger 
problem  of  the  hazards  facing  man  in  a pol- 
luted environment.  The  report  pointed  out 
that  the  death  rate  from  cancer  continues  to 
increase  despite  improvement  in  the  cure  rate 
and  suggested  that  this  may  be  related  to  in- 
creased exposure  of  the  population  to  earner- 
causing  agents  in  the  einironment. 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
v^iKodilator  theraov 
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(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators''*  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement''*  and  observation  of  clinical  improvement.''' 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark- 
son, I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  2.  Horton,  G.  E,, 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 
d:124-128  (April)  1962.  4.  Whittier,  J.  R.:  Angiology  75:82-87 
(Feb.)  1964.  laboratories 
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One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 
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doc'tor  (dok'ter),  fi.  (ME.  doctonr,  fr. 
OF.  doctonr.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 


for  almost  every  patient  and  diet 
..for  every  meal  _ 

and,  it’s  made  by  Wiunpodl 


‘The  Ecology 
of  Birth  Control” 


An  excerpt 
from  No.  i ■ 
ofanewseriej 

1 


7^  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  "only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  an\ 
others  in  the  series  as  they  appeal 
please  write  to  Searle  or  ask  your  Sear 
representative.  Explored  in  the  fortlj 
coming  issues  will  be  the  role  of  birl- 
control  on  family  pressures  and  i 
effects  on  the  family;  the  influences  cj 
poverty,  ethnic  factors  and  maritc|i 
status;  its  role  in  illness,  its  geneti|  * 
implications  and  its  effects  on  thh 
emotional  and  behavioral  life  of  thij 
individual.  J 


An  original  contribution 
to  the  science  of  contraception 

Dem/men 

Each  tablet  contains  1 mg.  ethynodiol  diacetate/50  meg.  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects.. .with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  - Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primafe  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication  — Demulen  is  indicated  for  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospectiye  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  '■>  leading  to  this  conclusion,  and 
one"  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates" in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

I Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
• complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
l cation  should  be  withdrawn. 

I Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
•recommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A smairfraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  tor  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevapt  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions;  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Alt  hough  available  evidence  IS  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions; neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neurit  is. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives;  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-1  ike  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache. hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives; hepatic  function;  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests;  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X, 
thyroid  function;  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners;  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267-279  (May)  1967. 
2.  Inman.  W.  H.  W..  and  Vessey,  M.  R;  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey,  M.  P,  and  Doll,  R,;  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4. 
Sartwell,  P E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer  J.  Epidem.  90:365-380  (Nov.)  1969.  1A2 

Where  "The  Pill"  Began 

G.  D.  Searle  & Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 


SEARLE 


Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G. I.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  i 

^ ' PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Alios  Chemical  Industries.  Inc..  Wilmington,  Del.  19899 
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Trustees'  Minutes 

March  21,  1971 

S-994 

A regular  meeting  of  the  Board  of  Trustees 
w'as  held  on  March  21,  1971,  at  the  Executive 
Offices  in  Trenton.  Detailed  minutes  are  on 

S-998 

file  with  the  secretan’  of  your  county  medical 
society.  A summary'  of  the  significant  actions 
follows: 


Hmilcrdon  County  Medical  Society  Sesqut- 
centennial  . . . Directed  that  an  appropriate 
placpie  he  presented  to  the  President  of  the 
Hunterdon  County  Medical  Society  at  the 
ojrening  session  of  the  House  of  Delegates, 
May  15,  in  recognition  of  the  sestjuicentennial 
of  that  component  Society. 

l.U  / Conference  on  Henltli  (hiachery-Chiro- 
f)y<i(tic  . . . Designated  |aiues  S.  T odd,  M.D. 
to  representative  MS\  | at  the  AMA  Xortlt- 
cast  Regional  Conlereiue  on  Health  Ouack- 
ei v-(;hiropractic  on  Mav  7 in  Washington. 

Conndl  on  Legislation  . . . Apjnoved  the  re- 
port of  the  February  25th  meeting  of  the 
Council  on  Legislation,  including  the  follow- 
ing recotnmended  official  position  (as  amended 
bv  the  Board)  of  MSN}  on  bills  of  medical 
import: 

S-9t9  — 1 o provide  dial  a siandard  scroloj^ical  test 
for  syphilis  shall  he  a test  apprmed  bv  the 
Department  of  Health  and  shall  he  made  in 
approved  laboratories;  to  permit  such  labo- 
ratory tests  to  he  made  free  of  charge  by  the 
Department  of  Health.  APPROVED 

S-981  —To  provide  for  the  establishment  of  a central 
registry  of  blood  donors  in  the  Slate  Depart- 
ment of  Health  and  to  appropriate  S.5().(H)0. 
DISAPPROVED  because  it  would  be  a dupli- 
cation of  record  keeping  by  existing  blotxl 
banks  in  the  State  of  New  Jersey,  with  no 
appreciable  advantages. 

S-982  — I'o  prohibit  application  of  lead  paint  to  tovs, 
furniture  or  the  interior  surfaces  of  any  dwell- 
ing, dwelling  unit,  rooming  house,  rooming 
unit  or  facility  occupied  or  used  by  children, 
and  to  prohibit  sale  or  delivery  of  toys  or 
furniture  to  which  lead  paint  has  been  ap- 
plied. (.Same  as  S 988)  APPRO  I ED 


—To  amend  and  supplement  the  "New  Jersev 
Controlleti  Dangerous  Substances  ,\ct.'  iS-851 
of  1970)  Law.  Chapter  226  APPROVED 

—To  pennit  freeholders  to  contract  with  dulv 
incorporated  charitable  organizations  for 
maintenance  of  narcotic  treatment  programs. 
APPROVED 

— To  prohibit  application  of  lead  paint  in  inte 
rior  of  dwellings  in  which  children  reside  and 
to  prohibit  sale,  transfer,  or  deliverv  of  toys 
and  furniture  which  have  lead  paint.  (Same 
as  S-982)  APPROVED 

S-20I.S  —To  provide  that  all  members  of  professional 
hoards  and  commissions  shall  be  appointed  bv 
the  fiovernor,  to  provide  for  an  additional 
member  to  such  boards  and  commissions  who 
shall  be  a public  member,  and  to  provide  for 
designation  by  the  Governor  of  a head  of  a 
department  closely  related  to  such  professions 
to  be  a member  of  the  boards  or  commissions. 
ACTIVE  OPPOSTEIOS , because  professionally 
unqualified  lay  members  would  encumber  the 
boards  with  no  appreciable  advantage  to  the 
public  and  the  present  system  of  nomination 
of  members  to  the  .State  Board  of  Medical 
Kxaminers  is  superior  to  that  proposed. 

(.Vo/e;  Signed  bv  fiovernor  .March  2.’>,  Cdiapter  60) 

S-20.S2  — To  remove  the  residency  rc(|uiiement  (or  conn- 
tv  medical  examiners.  (Same  as  A-20.'>6)  AP- 
PROVED 

S-20.57  — I o authorize  boards  of  education  to  provide 
sex  education  for  pupils  in  7th  through  12th 
grades.  DISAPPROV ED.  because  it  would  |)ie- 
vent  anv  program  of  sex  education  below  the 
7th  grade,  where  it  is  most  needed. 

S-2069  — Lo  authorize  the  control  of  communitv  noise 
levels;  empowering  the  State  Department  of 
F.nv  ironmenlal  Protection  lo  promulgate  regu- 
lations for  such  purpose,  and  making  an  ap- 
propriation. .APPROVED 

S-2079  — 1 o provide  that  anv  person  who  smokes  in  a 
railroad  passenger  car  in  which  a "No  Smok- 
ing" sign  is  posted  is  a disorderly  person. 
APPROVED 

S 208.1  — 1 o permit  licensing  of  graduates  of  foreign 
medical  schools  to  practice  medicine  in  the 
United  States  after  one  vear  of  internship  in  a 
hospital.  DISAPPROVED  because  a section 
of  the  bill  is  so  broadly  drawn  that  it  would 
authorize  and  encourage  interns  and  residents 
to  serve  in  hospitals  anywhere  in  the  linited 
Slates.  Canada,  or  in  foreign  countries,  and 
could  result  in  a decrease  rather  than  an  in- 
crease in  interns  and  residents  in  New  jersey. 

,\olr:  I he  Board  amended  the  reiommended  position 
on  S-2081  Irom  approved  to  disap|)roved  for  the 
reasons  indicated.) 
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S-2084  — To  provide  that  applications  for  commitment 
for  treatment  of  drug  addiction  by  minors 
shall  be  valid  and  binding  as  if  the  minor  had 
attained  the  age  of  21  years.  APPRO  J'ED 

S-2088  —To  provide  for  a Health  Care  Administration 
Board  in  the  Department  of  Health  with  the 
C:ommissioners  of  Healtli  and  Insurance  as 
ex-officio  members,  to  authorize  the  Commis- 
sioner of  Health  to  inf|nire  into  the  op- 
eration and  conduct  inspections  of  medical 
care  facilities,  to  adopt  regulations,  to  provide 
for  licensing  and  to  transfer  all  functions  re- 
lated to  administration  of  laws  concerning 
boarding  homes  for  sheltered  care,  care  of 
children  and  adults,  private  mental  hospitals, 
convalescent  homes,  private  nursing  homes, 
and  private  hospitals  from  the  Department 
of  Institutions  and  Agencies  to  the  Depart- 
ment of  Health.  DISAPPROVED,  WITH  AC- 
TIVE OPPOSITION  IF  THE  BIEL  MOVES, 
because  it  poses  a threat  to  the  free  practice 
of  medicine,  concentrates  excessive  power  in 
the  hands  of  one  person,  and  jeopardizes  the 
continuance  of  the  life  and  operation  of  the 
Medical-Surgical  Plan  of  New  Jersey  (New 
Jersey  Blue  Shield)  . 

S-2091  —To  redefine  ‘‘unnecessary  radiation’  under 
the  “Radiation  Protection  Act”;  to  provide 
for  the  Commission  of  Radiation  Protection 
in  the  Department  of  P’nvironmental  Protec- 
tion in  place  of  the  Department  of  Health 
and  to  permit  an  embargo  of  any  material  or 
machine  which  is  a radiation  hazard.  AP- 
PROVED 

S-2100— To  delete  provisions  of  the  New  Jersey  Medi- 
cal Assistance  and  Health  Serv'ices  Act  pro- 
viding for  payment  of  claims  through  a fiscal 
agent  or  by  direct  administration  by  the  De- 
partment of  Institutions  and  .Agencies.  (Same 
as  A 2122)  NO  ACTION 

S-2103— To  permit  any  minor  suffering  from  use  of 
drugs  and  who  is  dependent  upon  drugs  to 
consent  to  medical  treatment.  APPROVED 

SJR-2001  — I'o  create  a commission  to  ascertain  and 
devise  the  most  practicable  method  of  estab- 
lishing a judicial  mechanism  for  dealing  with 
drug  addicts  and  others  whose  personal  ac- 
countability for  their  actions  is  impaired  bv 
their  psychological  condition.  NO  ACTION 

SJ  R -2(1(1.“?— I'o  declare  the  month  ot  Mav.  1971,  as 
“Venereal  Disease  Awareness  Month, AP- 
PROVED 

Note:  The  Board  amended  the  recommended  position 
on  SJR-2003  from  no  action  to  approsed. 

A-496  —To  provide  for  regulation  of  u.se  of  .safety 
glazing  material  and  to  direct  the  Commis- 
sioner of  Labor  and  Industry  to  promulgate 
safety  standards.  APPROVED 

A-1203— This  bill  would  transfer  all  powers,  duties 
and  respoasibilities  of  the  State  Board  of 
Control,  the  Hospital  Licensing  Board,  the 
Commissioner  of  Institutions  and  Agencies 
and  the  Department  of  Institutions  and  Agen- 
cies related  to  medical  care  facilities  to  the 
State  Department  of  Health.  (Substitute  for 
A -941)  APPROVED 


A-1312— To  appropriate  $1 ,000,0()()  to  the  Department 
of  Health  for  ffimily  planning  and  related 
services.  NO  ACTION 

A- 1323— To  prohibit  the  littering  of  waterways  and 
adjacent  shores  and  beaches  and  to  regulate 
marine  toilets  and  to  repeal  Chapter  13,  P.L. 
1954  and  Chapter  170,  P.L.  1958.  APPROJ’ED 

A-1337— To  require  all  persons  riding  in  the  front  seat 
of  an  automobile  manufactured  after  July  1, 
1966  to  wear  seat  safetv  belts.  DISAPPROVED 
because  there  are  certain  medical  conditions 
in  which  the  wearing  of  seat  belts  is  contra- 
indicated. 

.A-1354— To  reciuire  public  school  buses  and  other  mo- 
tor vehicles  used  to  transport  children  to  and 
from  schtxtl  to  be  equipped  with  seat  belts  for 
every  seat.  APPROVED 

.A-1386— To  provide  for  the  regulation  and  control  of 
pesticides  by  the  Department  of  Environmen- 
tal Protection  and  to  establish  a Pesticide 
Control  Council.  APPROVED 

A-2001— To  permit  blind  persons  with  trained  seeing- 
eye  dog  guides  to  enter  into  all  public  places. 
APPROVED 

A-2037— To  provide  that  no  person  shall  store  or  drain 
or  dispose  of  dangerous  or  toxic  chemicals  in 
or  on  the  soil  unless  the  soil  is  protected  by 
a dike  or  shield  and  unless  an  annual  permit 
is  obtained  from  the  Commissioner  of  Envi- 
ronmental Protection.  APPROVED 

.A-2038 — To  prescribe  criminal  penalties  for  atrocious 
assault  and  battery  on  police,  firemen,  volun- 
teer firemen  and  ambulance,  rescue,  first-aid 
or  emergency  squad  personnel.  APPROVED 

A-2039— To  provide  for  appointment  of  a member  of 
the  New  Jersey  Industrial  Nurses  .Association 
to  the  State  Board  of  Examiners  of  Nurses. 
NO  ACTION 

A-2055— To  provide  that  the  State  Rehabilitation 
Commission  shall  administer  a prog^ram  of  vo- 
cational rehabilitation  to  severelv  handicapped 
persons  and  shall  institute  and  administer  a 
program  of  extended  cmplovmeni  in  a shel- 
tered workshop.  APPROVED 

.A-2056— I'o  delete  (he  retjuirement  that  the  counlv 
medical  examiner  shall  be  a resident  of  the 
county  in  which  appointed.  (Same  as  S-2032) 
APPRO]  ED 

A-2060— I'o  create  the  New  Jersey  Medical  Education 
Loan  Fund  in  the  Department  of  Higher  Edu- 
cation. ACTIVE  SUPPORT 

A-2061— To  provide  that  the  Board  of  Nursing  shall 
not  suspend  a temporary  permit  to  any  for- 
eign nurse  to  practice  professional  nursing 
solely  because  such  nurse  failed  to  pass  a 
nursing  examination  given  bv  the  Board.  NO 
ACTION 

.A-2073— To  require  issuance  of  a plenary  license  to 
practice  medicine  and  surgery  to  persons 
achieving  a 75%  average  in  examinations 
given  by  the  Medical  Examining  Board.  AC- 
TION DEFERRtlD  because  this  measure  elim- 
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inates  the  discretionary  powers  of  the  State 
Board  of  Medical  Examiners.  The  Council  re- 
ferred this  bill  to  the  State  Board  of  Medical 
Examiners  for  its  opinion. 

.■\-2079— To  authorize  the  Public  Utilities  Commission 
to  regulate  and  control  radioactive  material, 
waste  and  by-product  material  and  to  provide 
for  licensing  and  filing  of  annual  reports. 
DISAPPROVED  because  this  bill  is  in  con- 
flict with  C.  33  of  the  Laws  of  1970.  trans- 
ferring power  to  control  unnecessary  radiation 
from  the  Department  of  Health  to  the  De- 
partment of  Environmental  Protection. 

A-2094— To  permit  medical  payments  for  children  in 
foster  homes,  where  placed  bv  private  non- 
profit agencies,  under  the  medical  a.ssistance 
program.  APPROVED 

.■\-2098— To  provide  that  illnesses  caused  hv  hyper- 
tension, heart  disease,  tuberculosis,  inclucling 
coronarv  thrombosis,  shall  be  deemed  an  oc- 
cupational disease  of  fire  and  policemen.  DIS- 
APPROVED because  this  bill  involves  diag- 
nosis by  legislation  rather  than  by  medical  ex- 
amination. 

.A-2099— To  provide  that  under  C.  2.').r.  P.I..  1944 
hvpcricnsion,  heart  disease,  tuberculosis  suf- 
fered by  fire  and  policemen  shall  be  presumed 
to  have  been  suffered  in  the  line  of  duty. 
DISAPPROVED  because  this  bill  in\olves 
diagnosis  by  legislation  rather  than  by  medi- 
cal examination. 

.\-2100— To  provide  under  C.  253,  P.I-.  1944  that  hyper- 
tension. heart  disease,  tuberculosis  sufferetl  by 
fire  and  policemen  shall  be  presumetl  to  have 
been  suffered  in  the  line  of  dutv.  DISAP- 
PROVED because  this  bill  involves  diagnosis 
by  legisaltion  rather  than  by  medical  exami- 
nation. 

.■\-2102— To  permit  examination  of  a person  for  a bio- 
analytical  laboratory  director's  license  who 
demonstrates  that  he  has  acquired  through 
experience  or  through  experience  and  school- 
ing the  requirements  set  forth  in  the  Bio- 
analytical  Laboratory  and  Laboratory  Direc- 
tor's .-\ct.  DISAPPROVED  because  there  is  no 
justification  for  the  lowering  of  standards 
providetl  by  existing  statutes,  since  these  stand- 
ards are  essential  for  the  protection  of  the 
public. 

A-2107— To  require  labeling  of  any  .soap,  soap  powder. 

or  detergent  as  to  phosphate  content;  declares 
any  violator  a disorderly  person.  APPROVED 

.A-2115— To  provide  that  possession  of  more  than  5 
grams  of  marijuana  or  any  amount  of  hashish 
shall  be  a high  mi.sdemeanor.  SO  ACTIOS 

.■\-2122— To  delete  provisions  of  the  New  jersey  Medi- 
cal Assistance  and  Health  Services  .Act  pro- 
viding for  payment  of  claims  through  a fis- 
cal agent  or  by  direct  administration  by  the 
Department  of  Institutions  and  .Agencies.  SO 
ACTIOS 

A-2131— To  provide  that  no  hospital  which  receives 
funds  under  the  Medical  .Assistance  and 
Health  Services  .Act  shall  ret|uire  as  a con- 
dition to  serving  an  internship  an  examina- 


tion other  than  that  required  bv  the  State 
Board  of  Medical  Examiners.  DISAPPROVED 
because  enactment  of  this  legislation  would 
ultimatelv  result  in  the  withdrawal  of  ap- 
proval of  internships  and  residencies  in  hos- 
pitals that  act  in  accordance  with  its  pro- 
visions. 

Sole:  The  Board  amended  the  recommended  position 
from  no  action  to  disapproted  for  the  reasons 
indicated. 

.A-2132— To  provide  under  the  .Air  Pollution  Control 
.\ct  that  noise  shall  be  considered  an  air  con- 
taminant and  at  a level  greater  than  108  per- 
ceived noise  decibels  shall  be  a prima  facie  evi- 
dence of  air  pollution.  APPROVED 

.A-2135— To  permit  freeholders  in  a county  which  has 
no  county  home  or  hospital  for  children  af- 
flicted with  sickle  cell  anemia  to  appropriate 
not  more  than  S5.000  each  year  for  diagnosis 
and  treatment  of  such  children,  pnnided  free- 
holders in  a first  class  county  with  population 
over  8(X),()0()  mav  appropriate  not  more  than 
.‘^lO.tKM)  each  year.  APPROVED 

.A-2I()5— (!oncerning  pensions  of  imlice  and  firemen. 

to  define  a traumatic  event  as  applicable  to 
anv  personal  injury  by  accident  arising  out 
of  and  in  the  course  of  employment  without 
regiird  to  negligence  of  the  employee  except 
in  cases  of  willfully  self-inflicted  injury  or 
intoxication  is  the  proximate  cause  of  injury 
and  the  tc-st  shall  be  whether  the  actual  work 
effort  contributed  materialh  to  the  disability 
sustained.  SO  ACTIOS 

.A-2181— 'Lo  provide  for  the  "Noise  Control  .Act"  and  to 
empower  the  Department  of  Environmental 
Protection  to  promulgate  codes  and  regula- 
tions. APPROVED 

A |R-2(K)2 —To  declare  March  7-13  as".Sa\e  5'our  A'ision 
Week."  APPRO!  ED 

.ACR  2005— To  amend  the  New  Jersey  Constitution, 
after  referendum,  to  pro\ide  that  all  proceeds 
from  the  .State  Lottery  shall  go  to  aid  for  edu- 
cation instead  of  for  State  institutions.  DIS- 
APPROI’ED  because  this  bill  wouUI  divert 
revenues  from  the  State  Lottery  presently 
earmarked  for  both  mental  health  and  edu- 
cational programs  solely  to  the  field  of  edu- 
cation. 

.AR-20  — Lo  direct  the  Department  of  Environmental 
Protection  to  conduct  a study  of  the  effects  of 
steam  emission  into  the  atmosphere  upon  the 
ecology  and  environment  of  the  State  and  to 
formulate  appropriate  regulations.  SO  AC- 
TIOS 

. . . Recommeruleci  that  the  tollovving  be 
noted  and  filed: 

A-1334— Lo  appropriate  ,S21().(KK)  to  the  Department  of 
•Agriculture  for  the  New  Jersey  Meat  and 
Poultry  Inspection  .Act  for  the  peritnl  january 
1 to  June  30,  1971.  LAW',  CH.AP  I ER  321 

.A- 1359— To  appropriate  .S2.900,000  to  the  Depart- 
ment of  Higher  Education  for  costs  of  opera- 
tion of  Martland  Hospital  pursuant  to  its 
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rondact  with  the  New  Jersey  C^ollege  of  ^^edi■ 
fine  and  Dentistry. 

A-20,^0— To  require  public  r.dlities  to  pronittlgate  and 
file  with  the  Public  Utilities  Commission  writ- 
ten safety  rtiles  and  regtilations  for  handling 
of  high  yoltage  utility  etjuipmcnt  and  to  fur- 
nish copies  to  employees  and  stib-contractors. 

\CR-201  I — To  amend  the  New  Jersey  Constitution, 
after  refereTidum,  to  pror  ide  that  each  person 
has  a right  to  li\e  in  and  the  duty  to  pro- 
mote a healthful  en\ironmeut. 

Council  on  Mental  Health  . . . Ajijjroved,  as 
aniemled,  the  rej>ort  of  the  February  24th 
meeting  of  the  Council  on  Mental  Health, 
inchtding  the  following  recommendations: 

1.  That  T he  Medical  Society  of  New  Jersey  use  all 
of  its  influence  to  have  incorporatetl  in  the  cnr- 
ricula  of  the  appropriate  department  of  the  medi- 
cal schools  (Medicine  and  Psychiatry)  a more  ade- 
(|uate  program  devoted  to  the  subject  of  alcoholism 
and,  more  specificallv.  the  treatment  of  the  alco- 
holic. 

2.  That  MSNJ  urge  the  Directors  of  Medical  Educa- 
tion to  include  the  treatment  of  alcoholism  and 
the  aettte  alcoholic  in  the  appropriate  approved 
residency  programs. 

.S.  d hat  the  Hoard  of  d'rustecs  of  The  Medical  So- 
cietv  of  New  Jersey,  cognizant  of  the  epidemic 
pro|}ortions  of  alcoholism,  urge  the  State  to  make 
funds  available  to  general  hospitals  to  be  utilized 
in  postgraduate  echication  programs  for  physicians 
in  combating  the  chronic  disease  of  alcoholism. 

4.  That  the  Board  of  Trustees  of  The  Medical  Society 
of  New  Jersey  itrge  the  .Academy  of  Medicine  to 
conduct  educational  programs  for  the  jrracticing 
physician  on  the  treatment  of  alcoholism. 

That  an  outline  prepared  by  Dr.  Patti  Fagan, 
Afountainside  Hospital,  Montclair,  “The  Practical 
■Management  of  the  .Acute  .Alcoholic,”  be  referred 
to  the  Editor  of  The  Journal,  to  be  used  at  his 
discretion,  with  Dr.  Fagan’s  aulhorization,  as  an 
informational  item  in  The  Journal. 

h.  That  the  Council  on  Mental  Health  move  to  change 
the  name  of  the  Committee  on  Seiztires  to  the 
' Special  Committee  on  Neurological  and  Related 
Disorders.’’ 

. . . Directed  that  a congratulatory  letter  be 
scut  to  Dr.  Robert  S.  Garlter  in  recognition  of 
his  having  been  awarded  the  first  Mount  .-Airy 
(iold  .Medal  for  “distinction  and  excellence  in 
|).sychiatry.” 

I)ili-l)iahetic  Medication.^  . . . .Ajtproved  the 
|■ec'’!nmendation  of  the  Council  on  Public 
Ueaith  tliat  the  Hoard  of  Trustees  consider 
the  retent  FD.\  actiern  concerning  oral  hypo- 
glycemic drugs  along  the  following  lines  and 
issue  a jnotest  to  the  Food  and  Drug  .\dmin- 
islnition. 


1.  The  University  Group  Diabetes  Program  Study, 
which  cost  .17,000,000  and  almost  ten  years  of  work, 
had  many  good  features.  However,  experts  ques- 
tion the  validity  of  the  interpretation  of  the  data 
because  of  deficiencies  in  homogenity  in  baseline 
cardiac  risk  factors,  the  techniques  of  statistical 
analysis,  the  arbitrary  and  atypical  mode  of  treat- 
ment of  patients,  the  sweeping  extrajrolation  of  the 
results  to  the  whole  universe  of  diabetic  patients, 
and  the  condemnation  of  the  whole  spectrum  of 
oral  hypoglycemic  drugs,  despite  the  fact  that  only 
tolbutamide,  and,  for  a shorter  period,  phenformin 
were  studied. 

2.  The  uncritical  and  premature  recommendations  of 
the  I'ood  and  Drug  .Administration  on  the  treat- 
ment of  diabetes  in  the  Food  and  Drug  .Adminis- 
tration Current  Drug  Information  letter  fOctober 
1970)  to  physicians  are  confusing,  impractical,  and 
a disservice. 

The  Food  and  Drug  .Administration  was  over- 
bearing and  short-sighted  in  requiring  a change  of 
package  insert  by  manufacturers  of  oral  hypogly- 
cemic dritgs,  despite  the  request  to  the  contrary 
of  an  important  group  of  diabetes  specialists. 

4.  Releases  by  the  public  media  (press,  radio,  and 
F.V.)  were  out  of  context  and  frightening,  placing 
physicians  in  an  embarrassing  and  compromising 
position  when  they  had  no  printed  scientific  ma- 
terial to  read  on  the  subject. 

5.  The  poor  judgment  and  ill-conceived  actions  de- 
.scribed  abo\e  have  shaken  the  foundations  of  good 
medical  and  public  health  practice  in  the  control 
of  this  chronic  metabolic  disorder,  and  have  re- 
sulted in  a danger  to  the  conception  and  comple- 
tion of  clinical  research  itself  in  the  future. 

6.  Finally,  this  unwise  interference  with  the  phvsi- 
cian’s  care  of  his  patients  by  a gorernmental  regu- 
latory agency  represents  the  practice  of  medicine 
“by  fiat,”  while  the  physician  has  no  protection 
from  unjustified  legal  action. 

Emergency  Medical  Care  . . . .\})j)roved  the 
rejjort  of  the  February  17th  meeting  of  the 
Committee  on  Emergency  Medical  Care,  in- 
cluding the  following  recommendations; 

1.  1 hat  a communication  be  sent  to  each  county 
medical  societs  urging  it  to  take  the  leadership  in 
the  foiination  of  a Community  Emergency  Medical 
Council. 

2.  4'hat  the  Hoard  of  Trustees  recommend  to  the 
Dicision  of  Emergency  Health  Seivices,  I .S.  Htiblic 
Health  .Service,  that  20-2.7%  of  the  cots  and  blankets 
in  the  Packaged  Disaster  Hospitals  locatcxl  in  Netv 
Jersey  be  allocated  to  those  emergency  departments 
in  New  Jersev  hospitals  willing  to  accept  them  for 
use  in  rase  of  disaster  and  to  be  responsible  for 
their  availabililc  at  all  times. 

3.  That  the  Hoard  of  Frtislees  approve  in  principle  the 
program  to  train  emergenev  r(K)m  physicians  in  cer- 
tain highly  technical  procedtires  and  that  the  Com- 
mittee on  Emcrgncy  .Medical  Care  l)c  authori/cxl 
to  explore  funding  possibilities  with  the  preciously 
mentioned  sources.  It  is  iiuderstcx)d  that  all  spe- 
cifics as  to  topics,  format,  and  funding  will  he  sub- 
mitted. when  available,  to  the  Hoard  of  Frtistecs 
lor  final  a]>pro\al. 
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Conference  of  Presidents  of  Corn ponent  So- 
cieties . . . Met  with  representatives  of  18 
com]K)nent  societies  and  discussed  briefly  the 
following  items  of  significance:  (1)  first-aid 

station  for  legislatoi-s;  (2)  AMA  dues;  (3)  fi- 
nancial sup|X)rt  of  the  Academy  of  Medicine; 
(4)  foundation  practice  of  medicine  and  peer 
review;  (5)  blood  procurement  jiioblems;  (6) 
S-752 — “Blood  is  a service  not  a product’’; 
(7)  compulsory  voting  by  all  members  for 
officers  of  county  societies;  (8)  S-706 — enabling 
insuraiKe  carriers  to  sue  physician  when  treat- 
ment unsatisfactory  and  award  given  patient 
is  excessive;  (9)  S-2015 — see  page  433,  this  is- 
sue; (10)  A-2131 — see  page  435,  this  issue; 
(II)  proposed  professional  liability  rate  in- 
crease; (12)  medical  society  membership  for 
medical  students;  (13)  Blue  Cross  Blue  Shield 
coverage  under  group  plan  for  children  in 
college  past  the  present  19  year  age  limit; 
(14)  Blue  Cross  coverage  with  MSNJ  as  a 
group;  (15)  direct  jxiyment  by  MSI*  for  “Pre- 
vailing Fee  Participating  Physician;’’  (Hi) 
statement  regarding  “Principles  of  Patient 
Care;’’  (17)  standardized  insurance  fonns; 
(18)  public  relations  eflorts  in  the  area  of 
educational  releases;  and  (19)  medicaid. 

Health  Careeis  Exhibit  . . . .Approved  a re- 
]K)it  Irom  Dr.  John  Scillieri  outlining  spe- 
cific details,  including  costs,  of  a MSNJ  spon- 
sored broad  health  careers  series  of  exhibits 
at  the  NJE.A  convention,  and  authorized  Dr. 
Scillieri  to  imj)lement  the  project  within  the 
cost  limits  estimated.  (.\t  its  February  21st 
meeting,  the  Board  had  approvetl  the  jnoject 
in  principle  and  retpiested  s|)ecilic  details 
from  Dr.  Scillieri.) 

Expansion  of  Execntii’e  Offices  . . . Authorized 
an  initial  cxitenditure  of  S450  lor  the  j)repa- 
ration  by  selected  architects  of  preliminary 
plans  lor  the  expansion  of  F.xetutive  Offices. 

Utilization  Revieiu  under  Medicare  and 
Medicaid  . . . Approved  the  following  guide- 
lines for  utilizaticjn  review  committees  under 
Medicare  and  Medicaid  (which  were  sub- 
mitted by  the  Council  on  Medical  Services) 
and  recommended  that  they  be  rejMjrted  to 
the  1971  House  of  Delegates. 


Fonnalion.  Fiiiutions.  and  Responsibilities  of  ftili/a- 
tion  Reciew  Committees 

Peer  review  as  applied  to  the  profession  of  medicine 
means  that  all  investigation  and  evaluation  of  the 
services  and  activities  of  physicians  is  made  by  other 
physicians.  This  term  is  generic.  There  are  manv 
facets  of  medicine  open  to  peer  review;  Credentials 
C.ommittees  and  Tissue  Committees  are  but  two  ex- 
amples. Utilization  review  is  another,  as  is  the  quality 
of  care  provided.  These  latter  two  aspects  are  of  great 
current  interest  because  of  third  parly  paver  concern. 

Preambte:  There  seems  to  be  some  mismulerstanding 
and  possible  disagreement  concerning  the  above  title. 
Some  persons  and  some  medical  societies  have  lUili- 
zation  Committees  (serving  in  hospitals)  and  also  Re- 
view Committees  at  countv  medical  or  state  societv 
level,  which  go  beyond  utilization  and  actually  resem- 
ble our  State  .Society  Judicial  Nfechanism  to  some  ex- 
tent in  that  they  consider  fee  disputes  which  they 
arbitrate.  In  New  jersev  we  believe  that  a pioper 
mechanism  exists  in  our  Judicial  Council  to  adjudicate 
and  aibilrate.  and  respond  to  patient,  doctor,  hospital, 
and  third  parly  payer  complaints. 

W'e  shall  anisider  hospital-based  and  coimtv  medical 
sociei v-fonned  Utilization  Review  Coinmiilees  as  es- 
sentiallv  the  same.  Fheir  formation  would  be  different 
as  elected  or  appointed  by  hospital  stall  or  countv 
medical  societv,  but  their  operation  similar. 

I'he  Utilization  Review  Committee  should  be  con- 
cerned not  onlv  with  Meilicare,  Medicaid,  and  other 
Ihiid  party  paid  patients,  but  with  all  occupants  of 
hospital  and  Kxiended  Care  F'acilitv  beds.  The  Utili- 
zation Review  Committee  should  tievote  particular 
attention  to: 

1.  Unnecessary  admissions 

2.  F.xcessive  length  of  in-|>alient  stay 

,‘l.  Delay  in  use  or  over-use  ol  x-ray.  laboratory,  and 
other  diagnostic  and  therapeutic  .services 
1.  Delay  in  consultation  or  referral 

In  addition,  the  Committee  should  study  patterns  ol 
care,  i.e.,  studies  ordered,  treatment  rendercxl.  fre- 
quency of  comj)licaiions,  length  of  slay  of  particular 
category  compared  to  .Ml)  or  I’.XS. 

I he  Utilization  Review  Committee  should  have  no 
enlorcement  or  punitive  powers  of  its  own:  it  should 
be  advisory  and  educational  to  all  parlies  concerneil. 

I he  Utilization  Review  Committee  should  work  close- 
ly with  .Medical  Records  Committee,  the  Fissile  Com- 
mittee, and  OR,  .Admissions.  I’harmacy.  and  other 
medical  staff  committee’s.  I bought  should  be  consid- 
ered to  including  the  functions  ol  medical  audit,  ti.ssue 
review,  and  infection  c'onlrol  committees  into  the 
Utilization  Review  Committee. 

Fhe  Utilization  Review  Committee  should  ccmduci 
an  on-going  current  review  of  charts,  not  alone  a study 
of  discharged  patient's  charts. 

Fhe  Utilization  Review  Committee  should  make  rec- 
ommendations to  api)io]>riate  medical  stall  commit- 
tees, chiefs  of  services,  or  admissions  rc?garding  the 
following: 

.Xclminisiralion; 

1.  Institute  methods  to  overcome  delays  in  transmit 
ling  orders  and  carrying  out  various  diagnostic  and 
therapeutic  p roc  eel  u res 
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2.  Overcome  iiiadequale  weekend  and  night  coverage 
of  facilities 

3.  Strengthen  Social  Serrice 

4.  Integrate  admission  schedule  and  OR  schedule 

5.  Inaease  the  availability  of  ambulatory  patient  serv- 
ices 

Chief  of  Service: 

1.  Analysis  of  cases  indicating  delay  or  neglect  in 
obtaining  consultation 

2.  Analysis  of  wide  variations  in  length  of  stay  of  cases 
with  same  diagnosis 

3.  Consideration  of  unnecessary  hospital  admissions 

4.  Consideration  of  unnecessary  utilization  of  lal>. 
x-ray,  and  other  ancillary  services. 

5.  Duplication  or  excessive  use  of  multiple  physicians 


ol  New  Jersey  who  served  actively  in  one 
capacity  or  another  with  the  armed  forces 
during  the  years  1776  to  1783.  We  urge  our 
members  to  scan  this  list  and  obtain  any  in- 
formation which  might  be  of  interest  from 
lineal  or  collateral  descendants.  All  corre- 
spondence should  be  addressed  to  Morris  H. 
Saffron,  M.D.,  Chairman,  Committee  on  the 
National  Bicentennial  Celebration  of  1976, 
The  Medical  Society  of  New  Jersey,  P.  O.  Box 
904,  Trenton  0860.5. 


I'he  Utilization  Review  Committee  should  make  regu- 
lar reports  and  have  regular  meetings  with  minutes 
available  for  proper  authorities;  the  I'tilization  Re- 
view Committee  should  develop  appropriate  forms  and 
checklists  in  order  to  facilitate  its  operation. 

The  cotintv  medical  society  Utilization  Review  Com- 
mittee wottld  properly  function  in  Extemied  Care 
Facilities  and  in  smaller  hospitals  with  no  E'tilization 
Review  Committees  of  their  own. 

The  possibility  of  one  hospital's  Utilization  Review 
Committee  working  in  another  hospital  should  not 
be  overlooked.  This  would  not  only  he  an  enlighten- 
ing ex])crience  hut  would  forestall  the  goverumeutal 
approach  to  peer  rev  iew. 

The  Utilization  Review  Cotnmittee  should  he  able  to 
prove  that  it  actually  docs  influence  effective  utiliza- 
tion for  the  better. 

AMA  ]]’orl<shop  on  Peer  Reviexo  . . . Directed 
that  M.SNJ  Ire  otticiallv  represented  at  the 
•\M.\  National  \Vorkshop  and  Conference  on 
Peer  Review  to  be  held  May  21  and  22  in 
C'.hicago — rejuesentative  to  be  designated  by 
the  President. 


New  Jersey  MDs  In  The 
American  Revolution 

We  have  been  invited  by  the  Pennsylvania 
Medical  .Sotiety  to  display,  in  Philadeljrhia, 
medit o-historical  documents  relating  to  New 
Jersey  and  the  .American  Revolution.  Most  of 
this  material  is  already  in  public  repositories, 
stich  as  the  university  and  state  libraries  and 
the  historical  societies,  but  we  believe  that 
there  may  be  some  letters,  diaries,  and  other 
memorabilia  still  in  private  hands.  In  order 
to  prepare  a census  of  the  available  material, 
we  are  publishing  herewith  what  we  believe 
to  be  the  most  complete  list  of  medical  men 

I3« 


Commissioned  Surgeons 


■Andrews,  John 
.\ppleton,  .Abraham* 
Ball,  Stephen* 

Barnet,  Oliver 
Bloomfield,  Moses 
Burnet,  William 
Burnet,  ^Villiam,  Jr. 
Campbell,  George  W. 
Campfield,  Jabez 
Cochran,  John 
Condit,  John 
Craven,  Gershom 
Cummins,  Robert 
Darcy,  John* 
Dunham,  Lewis  F. 
Elmer,  Ebenezer 
Elmer,  Moses  G.* 
English,  James 
Ervin,  David 
Ewing,  Thomas 
Freeman,  Melancthon 
Hammell,  John* 
Hampton,  John 
Harris,  Isaac 
Harris,  Jacob 
Hendry,  Thomas 
Holmes,  James 


* Surgeon's  mate 


Horton,  Jonathan 
Howell,  Lewis 
Hubbard,  Jacob 
(ennings,  Jacob 
Johnes,  Timothy 
Johnson,  Usal 
Loring,  Ephraim* 
McCarter,  Charles 
Morris.  Jonathan  E. 
Otto,  Frederick 
Otto,  Bodo,  Jr. 
Patterson,  Robert* 
PearsoH,  David 
Reed,  Thomas  C. 
Roach,  Nicholas 
Riker,  John  B. 

Schenck,  Henry  H. 
Scott,  Moses 
Scudder,  John  A.* 
Stockton,  Benjamin  B* 
Stockton,  Ebenezer* 
Tunison,  Garrett  W. 
Van  Boskirk,  Abraham 
Vickers,  Samuel 
AVilson,  Lewis 
AVinans,  AVilliam 
AVitherspoon,  John 


\o7i-Com missioned  Su rgeo ns 


Bainhridge,  .Ah.salom 
Baldwin,  Cornelius 
Barber,  Thomas 
Beaumont,  H. 
Bryant,  AA'illiam 
Budd,  Berne 
Carter,  Charles  M. 
DeGeau,  AValter 
Dorris,  AVilliam  B. 


Draper,  George 
Fidwards,  Enoch 
Henderson,  Thomas 
Henry,  Robert  R. 
Jones,  Timothy 
Murdock,  James 
Roan,  ? 

Rogue,  John 
Ross,  Alexander 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN*'  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patiertt,  R.  Goldberg  Jrn),.  of 
the  Amer.  Ger.  Soc.  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole ...  ..100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg» 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  If  the 
patient  is  forewarned  to  expect  the  reaction. 


RCFCR  TO 

PDR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

f 2500  W. 6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

‘ due  to  androgenic  deficiency  in  the  American  male. 

^ The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
■Jf A as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


r.’’ 

'(fc 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


IITRA  HICH  fOTENCY 
Kaeh  orangr  lahUl  eontatnB. 
Methyl  Tettetferofle  l2Sm|. 
Thyroid  Ell  (If'.}  ..  (4  mi. 

ClutemicAcid  SO  mg 

Thiirnmc  HCI  10  mf 

Doif  1 or  2 tablets  d»ily. 

AiailabU 

Bottles  of  60.  SOO. 


WITH  MICH  POTENCV 
B COMPLEI  AND  VITAMIN  C 
Kaeh  u hife  labUt  eenlaiat: 
Methyl  Testosterone  2.S  mg. 
Thyroid  Eit  (’«  gr.|  . tS  mg. 
Ascorbic  Ac'd  (Vit.C)  .2S0mg 

Thiamine  HCI  25  mg 

Clutamic  Acid 
PyridOime  HCL 


PDR 


Conlramdicationt  And'Oid  is  ronlramd 
disetse  and  severe  persitleni  hypercal 
rases  of  laundice  wth  piuiimg  biliary 
terone  Thyroid  is  not  to  be  used  m heai 
«arnin|t:  Large  dosages  may  rause  a 
dimness,  lethargy,  paresthesia,  ssm  rn 
failure  and  mammary  carcinoma  in  male 
Prtcautions  U hypothyroidism  is  accomi 
to  and  during  thyroid  administration. 

Adverse  Reactions  Since  Androgens,  m 
receiving  Methyl  Teslosif 'one.  in  partic 
Hypercalcemia  may  occur,  particularly  in 
as  soon  as  hypercalcemia  is  detected 

Roforoncea'  1.  Monteeano,  P , and  Evanoaliaio,  I.  Methyliestosterone-thyrold  treatment  Of  seSual 
impotence  Clin  Med  12  69,  1966  2 Dublin.  M f Treatment  of  impotence  with  methyltestosterone. 
thyroid  compound  west  Med  5 67,  1964  1 Tilell.  A S Methyltestosterone  thyroid  In  Ireatinc  impotence. 
Cen  Prac  26  6,  196?  4 Hallman.  L . Rradiew.  H L , 2umttf,  R . Fubushima.  0 K.,  and  GalIa|hor.  T.  f. 
Thyroid  and'Ofen  interrelations  and  the  hypocholesleremic  effect  of  androsierone  J Clm  Endocr  19  996, 
1969.  5.  Tarrlt.  E.  1.  and  Caltan,  S w Cflectt  of  l lhyroiine  and  liothyrenme  on  spermafotenetis. 
J Urol  79  863,  1968  6 Olol.  A , and  rarrar,  6 C.  United  States  Dispensatory  ted  26)  lippincott,  Phil«< 
delphii.  1966.  p 1432  7.  Wtrshub,  I P.  Seaual  Impotence  in  the  Male  Thomas,  Springfield, 

<11..  1969.  pp  79-99. 


Write  lor  iiteraiure  and  samples  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 
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Gone  with  the  wind 


The  gas/acid  group  of  disorders 

‘The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times ;>^:i5o  (Feb.)  1966. 


Announcing  the“Antgasid” 


Silain-Gef 


Tablets: 

Liquid: 


simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 


one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


A.H.  Robins  Company,  Richmond,  V'irginia  23220 


3Gm,perl0cc. 


Upjohn 


Sterile  solution  ( 300  md  per  ml. ) 


Consider  Lincoein 

(lincomycin  hydrochloride , U pjbhn) 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


and  single-dose  2 1 
disposable  syringe 


■CiVU-2  a. 

«cc.VMStorO«ScMion  |{ 

Uncocln*  jj 

0<nco«nyc>n  > ] 

k^«ocMarWt  iniactlon)  ij 

E9M.teMRlf.pMCC.  |j 

tincamycifi  


I piolm 


t«i»i  Fedaral  lew 

wHhOMt  pnwcrlptiae- ^ 

expires-*? 


once-popular  treatment  for  back  pains 
as  to  have  the  seventh  son  of  a seventh  son 
and  or  walk  on  the  patient's  back. 


I 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


mpirin 

Jompound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

:ch  tablet  contains: 

Ddeine  Phosphate  gr.  1/2  (Warning- 
ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

teeps  the  promise 
)f  pain  relief 

W.  & Co.'  narcotic  products  are 
3SS  "B",  and  as  such  are  available  on  oral 
ascription,  where  State  law  permits. 

§ 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tiickahoe,  N.Y. 


A realistic 
approach 

to  pain 
relief 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin'  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a \way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Ve  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIIf’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were 


reported  to  the  Division  of 

Pre\  entable 

Dis- 

eases  during  March  1971: 

1970 

1971 

March  March 

-Aseptic  Meningitis 

3 

10 

Primary  Encephalitis 

2 

1 

Post-Infectious 

0 

0 

Hepatitis 

Total 

178 

317 

Infectious 

158 

255 

Serum 

20 

62 

Malaria 

6 

8 

Military 

5 

7 

Civilian 

1 

1 

Meningococcal  Meningitis 

9 

11 

Mumps 

227 

289 

(ierman  Measles 

253 

72 

Measles 

319 

139 

Salmonella 

26 

27 

Shigella 

3 

20 

Hospital  Infection  Control  Program 

I he  State  Department  of  Health  sponsors  an 
active  infection  control  program  for  commu- 
nity hospitals  in  our  state.  The  program  is 
based  upon  the  concepts  of  surveillance  de- 
veloped by  the  Center  for  Disease  Control.  It 
is  coortlinated  by  a surveillance  ofhcer  (gen- 
erally a registered  nurse)  who  reports  directly 
to  the  chairman  of  the  Iiospital  infection  com- 
mittee or  to  the  pathologist.  Surveillance  ac- 
tivities are  summarized  in  statistical  reports  of 
nosocomial  infections  which  serve  as  an  in- 
ternal audit  of  the  hospital’s  infection  rates. 
These  baseline  data  (by  serv  ice,  location,  site 
of  infection,  and  etiologic  agent)  permit  early 
recogtiition  of  unusual  clusters  of  hospital- 
associated  infections  so  that  control  measures 
may  be  initiated.  Twenty-five  hospitals  in 
New  jersey  now  actively  participate  in  this 
program.  Participation  is  entirely  voluntary. 
Our  Department  is  interested  in  helping  hos- 
pitals provide  tpiality  patient  care  to  New 
Jersey  residents,  and,  without  cost,  will  assist 
hospitals  in  establishing  nosocomial  infection 
control  programs.  Hospitals  in  the  state  in- 
terested in  this  program  may  communicate 
with  Mrs.  Catherine  Lahey,  R.N.  by  mail  or 
by  telephone  (609-292-7300). 


Meningococcal  Infections— 1 970 

During  the  calendar  year  1970,  196  menin- 
gococcal infections  were  reported  to  the  New 
Jersey  State  Department  of  Health.  New  Jer- 
sey residents  accounted  for  .66  inlections  while 
military'  personnel  and  their  dependents  ac- 
counted for  140.  The  over-all  1970  figure  is 
similar  to  the  191  cases  reported  during  1969; 
however,  there  was  a 61  per  cent  increase  in 
militan-  cases  while  the  number  of  civilian  in- 
fections decreased  46  per  cent  compared  to 
1969.  The  196  infections  included  132  cases 
of  meningitis  and  64  cases  of  meningococ- 
cemia.  There  were  eight  deaths  among  the 
entire  group,  a case  fatality  rate  of  4 per  cent. 
Cases  occurred  in  16  of  the  state’s  21  coun- 
ties, but  there  were  no  clusters  of  cases  among 
the  civilian  population  and  no  cases  rejxirted 
from  state  institutions. 

Only  47  jier  cent  of  the  total  meningococcal 
infections  occurred  during  the  ]>eriod  Janu- 
ary through  May.  This  is  in  contrast  to  jire- 
vious  years  in  which  the  majority  of  cases  oc- 
curred during  the  winter  and  spring  months. 
This  change  is  accounted  for  by  the  peak  in 
the  number  of  military  cases  noted  during  the 
summer  months,  which  is  probably  related  to 
basic  training  activity.  When  examined  sepa- 
ratelv  the  civilian  cases  followed  the  usual 
winter-spring  seasonal  pattern. 

.\  total  of  111  meningococcal  isolates  were 
tested  for  sidfadiazine  .sensitivity  during  1976. 
Of  these  89  per  cent  were  resistant  to  a drug 
( oncentration  of  1.0  mg  per  cent.  There  were 
102  grotip  C isolates,  99  of  whom  were  re- 
sistant to  sulfadiazine. 


Attend  the  Scientific  Session 
of  your  choice 
May  16  and  17 
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Woman  Of  The  Year 

Dr.  Berta  D.  Rados  of  East  Orange,  •who  last 
year  received  a Golden  Merit  Award  from 
The  Medical  Society  of  New  Jersey,  has  been 
honored  as  Woman  of  the  Year  by  the  New 
Jersey  Medical  Women’s  Association. 

Dr.  Rados,  who  was  born  in  Russia  and  edu- 
cated at  the  Medical  School  of  the  University 
of  Zurich,  Switzerland,  came  to  the  United 
States  in  1920.  During  her  50  years  in  New 
Jersey  she  was  an  associate  of  the  eye  staff  of 
the  Beth  Israel  Hospital  in  Newark  and,  upon 
the  death  of  her  husband,  she  became  Chief  of 
the  Eye  Service.  At  the  present  time,  she  con- 
tinues the  private  practice  of  ophthalmology 
in  association  with  her  son.  She  is  certified  by 
the  American  Board  of  Ophthalmologv. 


Behind  The  Drug  Scene 

(This  column  is  prepared  by  Stanley  Einstein,  Ph.D., 
Coordinator,  Drug  Abuse  Project,  Martland  Hospital 
I'nit,  CMDNJ,  Newark,  and  Executive  Director,  Insti- 
tute for  the  Study  of  Drug  Addiction,  New  York  City.) 

Alternatives  To  Drug  Abuse 

More  and  more  the  public  is  turning  to  the 
physician  for  answers  about  the  use  and 
misuse  of  drugs.  Under  optimal  circum- 
stances, the  physician  may  be  prepared  for 
the  task  of  crisis  intervention  in  terms  of 
acute  medical  care.  Some  of  the  difficulties, 
however,  are  the  unavailability  of  reliable 
specific  treatments  for  the  drug  misuser,  the 
gaps  in  medical  and  other  health  facilities 
and  the  potential  jeopardizing  of  patients. 
These  are  examples  of  the  difficulties  that  the 
])hysician  faces  in  attempting  effectively  to 
intervene  in  the  contemporaiy  drug  scene. 

-Asked  to  come  up  with  viable  alternatives  to 
drug  abuse,  the  physician  is  at  the  same  loss 
for  alternatives  that  everyone  else  is.  This  is 
not  because  there  are  no  viable  solutions. 
Rather  it  is  because  the  (piestion  about  alter- 
natives to  drug  abuse  is  so  huge  in  what  it 
actually  and  potentially  encompasses,  that  the 


most  immediate  reaction  to  it  is  one  of  feel- 
ing overwhelmed.  We  need  not  succumb  to 
this  feeling. 

Possible  alternatives  to  drug  abuse  (and  the 
roles  that  physicians  can  play  in  these  alter- 
natives) become  more  obvious  when  we  be- 
gin to  spell  out  what  drug  abuse  is  or  may  be. 
Drug  abuse  is  not  a single  entity,  nor  a uni- 
tary concept.  Indeed  there  are  at  least  three 
sources  of  definitions  for  drug  abuse.  These 
are: 

1.  Abusing  Drug  Laws:  the  breaking  of  drug  related 
laws,  mores,  and  rituals  by  using  particular  drugs  in 
particular  ways  and  for  particular  reasons. 

2.  Self  Abuse:  the  direct  or  indirect  consequences  of 
the  use  of  drugs  for  other  than  medically  approved 
reasons  by  the  person  taking  them. 

3.  Abuse  of  Others:  the  direct  or  indirect  consequences 
of  the  use  of  drugs  for  other  than  medically  approved 
reasons  on  people  other  than  the  drug  misuser. 

Developing  viable  alternatives  to  drug  abuse 
begins  to  be  possible  if  we  note  the  type  of 
drug  abuse  we  are  considering  at  a given 
point  in  time.  Decide  next  what  the  focus  of 
intervention  is  to  be.  Examples  of  potential 
focusing  can  be:  drugs,  abstainers  (those  who 
never  used  drugs,  as  well  as  those  who  have 
ceased  their  drug  misuse),  drug  users,  inter- 
vention agents  (be  they  teachers,  clergy,  treat- 
ment agents,  parents,  or  peers),  and  the  gen- 
eral community.  AV'^e  then  decide  the  area  of 
possible  intervention.  Acknowledging  that 
the  choices  are  arbitrary  we  nevertheless 
should  consider  the  following  potential  areas: 
Treatment,  Education,  Attitudes,  Media,  Cul- 
ture, Religion,  Laws,  Politics,  Economics,  and 
Research. 

'The  table  that  is  created  by  this  type  of  con- 
sideration permits  us  to  consider  what  we  can 
and  can’t  do,  what  our  responsibilities  and 
limitations  are  for  each  cell  so  that  we  don’t 
get  bogged  down  by  the  enormity  of  the  initi- 
al task. 

For  example,  what  alternatives  are  available 
if  our  concern  or  mandate  is  to  use  treatment 
to  intervene  in  the  breaking  of  drug  laws 
focusing  upon  drugs.  One  possibility  might 
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be  to  offer  methadone  maintenance.  This  ac- 
ceptable treatment,  hopefully,  should  reduce 
the  incidence  of  drug  related  arrest.  It  can 
reinforce  the  appropriate  use  of  medicines 
and  the  inappropriate  use  of  drugs.  This  is 
one  possible  alternative.  1,  a,  C (to  intervene 
in  the  Abuse  of  Others  through  Treatment 
by  focusing  upon  Drugs — see  last  paragraph) 
may  offer  no  viable  alternatives  at  the  present 
time. 

If  there  aren’t  any  alternatives  that  we  and 
our  colleagues  can  come  up  ^\’ith,  then  we 
move  on  to  areas  or  cells  which  permit  us  to 
utilize  our  expertise,  time,  energy,  and  money. 
This  is  only  an  approach  and  not  a guide  to 
the  dos  and  don’ts  of  drug  abuse  interven- 


tion. It  offers  a framework  to  add  to  or  delete 
from  while  permitting  us  to  decide  what  role 
we  can  play  and  may  choose  to  play  in  a 
contemporary  problem  area  that  is  full  of 
ambiguities. 

It  would  be  helpful  if  you  would  take  the  time 
to  consider  viable  alternatives  to  drug  abuse. 
Set  these  alternatives  under  one  of  three  col- 
umns: (A)  abuse  of  drugs  related  to  laws  and 
mores;  (B)  abuse  related  to  self;  and  (C)  abuse 
related  to  others.  Consider  these  under  each  of 
the  ten  headings  given  in  the  following  table 
— treatment,  education,  attitudes,  and  so  on. 
Send  them  to  Stanley  Einstein,  Ph.D.,  Drug 
Abuse  Project,  Martland  Hospital  Unit, 
CMDNJ,  65  Bergen  Street,  Newark. 


.\lternatives  to  l)ru)>  Abuse 


Areas  of 
Intervention 

I. 

Treatment 
(Including  Early 
Case  Finding  and 
Trevention) 


II. 

Education 


III., 

.Attitudes 


IV. 

Media 


V. 

Culture 


Focus  of 
Intervention 

a.  Drugs 
1).  .Abstainers 
c.  Drug  I sers 
(1.  Iiuerventiou 
.Agents 
e.  (.eneral 
C.oinmunitv 

a.  Drugs 

b.  .Abstainers 

c.  Drug  I'sers 

d.  Inter\ention 
.Agents 

e.  (.eneral 
Community 

a.  Drugs 

b.  .Abstainers 

c.  Drug  I'sers 

d.  Interxention 
.Agents 

e.  General 
Communitv 

a.  Drugs 
I).  .Abstainers 

c.  Drug  I'sers 

d.  Intervention 
.Agents 

e.  General 
Community 

a.  Drugs 

b.  .Abstainers 

c.  Drug  Csers 

d.  Intervention 
.Agents 

e.  General 
Community 


.Areas  of 
Interxention 

VI. 

Religion 


VII. 

l.axxs,  I’olicies, 
Procedures 


VIII. 

Politics 


IX. 

Economics 


X. 

Research 


Focus  ot 
Intervention 

a.  Drugs 

b.  Abstainers 

c.  Drug  Users 

d.  Intervention 
Agents 

e.  General 
Community 

a.  Drugs 

b.  .Abstainers 

c.  Drug  I'sers 

d.  Intervention 
.Agents 

e.  General 
Community 

a.  Drugs 

b.  .Abstainers 

c.  Drug  Users 

d.  Intervention 
-Agents 

e.  General 
Community 

a.  Drugs 

b.  .Abstainers 

c.  Drug  Users 

d.  Interxention 
-Agents 

e.  General 
Community 

a.  Drugs 

b.  -Abstainers 

c.  Drug  Users 

d.  Intervention 
Agents 

e.  General 
Community 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dal  mane 
(flurazepam  HCI)  In  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  ” 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  i4  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 
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In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poorsleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedfiess  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References;  1.  Kales,  A.,  el  at.:  “Effectiveness 
of  Sleep  Medications;  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internet.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
el  a!.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,"  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Palhology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 
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Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions. 
e.g.,  excitement,  stimulation  and  hyper- 
activity. have  also  been  reported  in 
rare  instances. 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc. 

Nutley.  New  Jersey  07110 


(flurazepam  hydrochloride] 
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Comment  From  CMDNJN 

Summer  Research  Programs 

The  scope  and  value  of  our  summer  student 
research  program  is  increasing  each  year. 
More  and  more  medical  and  dental  students 
plus  an  expanding  group  of  the  faculty  par- 
ticipate in  this  learning  activity  which  adds 
a new  dimension  in  the  training  of  tomorrow'’s 
physcians  and  dentists.  Foundations,  pharma- 
ceutical companies,  voluntary  health  agencies, 
and  other  donors  now  provide  staunch  hnan- 
cial  support  to  enable  our  students  to  devote 
their  summer  months  to  professional  pursuits 
while  receiving  a modest  stipend  to  help  them 
meet  the  skyrocketing  costs  of  their  education. 

The  program  is  conducted  by  a facidty  com- 
mittee under  the  direction  of  Erich  Hirsch- 
berg,  IMi.D.,  Associate  Dean  of  Re.search. 

During  the  summer  of  1970,  88  medical  and 
21  dental  students  carried  out  a wide  variety 
of  basic  and  clinical  research  projects  under 
the  giudance  of  83  facidty  members.  Each 
student  then  prepared  a report  of  his  or  her 
accomplishments.  I'his  is  included  in  a Col- 
lege Rejxirt  which  is  receiving  wide  ilistri- 
bution.  C^opies  are  available  tor  the  asking. 


Please  get  in  touch  with  Lee  R.  Munsick, 
Director  of  Professional  Relations,  CMDNJ 
at  Newark,  100  Bergen  Street,  Newark  07103. 

To  highlight  the  major  accomplishments  of 
this  program,  a committee  of  faculty  and  out- 
side consultants  selected  some  of  the  most 
successful  projects  for  presentation  at  the 
Third  Annual  Student  Research  Seminar  on 
March  24,  1971.  After  welcoming  remarks  by 
John  K.  Kittredge,  Chairman  of  the  College 
Board  of  Trustees,  the  well-attended  meeting 
heard  sixteen  speakers  summarize  their  work. 

Topics  ranged  from  basic  efforts  in  neuro- 
anatomy, neuropharmacology,  and  cardiac 
physiology'  to  contributions  to  major  clinical 
problems  in  lead  poisoning,  wound  infection, 
and  serum  hepatitis. 

In  addition  to  the  honor  of  being  selected  by 
the  program  committee,  the  students  also 
gained  usable  experience  in  the  technics  of 
.summary  and  presentation  of  data  at  scien- 
tific and  medical  meetings. 

Students  are  already  signing  up  in  large  num- 
bers for  the  1971  summer  research  program. 
This  will  continue  what  has  already  become 
an  established  tradition  in  this  young,  rapidly 
growing  institution. 
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ANNOUNCEMENTS 


Drug  Training  Institute  in  New  Jersey 

May  13,  14,  and  15  have  been  allocated  for  a 
special  drug  training  institute  at  the  Chal- 
fonte-Haddon  Hall  in  Atlantic  City.  This  over- 
laps the  MSN}  Annual  Meeting  at  the  same 
hotel.  The  $50  registration  fee  includes  two 
nights  in  the  hotel.  Thursday,  May  13,  opens 
with  registration  (6  to  8 p.m.),  a training 
film,  and  an  informal  dinner  caucus  with  the 
faculty.  On  Friday,  May  14,  a knowledgeable 
series  of  speakers  w'ill  discuss  the  pharma- 
cology of  drug  abuse,  the  medical  complica- 
tions and  methods  of  crisis  intervention, 
chemotherapeutic  approaches  to  the  manage- 
ment of  addiction,  and  methadone  mainte- 
nance. The  evening  lecture  is  called  “Atti- 
tudes and  Stereotypes.”  On  Saturday,  May  15, 
there  will  be  presentations  on  physicians’  at- 
titudes toward  the  drug  abuser,  and  a review 
ot  alternatives  to  drug  abuse.  kit  of  highlv 
j)ractical,  published  materials  will  be  dis- 
tributed to  registrants.  This  seminar  is  spon- 
sored jointly  by  the  Academy  of  Medicine,  the 
College  of  Medicine  and  Dentistry  of  New 
Jersey  at  Newark,  and  Pfizer  Laboratories. 

The  Jeghers  Lecture 

This  year  the  Jeghers  Lecture  will  be  held  at 
3:30  p.m.  on  Friday,  May  28,  at  the  audi- 
torium of  the  Nurses’  Home  at  1 17  Fairmount 
Avenue  in  Newark.  Speaker  will  be  William 
Rennet  Bean,  M.D.,  the  well-known  Professor 
of  Medicine  at  the  University  of  Iowa.  This  is 
in  connection  with  the  Alumni  Day  program 
of  CMDNJN,  which  starts  with  Grand  Rounds 
at  11:30  a.m.  and  concludes  with  a dinner- 
dance  at  the  Chanticler. 

Conference  With  Voluntary  Health 
Agencies 

New  Jersey  physicians  (together  with  those 
from  New  England  states)  are  invited  to  at- 
tend the  conference  on  medical  society  rela- 
tionships with  voluntary  health  agencies. 
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This  colloquium  will  take  place  in  Boston  on 
Sunday,  May  23,  at  the  Statler  Hilton  Hotel. 
This  is  a theme  that  has  not  been  much 
worked  over  at  the  many  medical  meetings 
held  in  the  country  these  days,  and  it  pro- 
vides some  refreshing  approaches.  For  more 
details,  write  to  Donald  A.  Dukelow,  M.D., 
Council  on  Voluntary  Health  Agencies, 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Cellular  Antigens 

Cellular  .Antigens  will  be  reviewed  in  a col- 
hxjuium  this  year,  June  7,  8,  and  9,  in  Phila- 
delphia. The  meetings  will  consist  of  six 
sessions  dealing  with  the  chemical  and  im- 
munological aspects  of  cellular  antigens: 
gram-negative  antigens,  gram-p>ositive  anti- 
gens, erythrocyte  antigens,  white  blood  cell 
antigens,  normal  tissue  antigens,  and  malig- 
nant tissue  antigens.  For  more  infonnation, 
write  to  the  Department  of  Microbiology, 
Temple  University  School  of  Medicine,  3400 
North  Broad  Street,  Philadelphia  19140. 

OB-GYN  Cytology  Course 

•Available  to  obstetricians  and  gynecologists  is 
an  intensive  five-day  course  in  cytology.  This 
will  be  given  four  hours  a day,  the  first  pro- 
gram starting  on  May  10  and  the  last  starting 
on  June  14.  The  course  is  an  introduction  to 
the  acridin  orange  10-second  fluorescence  for 
cytology  to  be  examined  in  the  physician's 
office.  Subjects  include:  specific  and  non- 
specific infections;  detection  of  trichomonads, 
monilia,  and  an  introduction  to  the  appear- 
ance of  abiiormal  cells.  The  course  is  given  at 
Gyn  Cytologv'  and  Pathology  Associates,  117 
Fort  Lee  Road,  Leonia,  New  Jersey  07605, 
under  the  direction  of  Allan  Lazar,  M.D.  and 
Karl  Klinges,  M.D.  For  further  information 
call  the  laboratory  at  (201)  836-2070,  or  write 
to  Dr.  Lazar  at  986  Teaneck  Road,  Teaneck 
07666.  Fee  for  the  course  is  $50. 
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Camp  For  Diabetic  Children 

New  Jersey’s  only  camp  for  children  with 
diabetes — Camp  Nejeda  in  Stillwater,  New 
Jersey — is  about  to  start  its  14th  season,  June 
27  to  August  21.  This  camp  is  sponsored  by 
our  physician  organization,  the  New  Jersey 
Diabetes  Association.  It  should  not  be  con- 
fused with  Camp  Nyda.  Brochures  and  appli- 
cations are  available  for  anyone  interested. 
Requests  for  these  should  be  made  to  Camp 
Nejeda,  317  Belleville  Avenue,  Bloomfield, 
New  Jersey  07003.  I’liere  are  four  sessions: 
June  27  to  Jidy  10;  July  11  to  July  24;  July  2,5 
to  August  7;  and  August  8 to  August  21. 


Camp  Nejeda  is  coeducational,  for  children  5 
to  15  years  of  age.  It  is  non-sectarian  and 
accepts  any  child  with  diabetes  regardless  of 
ability  to  pay  the  full  tuition  (|85  per  week) . 

Research  Fellowships  in  Parkinsonism 

Interested  medical  students  should  be  advised 
that  three-month  research  fellowships  in  park- 
insonism are  available  between  July  1971  and 
June  1972.  Each  carries  a S750  stipend.  If 
you  know  of  any  medical  student  interested  in 
neurology  have  him  write  to  the  Parkinson’s 
Disease  Foundation  at  640  'WTst  168th  Street, 
New  York  10032,  for  more  details. 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


11  Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital,  Summit 

Diagnosis  and  Treatment  of  Shock 

12  Academy  of  Medicine  of  New  Jersey 
University  of  Pennsylvania  Medical 
School,  Philadelphia 

Renal,  Electrolyte,  and  Acid-base  Disorders 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  .^cute  Drug  Intoxication 

15  The  Medical  Society  of  New  Jersey 

to  Haddon  Hall,  Atlantic  City 

18  .Annual  Meeting 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Amniocentesis  ami  Amnioinfusion  in  Preg- 
nancy 

26  Academy  of  Medicine  of  New  Jersey 
Mayfair  Farms,  West  Orange 

.Annual  Awards  Dinner 

27  Burlington  County  Memorial  Hospital 

Mount  Holly 

Breast  Cancer 


27  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Orange  Memorial  Hospital,  Orange 

Section  Meeting 

June 

3-4  Saint  Barnabas  Medical  Center 

Department  of  Obstetrics  and  Gyne- 
cology, Livingston 
Gynecologic  Endoscopy 

15  Associated  Eye  Residencies  of  New 
Jersey 

Eye  and  Ear  Infirmary,  Newark 

Tumors  of  Lids  and  .Adnexa 

24  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Onmge  Memorial  Hospital,  Orange 

Section  Meeting 
October 

25-29  Saint  Baniabas  Medical  Center 

Department  of  Obstetrics  and  Gyne- 
cology, Livingston 

Obstetric  and  Gynecologic  Pathology 
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[dieriiylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors.  In  patients  hypersensitive  to 
this  drug;  in  emotionolly  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  soler  than  the  amphetomines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylproplon  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  incidence.  As  is  charocteristic  of  sympathomimetic  ogents,  it  may 
occosionolly  couse  CNS  effects  such  os  insomnlo,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  Increose  In  convulsive  episodes  has  been  reported.  Sympothomimetic  ca^dio^ 
vascular  effects  reported  include  ones  such  as  tochycordio,  precordial  pain, 
orrhythmio,  polpitotlon,  ond  Increosed  blood  pressure.  One  published  report 
described  T-wove  changes  In  the  ECG  of  a heolthy  young  mate  after  ingestion  of 
diethylproplon  hydrochloride;  this  was  an  Isoloted  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  ond  erythema.  Gasfrointesfinol  effects  such  os  diarrhea, 
constipation,  nouseo.  Vomiting,  ond  obdomlnol  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscelloneous  adverse 
reactions  hove  been  reported  by  physicians.  These  Include  comploints  such  os  dry 
mouth,  heodoche,  dyspneo.  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblet 
dally,  swoHowed  whole.  In  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  s patent  no  s.oot.sto 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnol  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Amlnophylline  may  produce  Intestinal  cromps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visuol  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


GKiinamm 

(quinine  sulfate  260  mg.,  aminophylllne  195  mg.) 


Specific  therapy  for  night  leg  cramps 


LETTERS  TO 
THE  JOURNAL 


Differential  Liability  Rates? 


My  dear  Editor: 


Jannar)’  21, 


1971 


I believe  that  the  insurance  agent,  our  insur- 
ance committee,  and  our  membership  (in- 
cluding myself)  completely  forgot  one  phase 
of  liability  insurance.  Some  differential  in 
premiums  is  enjoyed,  according  to  the  type  of 
professional  services  covered,  but  nothing  is 
mentioned  offering  a lower  premium  to  those 
doctors  whose  past  record  as  to  the  creation 
of  claims  is  clean.  Other  forms  of  liability 
coverage  commonly  do  so.  W'hy  not  here? 


I have  had  professional  liability  coverage  for 
46  years.  During  the  first  41  of  those  years — 
until  my  associate  and  surgical  assistant  died 
within  a few  months  of  each  other — I per- 
formed the  vast  majority  of  operations  arising 
on  my  private  patients.  Vet,  during  all  of 
those  years,  I have  never  had  even  one  pro- 
test or  question  from  any  patient  or  patient’s 
family  (let  alone  a claim)  arising  from  my 
medical  or  surgical  services. 


Is  it  etpiitable,  or  justifiable,  that  I should 
have  to  pay  the  same  premium  rate  as  those 
physicians  who  are  claim-prone  and  have  had 
a succession  of  claims?  It  would  seem  to  me 
that  those  Avhose  record  shows  them  to  be 
claim-prone  should  pay  proportionately  high- 
er premiums.  I believe  that  group  coverage 
should  terminate  automatically,  for  those 
who  have  a succession  of  claims  arising  from 
their  work,  under  a definite  plan  incor|}orat- 
ed  in  the  insurance  contract.  This  sort  of 
sliding  scale  of  premium  costs  applies  in  my 
auto  insurance. 


insurance  company  for  the  losses  caused  by 
claim-prone  members.  I have  written  our  So- 
ciety’s agent  that  if  the  premium  impost  for 
next  year  be  the  same,  or  higher,  I shall  not 
want  coverage.  Why  should  I pay  exorbitant- 
ly for  liability  coverage  which  I do  not  need, 
judging  by  my  46  years  of  liability-insured 
practice?  And  I don’t  believe  that  I am  the 
only  doctor  in  New  Jersey  who  is  in  that 
situation. 

(signed)  .\lbert  G.  Hulctt,  M.l). 


It's  Not  That  Simple 

Dear  Doctor  Davidson: 


March  10,  1971 


Medical  professional  liability  insurance  cannot 
be  treated  like  other  forms  of  casualty  insur- 
ance. The  insurance  industry,  in  an  effort  to 
distribute  more  etpiitably  the  cost  for  this 
protection,  established  five  separately  rated 
classes  of  practice.  Under  our  program  we 
have  seven  classes  each  with  different  rates. 


Medical  professional  liability  insurance  is  not 
subject  to  the  fretpiency  rate  usual  in  other 
liability  forms  of  insurance.  Most  malpractice 
claims  involve  a greater  degree  of  severity 
and  consequently  a higher  exposure  per 
claim  to  the  insurance  (ompany. 

Our  statistics  for  the  past  ten  years  show  an 
average  of  one  law  suit  per  year  for  each 
twenty  insured  physicians.  This  would  indi- 
cate that  the  average  physician  would  experi- 
ence one  law  suit  for  each  twenty  years  of 
practice.  The  frequency  of  suits  for  non- 
surgical  juactice  is  much  louer  and  much 
higher  for  surgical  specialties.  The  rates  rec- 
ognize this  variance  with  the  cost  for  the 
surgical  specialty  of  five  times  that  for  non- 
surgery. 


Our  Society,  through  its  insurance  committee, 
should  demand  that  sort  of  fairness  toward 
those  who,  like  myself,  are  now  paying  unrea- 
sonably high  premiums  to  compensate  the 


Over  ninety  per  cent  of  all  suits  reported  are 
against  physicians  or  surgeons  who  have  never 
had  a previous  one  against  them.  \’ery  few 
are  for  the  same  physicians  or  repeaters. 
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We  have  a surcharge  pro\ision  in  our  pro- 
gram for  those  who  experience  more  than 
one  law  suit  in  a period  of  ten  years.  The 
surcharge  ranges  from  50  per  cent  to  500  per 
cent  additional  premium  for  a three  year 
period.  However,  we  include  only  suits  in 
which  there  is  deviation  from  accepted  stand- 
ards as  determined  by  our  County  Medical 
Review  and  Advisory  Committee  and  with 
settlement  value  in  excess  of  $1,000.  The  ad- 
ditional premium  from  this  source  helps  to 
offset  the  annual  innease  in  premium  charges. 

A credit  system,  as  suggested  by  Doctor  Hu- 
lett,  would  be  unreasonable  eventually  to 


most  of  our  members.  For  instance,  for  nine- 
teen years  the  average  physician  would  enjoy 
a reduction  in  cost.  In  the  tw'entieth  year,  the 
average  physician  would  receive  his  first  law 
suit  which  could  cost  the  insurance  company 
$100,000  or  more.  This  average  physician’s 
cost  would  have  to  be  increased  astronomical- 
ly to  perhaps  $40,000  or  $50,000  annually  for 
three  years.  Our  present  system  of  distribu- 
tion of  costs  equitably  between  seven  classes 
and  a surchage  program  is  the  best  for  all 
physicians. 

(signed)  Joseph  A.  Matt 
for  the  Joseph  A.  Britton  Agency 


205th  ANNUAL  MEETING 

May  15-18,  1971 

Scientific  Sessions — May  16  and  17 

House  of  Delegates — May  15,  16,  and  18 

Exhibits — Informational,  Scientific,  Technical 
May  15,  16,  and  17 

Cabaret — May  15  Dinner  Dance — May  17 

(See  full  program  in  April  Journal) 


The  Old  Helping  Hand  Organization 


Many  of  the  younger  doctors  do  not 
know  that  tliere  exists  in  our  state  a 
uni()ue  helping  hand  organization, 
known  as  the  Scniety  for  the  Relief  of 
the  Widows  and  Orjjhans  of  Medical 
-Men  in  New  Jersey.  This  organization 
provides  immediate  financial  assistance 


to  the  dependents  of  a deceased  mem- 
ber. It  lends  money  without  interest  to 
assist  widows  and  orphans  of  cUxtors 
who  have  kno^vn  adversity. 

For  details,  write  to  the  Society  at  P.O. 
Box  95,  Belleville,  New  Jersey. 
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THIS  PUSH  BUTTON  CAN . . . 

BREAKS  THE 
EXERCISE /PAIN  CYCLE 


...  by  reducing  pain.^  Thus  permitting  necessary  functional 
exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER-O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures, 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine3%  in  a specially  processed  emulsion 

PRECAUTIONS:  If  rash  or  irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  1V2  and  4 oz.  cans.  Approximately  125  applica- 
tions in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217,  May,  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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OBITUARIES 


Dr.  David  B.  Allman* 

On  March  30,  1971,  David  Hacharach  Allman, 
M.D.,  died.  He  was  a Fellow  of  The  Medical 
Society  of  New  Jersey  and  the  only  member 
of  onr  Society  to  become  AMA  President 
(1957-1958).  He  tvas  born  in  1891,  and  was 
graduated  from  the  Jefferson  Medical  College 
in  1914.  He  was  a founder  of,  and  a charter 
cliploniate  of,  the  American  Board  of  Surgery. 
He  was  a Fellow  of  the  American  College  of 
Surgeons.  Dr.  Allman  held  numerous  offices 
in  the  Atlantic  County  component,  and  in 
the  State  Society  he  was  a trustee  and  chair- 
man of  the  Finance  and  Budget  Committee. 
He  was  a member  (and  President)  of  the  State 
Board  of  Medical  Examiners.  Fie  served  the 
Atlantic  City  Hospital  all  his  j^rofessional 
life,  and  for  decades  was  chief  of  surgery  there. 
He  was  medical  director  of  the  Betty  Bacha- 
rach  Home  for  Crippled  Children  in  Long- 
port — it  Avas  named  for  his  grandmother.  Dr. 
■Allman  and  his  family  w’ere  civic  leaders  in 
the  .Atlantic  City  area  since  \V5jrlcl  War  I — 
Iiis  uncle,  Harry  Bacharach,  was  Mayor  of 
.Atlantic  City  for  many  terms. 

Dr.  Arturo  R.  Casilli 

One  of  our  state’s  pioneer  ])athologists  died 
on  March  It),  with  the  passing  that  clay  of 
Arturo  R.  Casilli,  M.D.  Born  in  1892,  he  w'as 
a 1914  graduate  of  the  -Medical  School  at  the 
Flniversity  of  Maryland.  He  served  all  three 
hospitals  in  Elizabeth  and,  indeed,  tvas  large- 
ly responsible  for  the  exjjansion  of  their  pa- 
thology departments  in  the  early  1920s.  Fie 
teas  a Fellow  cjf  the  .American  College  of 
Physicians  and  a hoard  cliploniate  in  patholo- 
gy. Dr.  Casilli  was,  for  many  decades,  active 
in  the  TJnion  County  Medical  Society.  He  was 
a rec:ij)ient  of  the  MSNJ  Golden  Merit 
•Award  in  19(il. 


• Editorial  c<  oment  on  the  passing  of  Hr.  .Mlinan 
will  he  loimc  ■ p;:?e  S.'jO  of  this  issue 


Dr.  Anthony  R.  Comunale 

The  long  and  useful  life  of  Anthony  R. 
Comunale,  M.D.,  came  to  an  end  on  March 
2,  1971,  with  the  death  that  clay  of  the  72- 
year-old  industrial  physician.  Born  in  1899, 
he  received  his  M.D.  from  the  University  of 
Virginia’s  Medical  School  in  1928.  During 
most  of  his  prcjfessional  life.  Dr.  Comunale 
was  an  industrial  and  occupational  practi- 
tioner, but  he  also  served  in  the  emergency 
department  of  the  Rahway  Hospital  and  was 
a member  of  our  Union  County  Medical  Soci- 
ety. 

Dr.  Martin  J.  Eisenberg 

On  February  21,  1971,  at  the  untimely  age  of 
36,  Martin  J.  Ei.senherg,  M.D.,  died  suddenly 
at  his  home  in  Dover.  Dr.  Eisenberg  was  an 
otolaryngologist  and  a member  of  our  Morris 
County  component.  He  held  his  B.S.  from 
Lehigh  and  his  M.D.  (1960)  from  Chicago 
Medical  School.  He  was  on  the  staff  at  St. 
Clare’s  Hospital  in  Denville  and  the  Dover 
General  Hospital  in  Dover. 

Dr.  Alan  O.  Godfrey 

.A  well-known  Es,sex  County  gynecologist, 
■Alan  O.  Gcxlfrey,  M.D.,  a graduate  of  the 
Medical  School  of  the  I’niversity  of  A’ermont 
in  1929,  died  on  March  11  at  the  age  of  70. 
He  served  three  hospitals  in  Newark — 
Presbyterian,  Babies  and  the  old  Newark 
City — and  the  St.  Barnabas  Medical  Center  in 
Livingston.  Dr.  Godfrey  was  active  in  the 
New»^  Jersey  Obstetrics  and  Gynecology  Soci- 
ety, in  the  allairs  of  the  Essex  County  Medi- 
cal Society,  and  in  the  New  Jersey  Society  of 
Surgeons. 

Dr.  William  H arris 

William  Flarris,  M.D.,  a former  \hce- 
President  of  the  Atlantic  County  Medical  So- 
ciety, died  on  March  15,  at  the  age  of  63.  He 
won  his  baccalaureate  degree  at  Dartmouth, 
and  his  M.D.  came  from  AVestern  Reserve, 
class  of  1933.  He  tvas  a general  practitioner, 
identified  with  the  .Atlantic  City  Flospital.  Be- 
cause of  ill  health,  he  retired  from  acti\e 
practice  in  1968. 
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Dr.  Florentine  M.  Hoffman 

At  tlie  grand  age  o£  83,  Florentine  M.  Hoti- 
nian,  M.D.,  died  at  his  home  in  New  Brtins- 
wick  on  Februan'  16,  1971.  In  1909  he  won 
his  medical  degree  at  the  old  Long  Island 
College  Hospital  in  Brooklyn.  He  was  a pio- 
neer surgeon  in  the  Middlesex  County  area, 
affiliated  with  most  of  the  hospitals  in  Perth 
Ambov,  New  Brunswick,  and  Somerville.  He 
was  a Fellow  of  the  .American  College  of 
Surgeons. 

Dr.  William  Landesman 

Bill  Landesman  was  one  of  the  first  residents 
of  the  Kearny-.Arlington  area  to  establish  a 
surgical  practice.  Fie  was  a member  of  the 
class  of  1926  at  Bellevue  and  showed  an  earlv 
aptitude  for  surgery.  He  was  on  the  staff  at 
Newark  Beth  Israel  Hospital,  and  was  one  of 
the  original  groujj  to  serve  the  West  Hudson 
Hospital  in  Kearny.  Born  at  the  turn  of  the 
century,  he  was  71  at  the  time  of  his  death  on 
January  28,  1971. 

Dr.  Joseph  J.  Mann 

■\t  the  untimely  age  ol  10,  |oseph  |. 
Mann,  M.D.,  died  on  March  7.  Fie  was  gradu- 
ated in  1955  from  the  Jefferson  Medical  (Col- 
lege, and,  after  completing  his  residency  in 
internal  medicine  and  pulmonary  diseases, 
he  went  into  private  practice  in  Ventnor.  Dr. 
Mann  became  board  certified  in  his  chosen 
field  and  was  on  the  staff  of  the  .Atlantic  City 
Hospital.  Fie  was  a member  of  our  .Atlantic 
Ciounty  Medical  Society. 

Dr.  Vera  Schectman 

One  of  New  Jersey’s  earliest  and  best-known 
woman  doctors,  A’era  Schectman,  M.D.,  died 
at  the  age  of  81,  on  .March  1.  She  was  a 
laureate  of  our  .Society’s  Golden  Merit  .Award 
in  1962.  Dr.  Schectman,  a 1912  alumna  of  the 
\Voman’s  Medical  College,  had  a special  in- 
terest in  gynecology  and  endocrinology,  but 
always  identified  herself  as  a family  doctor. 
She  was  on  the  staff  at  Newark  Beth  Israel 
Hospital. 


Dr.  William  A.  H.  Scheffler 

One  of  New  Jersey's  senior  proctologists, 
William  .A.  H.  Scheffler,  M.D.,  died  on  .March 
10.  Born  in  Germany  in  1894,  he  received  his 
medical  degree  from  Rostock  University 
(Germany)  in  1918,  and  came  to  this  country 
soon  after  World  War  1.  Before  retirement  he 
was  on  the  staff  of  the  Cooper  Hospital  in 
Camden,  and  was  active  in  the  national  and 
New  Jersey  Proctology  .Societies.  He  was  a 
1968  receipient  of  the  MSNJ  Golden  Merit 
■Award. 

Dr.  Elroy  W.  Smith 

Elroy  \V.  Smith,  M.D.,  who  retired  in  1949, 
dietl  on  January  20,  1971,  at  the  age  of  81. 
He  was  a urologist,  a 1913  alumnus  of  the 
Long  Island  College  Hospital,  and  for  many 
decades  was  attending  genitourinary  surgeon 
at  the  Passiac  General  and  at  the  St.  Mary’s 
Hospitals  in  Passaic.  He  was  a member  of  our 
Passaic  County  Medical  Society. 

Dr.  Michael  Walkenberg 

.Michael  Walkenberg,  .M.D.,  an  internist  who 
practicetl  in  Newark  all  his  professional  life, 
tlied  on  March  5.  He  loved  the  city  and  was 
content  to  ser\e  its  people.  Born  in  1897,  he 
received  his  M.D.  at  Temple  in  1925.  He  was 
a member  of  the  Essex  County  Metlkal  Sot  iet\ 
and  on  the  stall  of  Newark  Beth  Israel. 

Dr,  Abram  Weiss 

.V  heart  attack  in  Elorida  took  the  life  of 
.Abram  AVeiss,  M.D.  of  Teaneck.  Born  in 
1900,  he  was  an  alumnus  of  the  Medical 
School  (class  of  1921)  at  Tulane,  one  of  the 
voungest  graduates  to  obtain  that  degree. 
During  World  ^\'ar  11,  he  was  a flight  sur- 
geon and  when  he  returned  to  practice,  he  lim- 
ited himself  largely  to  general  surgery  and 
proctologv.  He  was  a fellow  of  the  .American 
College  of  Surgeons,  and  was  active  in  com- 
mittee work  for  the  Bergen  County  Medical 
Society.  .At  our  1971  .Annual  Meeting,  he  will 
receive  the  Golden  .Merit  .Award,  though  it 
will  be  given  posthumously.  Dr.  ^Feiss  died 
on  March  1. 
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STAFF  PHYSICIANS 


NJ.  License.  Full  time,  immediate  open- 
ings in  275-bed  JCAH  Hospital;  paid  an- 
nual vacation,  sick  leave  and  12  holi- 
days; excellent  insurance  and  retirement 
benefits.  Contact:  Mr.  Waldo  R.  McNutt, 
Superintendent,  John  E.  Runnells  Hos- 
pital, Berkeley  Heights,  New  Jersey 
07922. 


HEALTH  INDUSTRY 
CAREERS 
FOR  PHYSICIANS 

We  have  many  challenging 
openings  for  physicians  with 
and  without  industry  experience 
in  pharmaceuticals,  medical 
instrumentation,  bioelectronics, 
and  industrial  medicine. 

CLINICAL  RESEARCH 
MEDICAL/MARKETING 
INDUSTRIAL  MEDICINE 

Our  executive  search  specialists 
will  work  with  you  in  complete 
confidence.  Our  clients  pay  all 
fees.  Send  your  curriculum  vitae, 
geographic  preference,  and 
salary  requirements  to: 


SAMPSON-NEILL 
ASSOCIATES  INC 

Martin  C.  Sampson,  M.D.,  Pres. 
Wellden  C.  Neill,  Exec.  V.P. 

543  Valley  Road 
Upper  Montclair,  N.J.  07043 
(201)  783-9600 

F/rs/  In  Executive  Search 
For  The  Health  Industries 


Medical 

Service 

International 

Opportunity  in  pharmaceutical  com- 
pany as  Director  of  Medical  Services 
of  the  International  Division.  N.\.C. 
hase.  ill  provide  support  to  world- 
wide marketing  of  EATON  LABORA- 
TORIES products  by  subsidiaries  and 
distributors  abroad.  Functions  include 
clinical  evaluations,  advisory  service, 
literature  control  and  product  indoc- 
trination. Foreign  language  required- 
prefer  Spanish. 

Send  resume  with  salary  desired  to:  J.  Coudoux, 

NORWICH  PHARMACAL  CO. 

International  Division 

410  Park  Ave.  New  York,  N.Y.  10022 


PHYSICIANS  WANTEO 

Residency  in  Physical  Medicine  and  Rehabili- 
tation— Dynamic,  young  program  with  bal- 
anced academic  and  clinical  emphasis  under 
the  supervision  of  5 physiatrists.  Three  year 
program  with  opportunity  for  research  and 
pursuit  of  special  interests  both  in  medical 
school  and  private  hospital  settings.  One 
year’s  credit  for  4 years  of  general  practice 
experience  or  training  in  another  specialty. 
Partially  tax  free  stipends  from  $8800.00  to 
$10,000.00  depending  on  qualifications.  Gl 
schooling  benefits  available  for  veterans. 
Berry  plan  deferments  are  usually  obtainable 
for  physicians  anticipating  military  service. 
We  will  pay  for  visits  in  selected  cases.  Tele- 
phone or  write  for  information  to:  John  F. 
Ditunno,  Jr.,  M.D.,  Professor  and  Chairman, 
Department  of  Rehabilitation  Medicine, 
Thomas  Jefferson  University  Hospital.  11th 
and  Walnut  Streets,  Philadelphia,  Pa.  19107. 
Telephone:  (215)  829-6573. 
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CLASSIFIED  ADVERTISEMENTS 


GENERAL  PRACTITIONER —Young  general  practitioner 
for  active  growing  practice  with  three  busy  AAGP  men 
in  lovely  semi-rural  area  of  New  Jersey  Excellent  hos- 
pital, busy  schedule,  but  adequate  time  for  free  study 
and  recreation.  Salary  to  start,  early  partnership. 
Flemington  Medical  Group,  6 North  Main  Street, 
Flemington,  New  Jersey  08822.  Telephone  (201)  782- 
5100. 


INTERNIST— Young  internist  to  associate  with  board 
certified  internist.  Established  practice  in  Essex 
County.  Stressing  hospital  consultative  work.  TVrite  Box 
No.  192,  c/o  THE  JOURNAL. 


PEDIATRICIAN— Needed  in  Kinnelon  Medical  Center, 
Kinnelon,  New  Jersey.  One  office  available.  Telephone 
(201)  838  0188. 


FOR  SALE— Cardio-o-mite  electrocardiogiaph,  fairly 
new,  slightly  used.  Cheap.  Retiring.  J.  D.  Dickson, 
M.D.,  Bogota,  New  Jersey.  (201)  487-2221. 

FOR  SALE— IBM  Executary  and  portable  dictating 
equipment.  Hardly  used,  excellent  condition.  When 
new  .S900,  asking  .$700.  Call  (201)  568-2402  during 
daytime  hours. 

FOR  SALE— Home  and  Office.  Irvington,  New  Jersey, 
active  physician’s  office  for  thirty  years.  8 large  rooms 
completely  equipped  including  x-ray  plus  5 rooms  on 
second  floor.  Large  backyard,  parking  and  convenient 
to  transportation.  Will  shortly  retire.  Call  (201) 
688-2954. 


FOR  SALE— Home  and  office.  Brick  custom-built  ranch 
house.  South  Orange  Avenue,  Short  Hills,  New  Jersey 
near  St.  Barnabas  Hospital.  Large  corner  lot,  lower 
level  extension  (over  2,000  ft)  completely  furnished 
medical  office— waiting  room,  secretary’s  office,  labora- 
tory, consultation  room,  3 examining  rooms,  2 large 
lavatories,  300  MA  Picker  x-ray,  dark  room  and  all 
accessories,  2 utility  rooms.  Home— 3 bedrooms,  2 full 
bathrooms,  large  foyer,  living  room,  dining  room,  den, 
kitchen,  2 fireplaces,  outdoor  patio  with  built-in  grill. 
Gas  heat,  central  .\C  3-zone  control,  automatic  lawn 
sprinkler.  Write  Box  No.  193,  c/o  THE  JOURN.AL. 

FOR  SALE— Building  with  fully  equipped  medical  of- 
fice including  x-rays,  well  established  practice.  Central 
New  Jersey,  rented  three-room  apartment.  Write  or 
call  Eli  L.  Cooperman,  M.D.,  527  New  Brunswick 
.\venue.  Fords,  New  Jersey  08863.  (201)  442-3334. 

SUITES  AVAI LABLE  — East  Windsor  Professoinal  Park. 
Ocaipancy  August  1,  1971.  Ultra-modern,  medical- 
dental  facility  in  fastest  growing  area  of  New  Jersey. 
Medical  .Associates,  Princeton  Road,  Hightstown,  New 
Jersey  08520.  (609)  443-1L50. 

FOR  RENT— Full  or  partime.  Office  in  professional 
building,  fully  equipped.  Share  expenses  with  estab- 
lished physician.  Write  New  Milford  Phy.sicians  Group, 
1033  River  Road,  New  Milford,  New  Jersey  07646. 

FOR  RENT— Professional  office,  six  rooms,  desirable 
location,  close  to  transportation.  Hudson  Heights  sec- 
tion jersev  Citv,  New  Jersey.  Available  July  1st.  Phone 
201-8014.  ■ 


Information  for  Advertisers — RATES:— J5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


THE  PRINCETON  HOUSE 


(A  service  of  The  New  Jersey  Rehabilitation  Care  Foundation) 


A private,  non-profit  hospital  licensed  by  the  State  of  New  Jersey  for  the 
Alcoholic  Rehabilitation  of  Men  and  Women.  Provides  detoxification  and 
rehabilitation  services  for  problem  drinkers,  including  intensive  and  com- 
prehensive medical  and  psychiatric  care. 


Peter  R.  Manes,  M.D. 
Clinical  Director 


905  Herrontown  Road  at  Route  206 
Princeton,  New  Jersey  08540 


For  admission  or  further  information  call  609-924-6767 


HALL-BROOKE  FOUNDATION,  INC. 

Elisabeth  Solomon  Albert  M.  Moss,  M.D. 

Executive  Director  Medical  Director 


HALL-BROOKE  HOSPITAL 

A JCAH  accredited  hospital  for  care  and  treatment 
of  psychiatric  disorders  within  a therapeutic  com- 
munity. 

Leo  H.  Berman,  M.D.,  Director 
of  Professional  Services 


HALL-BROOKE  SCHOOL 

An  educational  facility  for  disturbed  adolescents, 
ages  14  to  18,  who  are  in  active  treatment. 

Edgar  J.  Appelman 
Director 


47  Long  Lots  Road 
Westport,  Connecticut 
Telephone  (203)  227-1251 


‘‘Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


350  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 

• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  the  Loss  Control  Program  which  includes 

• Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  S.  Munn  Ave.,  E.  Orange.  N.  J.  07018 
(201)  • 673-3060 
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If  you  are 


Self-Employed  orange  savings 
„ „ , - Bank's  RAINBOW 

^'n^nVangeVr^r  is  first  in  the  State  with  this  RETIREMENT  PLAN 

unique  and  distinctive  program 

offering  outstanding  benefits  for  Can  fas  tile  taX'Savmg 

. n . " V.  ■ POTofGOLDin 

Doctors,  Dentists,  Lawyers,  Accountants  . . . 

If  you  qualify,  you  can  create  a substantial  m.  yourTuture!^ 

nest  egg  for  future  retirement  needs.  ^ 

Set  aside  as  much  as  $2,500  a year,  de- 
ducting it  from  your  present  taxable  income,  ^ 
and  pay  no  taxes  on  the  earned  high  interest 
until  you  are  ready  to  retire  on  your  funds! 

Get  complete  details  today!  Mail  the  coupon 
below  for  illustrated  booklet.  ^ 

ORANGE 
SAVINGS 
BANK 


Offices  in  Orange  • Pequannock 
Hackettstown  • 201-676-5700 


Gentlemen:  I am 
self-employed  and 
want  to  know 
more  about  your 
tax-saving 
retirement  plan. 
Please  send  me 
your  free  booklet. 


Main  Office:  Orange  Savings  Bank 
Main  Street  at  Day 
Orange,  New  Jersey  07050 


Name 

Address- 
City 


-State 


Zip- 


Member  Federal  Deposit  Insurance  Corporation  • All  deposits  insured  to  $20,000. 
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FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 

Summit,  N.  J.  07901  (201)  277-0143 

An  intensive  treatment  mental  health  center  with  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 

Sergio  D.  Estrada,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Director  of  Research 

Oscar  Rozett,  M.D.,  Medical  Administrator  Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Program 

Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 

Electro  and  Indoklon  shock  therapies.  Insulin  coma  therapy.  Pharmaco  therapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 


For  descriptive  literature  write  Thomas  P.  Prout,  Jr.,  Administrator 


anxiety: 
a tjtinejDomb 

MAY  1 3 1971 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctivel^ 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  antciety  complicates  the  patient's  condition. 


academy. 

0.  ....^DICINE 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (eg.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
nat  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  AAAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  ar  he- 
patic function.  Paradoxical  reactions (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  an  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sios  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACaOENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

I Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

I Accident:  may  be  EXTENDED  to  Lifetime 

I Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-UMIT  ACaDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership:  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BUANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DEIaware  3-4340 


MORRIS  HALL 

Health  and 
Rehabilitation  Center 


Route  206.  2381  Lawrence  Road,  Lawrenceville,  N.J,  08648 


FOR  YOUR  MEDICAL  AND  NURSING  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  included) 

• Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 

and  Registered  Therapists  " 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL  f" 

• Staff  Medical  Director  and  Physiatrist  with  open  visiting  staff  privileges  available 

MEDICAL  STAFF  AND  ACCREDITATION 

• J.  Michael  Fiorello,  M.D.,  Medical  Director — Pro-Tern 

• Fred  G.  Schwing.  M.D.,  Physiatrist 

• Ruth  Rahilly,  R.N.,  B.A.  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Medicare  and  Medicaid  Application  Filed,  Blue  Cross  Pilot  Plan 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!!! 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 
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Who’s  afraid  of  the 
big  bad  enema? 


Dulcolax 

bisacody! 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

it’s  predictable 


, ARD$L£Y.  NtWYORK  10502 


UNDER  UlCfNSE  fROM  BOEMRINOER  INOELHEiM  0 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dal  mane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  '' 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 
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In  summary,  Dalmane  is  useful  in  ail 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  a!.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internal.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19, 1969.  2.  Kales,  A., 
etal.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  {e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


ROCHE 


NewX^  1 

Ualmane 

Cflurazepam  hydrochbride) 


Roche  Laboratories 

Division  of  Hoffmann  La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Now 

available  for  your 
prescribing 


Cordran^  1ape 

Flurandrenolidetape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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EDITORIALS 


The  New  Hand 
At  The  Wheel 


Most  of  New  Jersey’s  population  is  concen- 
tratetl  in  its  northeast  corner,  which  makes 
our  state  look  like  a satellite  of  New  York 
City.  Hut  we  have  a lot  of  good  people  in 
southern  New  Jersey,  too.  Our  convention 
locale — Atlantic  City — stands  as  a kind  of 
bridge,  sharing  something  with  Philadelphia 
and  something  with  the  giant  metropolis  to 
our  north.  So,  every  once  in  a while — perhaps 
not  fretpiently  enough — we  need  a man  to 
remind  us  of  the  contributions  that  come 
from  south  of  the  Rancocas. 

.All  ol  which  is  a long-winded  way  of  intro- 
ducing E.  V'ernon  Davis,  M.I).,  our  179th 
President.  In  1930,  he  received  his  M.D.  at 
the  Jefferson  Medical  College.  He  then 
crossed  the  Delaware  and  interned  at  the 


Cooper  Hospital  in  Camden.  He  soon  became 
interested  in  surgery  in  general  and  in  or- 
thopedic surgery  in  particular.  He  became  a 
board  diplomate  in  that  field  and  has  a num- 
ber of  hospital  staff  appointments  in  his  cho- 
sen specialty.  He  is  deeply  involved  in  civic 
and  community  work.  He  is  on  the  Burling- 
ton County  Welfare  Board,  for  instance,  a 
past  president  of  the  Moorestown  Rotary 
Club,  medical  director  of  the  United  Clerebral 
Palsy  Clinic  in  his  area,  and  is  a voice  that  is 
listened  to  respectfidly  and  effectively  in  a 
wide  spectrum  of  such  activities. 

I'o  The  Medical  Society  of  New  Jersey  he 
has  made  enormous  contributions.  He  headed 
up  the  Burlington  County  Medical  Society, 
and  has  been  Chairman  of  our  Society’s  Judi- 
cial Council.  Of  course,  it  was  no  surprise 
when  the  House  of  Delegates  cho.se  him  to 
occupy  the  Vice-Presidential  chairs,  Ijefore  his 
becoming  President-Elect  in  1970. 

Our  profession  is  beset  by  more  challenges 
today  than  at  any  time  since  World  AV'^ar  IE 
We  know  not  what  storms  may  lie  ahead  for 
us.  But  no  matter  how  stormy  the  weather, 
we  know  we  will  have  a firm  hand  at  the 
wheel. 

A Separate  Department 
Of  Mental  Health 

In  1918,  when  the  Department  of  Institutions 
and  Agencies  was  created,  our  Medical  Soci- 
ety played  an  important  role.  At  that  time 
each  state  hospital,  penal  institution,  and 
welfare  agency  had  its  own  local  board,  but 
there  was  no  statewide  coordination.  This, 
however,  had  already  developed  in  most 
states.  New  Jersey  finally  adopted  the  system 
in  1918,  but — almost  uniquely — brought  wel- 
fare, corrections,  and  hospitals  into  one  state 
agency.  There  seemed  to  be  a certain  logic  in 
it,  since  most  of  the  patients,  inmates,  and 
beneficiaries  were,  in  a sense,  society’s  trou- 
bled people — or,  perhaps,  people  in  trouble 
for  whom  the  state  was  assuming  some  re- 
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sponsibility.  In  these  days  of  cutting  hospital 
and  welfare  costs,  it  seems  right  to  remember 
that  one  measure  of  a civilized  community  is 
its  protectiveness  toward  society’s  unfortu- 
nates. So,  in  1918,  our  brand  new  Depart- 
ment of  Institutions  and  Agencies  seemed 
like  a wonderful  idea— innovative,  flexible, 
and  compassionate. 

More  than  a half  century  has  passed  since 
then.  Nearly  every  state  has  found  it  neces- 
sary to  carve  out  a state  department  of  men- 
tal health,  mental  hospitals,  or  mental  hygi- 
ene. .\t  its  1970  session,  the  House  of  Dele- 
gates of  The  Medical  Society  of  New  Jersey 
asked  the  legislature  to  follow  this  lead.  Spe- 
cifically, by  Resolution  13,  our  House  of  Del- 
egates approved  the  following;  “That  The 
Medical  Society  of  New  Jersey  wholly  adopt 
the  position  statement  of  its  Council  on  Men- 
tal Health,  urging  a separate  department  of 
Mental  Health  and  Mental  Retardation,  with 
a board-certified  jjsycliiatrist  as  Commissioner 
thereof.” 

In  New  Jersey,  and  everywhere  throughout 
our  countr)',  most  of  the  hospitalized  mental- 
ly ill  are  in  public  institutions  by  contrast 
with  the  physically  ill,  where  most  are  in 
non-government  hospitals.  The  state  has  a 
different  and  more  direct  concern  about  men- 
tal illness  than  a public  health  department  is 
expected  to  have  about  physical  illness.  The 
peculiar  and  difficult  needs  of  the  hospital- 
ized mentally  ill  require  that  a psychiatrist 
have  direct  access  to  the  Governor.  Of  the 
five  who,  since  1918,  have  been  commissioners 
of  the  Department  of  Institutions  and  Agen- 
cies, not  one  was  a physician — yet  this  com- 
missioner had  to  take  the  initiative  in  help- 
ing  people  afflicted  with  one  of  the  com- 
monest of  all  illnesses.  It  is  understandable 
that  a penologist,  a psychologist,  a personnel 
man,  or  a social  worker  would  find  different 
areas  of  need  than  a physician  would. 


.\t  the  request  of  our  State,  the  .American 
Psychiatric  .Association  surveyed  the  mental 
health  needs  of  New  Jersey.  Their  report  co- 
incides with  the  recommendation  of  our 
House  of  Delegates. 


Twice  before  our  Society  was  instrumental  in 
stimulating  the  establishment  of  state  depart- 
ments— the  Department  of  Institutions  and 
Agencies,  and  the  Department  of  Health  a 
decade  later.  Surely  now  is  the  time  for  the 
Medical  Society  to  stimulate  the  creation  of  a 
separate  Department  of  Mental  Health  and 
Mental  Retardation. 


The  New  Auxiliary 
President 


Mariyna  Hudak  McLean  received  her  R..\. 
from  the  Pittston  (Pennsylvania)  Hospital 
School  of  Nursing.  She  met  Donald  McLean, 
M.D.,  while  he  tvas  comjjleiing  his  pediatric 
residency.  In  1948  they  were  married  and  in 
I9;>3  the  .McLeans  moved  to  Salem,  New  Jer- 
sey. .Marty  joined  the  .Auxiliary,  and  as  their 
representative  to  the  Salem  Ciountv  Council 
on  Public  Health  Service  she  was  a dvnamic 
factor  in  the  establishment  of  the  Salem 
Cionnty  Health  De])artment.  She  still  serves  as 
chairman  of  its  advisory  council. 
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As  President  of  the  Salem  Child  \Velfare  and 
X’isiting  Nurse  Association,  Marty  realized 
that  this  organization’s  service  to  the  people 
might  be  greatly  expanded,  if  it  were  brought 
under  the  jurisdiction  of  the  County  Health 
Department.  During  her  term  of  office,  she 
was  instrumental  in  accomplishing  this.  Then 
she  accepted  the  position  of  Chairman  of  the 
Health,  \Velfare,  and  Recreation  Council  of 
the  United  Fund,  and  continues  to  serve  on 
its  Board  of  Directors.  Recently  a new  Salem 
County  Intra-Agency  Council  was  formed, 
and  Marty,  naturally,  was  named  as  its  first 
chairman. 

Her  county  auxiliary  elected  her  twice  to  the 
Presidency  and  she  has  served  at  the  state 
level  as  Credentials  Chairman  and  Recording 
SecretaiT,  before  becoming  Second  \'ice- 
President.  Marty  is  active  in  St.  Mary’s  Catho- 
lic Church,  and  served  as  President  of  the 
Parish  Council  in  1969.  Her  hobbies  are 
bridge,  bowling,  golfing,  reading,  traveling, 
and  helping  people. 


The  Ultimate  Physician 

One  of  the  proposed  solutions  to  the  doctor- 
shortage  is  the  development  of  subprofession- 
al personnel  to  do  many  of  the  physician’s 
chores.  A brief  review  of  the  seriously  ad- 
vanced proposals  shows  suggestions  for  per- 
sonnel to  be  called  clinical  aides,  physicians’ 
assistants,  home  health  aides,  and  so  on.  (.Any- 
body remember  the  concept  of  “the  farrier?’’) 
Some  think  that  we  ought  to  go  back  to  the 
system  of  letting  boys  and  girls  go  directly  to 
the  professional  school,  fresh  out  of  high- 
school,  and  skip  the  intervening  college  years. 
(Some  of  our  most  prosperous  chiropracters 
have  done  it  that  way).  It  has  been  proposed 
that  for  the  students  taking  the  by-pass,  a 
three  year  medical  college  would  be  sufficient. 
The  mini-doctor  need  not  study  Latin  or 
medieval  historv',  since  being  an  intellectual 
would  not  help  him  in  bandaging  sprains  or 
opening  boils.  Then,  too,  nurses,  social  work- 
ers, psychologists,  and  midwives  could  be 
trained  to  do  a lot  of  the  work  the  physician 
now  does.  One  recently  offered  plan  calls  for 


former  army  or  nav")'  medical  corpsmen  to 
work,  either  in  hospitals  or  in  physicians’ 
offices  as  “assistants.’’  AVith  the  develop- 
ment of  an  expanding  corps  of  assistants, 
aides,  subprofessionals,  or  whatever  you  call 
them,  the  doctor  of  medicine  could  then  be 
just  the  consultant,  making  top-level  decisions 
on  life  and  death  matters  and  leaving  all 
other  activities  to  the  “what-d’you-call-’em.’’ 

Already  we  see  more  signs  of  this.  In  many 
laboratories,  for  instance,  all  the  “routine’’ 
work  (strange  word)  is  left  to  technicians  or 
technologists,  and  the  M.D.  director  comes  in 
only  at  high  level  decisions.  There  are  phy- 
sicians who,  in  their  own  offices,  have  nurses 
or  technicians  get  all  the  preliminary  data, 
wiite  up  medical  complaints  and  medical  his- 
tories, take  blood  pressures,  record  laboratorv' 
findings,  and  prepare  everything  in  a neat  and 
simple  package  so  that  the  busy  doctor  has  it 
all  predigested  for  him.  In  this  situation,  the 
person  who  sjjends  least  time  with  the  ]>aiient 
is  the  doctor  of  medicine.  Even  todav  a radi- 
ologist or  pathologist  can,  if  he  wants  to,  func- 
tion without  seeing  the  ]>atient  at  all — just 
making  decisions  by  looking  at  films  and  re- 
ports. Some  internists  are  ap]>roaching  this  de- 
sideratum, t(X),  and  if  skills  of  the  peripheral 
observers  continue  to  sharpen,  and  if  we  de- 
velop machines  for  reading  electro-cardio- 
grams, the  internist  may  reach  the  state  where 
he  need  not  even  set  eyes  on  the  patient.  Then, 
too,  it  is  argued  that  the  M.D's  great  value  will 
be  in  teaching  the  other  people,  so  that  if  one 
physician  lectures  to  twenty  “assistants,"  he 
will  handle,  through  these  assistants,  twenty 
different  patients.  This  would  certainly  be  an 
“efficient,”  time-saving  method. 

This  suggests  that,  as  time  marches  on,  the 
M.D.  will  see  fewer  and  fewer  live  patients, 
and  do  his  good  works  through  records, 
through  aides,  and  through  teaching  others 
how  to  do  it.  And  finally  we  will  have  reached 
the  ultimate  physician:  the  one  who  never 
sees  a patient.  And  so  it  will  come  to  pass  that 
we  will  cure  our  troubles.  But,  to  quote  the 
maxim  of  Syrus:  graviora  quaedain  sunt  re- 
medin  pcricuUs. 
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ORIGINAL  ARTICLES 


In  this  forward-looking  address,  our  new  President 
urges  that  we  accept  the  challenge  of  change  and  the 
need  for  personal  responsibility  on  the  part  of  both 
doctor  and  patient. 

Emphasizing  The  Basics 


E.  Vernon  Davis,  M.D./Mount  Holly 

This  is  the  climactic  honor  of  my  life.  It 
prothices  in  me  a deep  sense  of  humility,  a 
profound  sense  of  gratefulness,  and  a prayer- 
ful spirit  of  hope.  I am  humbled  by  the  indi- 
cations of  your  generous  confidence  in  me, 
grateful  for  the  opportunity  to  serve  as  the 
head  of  our  great  aiul  distinguished  Medical 
Society,  and  hopeful  that  1 may  prove  myself 
in  action  to  be  worthy  of  the  office  which 
now  I assume. 

\ou  7iiay  be  sure  that  from  my  very  soul  I 
shall  try  to  do  all  in  my  power  to  accjuit 
myself  of  my  resjjonsibilities  as  the  179th 
President  of  The  Medical  Society  of  New  Jer- 
sey, and  to  follow  faithfully  the  patterns  of 
accomplishment  of  my  distinguished  prede- 
cessors. My  commitment  to  whole-souled  effort 
is  the  greater  because  of  my  realization  of  my 
many  obligations — to  the  mend)ers  of  the  Bur- 
lington County  .Medical  Society  who  spon- 
sored me,  to  the  mendrers  of  The  Medical  So- 
ciety ol  New  Jersey  who  elected  me,  and  to  the 
people  of  our  State  who  look  to  us  of  or- 
ganized medicine  to  be  the  jtrotectors  of  their 
health  and  the  promoters  of  their  well-being. 

So  comjdex,  diversified,  and  intertwined  are 
the  lactors  of  daily  life  for  all  today  that  to 
survive  and  prosper  together  each  one  of  us 
must  apply  himself  energetically  and  con- 
scientiously to  the  challenges  of  our  times.  It 
is  vain  to  indulge  the  hope  that  by  some 
stroke  of  magic  the  complexities  and  difficid- 
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ties  that  face  us  all  will  fade  and  pass  away.  It 
is  equally  vain  to  hope  that  government  can 
readily  dispose  of  the  problems  which  we 
have  all  helped  to  produce.  Only  by  total 
involvement  on  the  part  of  all  of  us,  with 
each  doing  his  best  to  perceive  and  further 
that  which  will  result  in  the  broadest  possible 
good  for  the  greatest  number,  can  we  expect 
to  meet  and  deal  with  the  awesome  chal- 
lenges of  our  times.  Selfishness  will  not  serve, 
nor  arrogant  self-seeking.  AVe  must  embrace  a 
spirit  of  generous  open-mindedness  and  good- 
will— all  of  us.  Unless  we  do,  the  likelihood  is 
that  widespread  as  is  our  present  discontent 
and  heavy  as  are  our  individual  burdens,  the 
ftiture  will  jjrodtice  only  an  increase  of  both. 
We  must  reason  together  as  a people — not  as 
separate  and  opposed  factions — and  having 
agreed  tipon  reasonable  goals  and  the  means 
to  attain  them,  we  mtist  work  together  for  the 
continuance  and  stability  of  our  American 
society  and  for  the  survival  and  increasing 
achievement  of  our  country. 

It  is  futile  to  yearn  for  the  return  of  the 
“good  old  days.”  The  likelihood  is  that  they 
were  tridy  such  only  for  a relative  few.  We 
are  living — as  all  people  must — in  the  jtresent. 
^Ve  are  called  iq:>on  to  meet  the  challenges  of 
the  present  to  the  end  that  we  may  find  satis- 
faction in  the  achievements  of  our  lives,  and 
so  that  we  can  give  those  who  follow  after  us 
as  little  handicap  as  possible  when  they  take 
over. 

.Ml  this  is  really  not  new.  Our  era  calls  for 
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and  produces  changes  just  as  even  other  era 
in  the  history  ot  man  has  done  and  will  con- 
tinue to  do. 

Our  own  illustrious  David  B.  Allman,  whose 
recent  death  we  mourn,  in  a speech  which  he 
delivered  more  than  a decade  and  a half  ago 
declared:  “ . . . I am  convinced  that  the 
determining  factor  for  survival — as  for  success 
— is  the  ability  to  adjust  to  the  changing 
conditions  of  life,  and  to  o\ercome  them, 
rather  than  be  overcome  by  them. 

“The  challenge  of  life,  it  seems  to  me,  is 
change — change  which  is  fraught  with  peril 
for  those  who  cannot  meet  it,  but  is  merely  a 
prologue  to  new  triumph  for  those  who  are 
sufficiently  adaptalde  and  resilient  to  adjust 
to  it. 

“There  can  be  no  growth  without  change,  as 
there  can  be  no  decay.  There  can  be  no 
standing  still,  either.  Change  is  inseparable 
from  life,  and  its  reverberations  seem  palely 
to  carr>'  even  beyond  the  frontiers  of  death. 
So,  we  must  acknowledge  the  constancy  of 
change,  confront  each  new  change  as  it  comes 
along,  and  bend  our  energies  to  meeting  and 
controlling  it.  That  is  our  challenge  as  mem- 
bers of  society,  and  it  is  no  less  our  challenge 
as  members  of  the  profession  of  medicine.” 

I say  a fenent  “.\men”  to  that  discerning 
comment.  I offer  it  to  you  as  sage  advice. 

I shall  not  comment  at  this  time  on  the  chang- 
es that  confront  all  of  us  as  members  of 
society  today,  except  to  say  that  they  seem  to 
|>ermeate  and  involve  every  area  of  human 
action  and  every'  level  of  society.  But  let  us 
consider,  briefly,  the  calls  for  change  that  we 
must  face  up  to  as  members  of  the  medical 
profession.  Basically  the  thrust  is  to  make 
cpiality  medical  care  equally  available  to  all, 
not  only  when  they  are  ill  but  when  thev  are 
well,  to  prevent  them  from  falling  ill.  To 
eliminate  inability  to  pay  as  a deterrent  to 
this  availability,  third  party  plans  of  many 
kinds,  both  private  and  governmental,  are 
being  used  and  their  expansion  urged. 


ft  seems  to  me,  there  is  one  tremendous  handi- 
cap that  confronts  the  medical  profession 
in  conseciuence  of  the  increased  demand  for 
services;  that  is  the  lack  of  medical  and  allied 
manpower.  That  is  why  Congress  is  l>eing 
properly  urged  to  take  steps  effectively  to  al- 
letiate  shortages  of  medical  manpower  and 
facilities  before  enacting  legislation  that  will 
impose  massive  new  demands  on  the  health 
care  delivery  system.  I'he  fact  is  that  most 
pending  legislation  is  intended  mainly  to  give 
people  more  money,  directly  or  indirectly, 
with  which  to  buy  health  care.  The  mo\e- 
ment  disregards  the  simple  truth  that  you 
cannot  purchase  what  is  not  there  to  be  sold. 

1 am  disturbed  by  the  acrimony  that  centers 
around  the  costs  of  health  care  totlay,  but  1 
think  if  we  are  sincere  in  our  purpose  to 
make  health  care  services  available  equally  to 
all,  it  is  of  primary  importance  that  steps  be 
taken  to  increase  the  supply — and  hence  the 
availability — of  the  so-called  deliverers  of 
health  sen  ices.  .Most  of  the  nation’s  108  medi- 
cal scluxils  are  financially  hard-pressed.  It  is 
absurd  to  a.sk  them  to  expand  their  facilities, 
enlarge  their  classes,  concentrate  their  curri- 
cula, and  turn  out  vastly  greater  numl)ers  of 
graduates,  when  they  have  not  the  means  of 
carrving  on  even  in  their  pre.sent  circum- 
stances! 

W’e  not  only  need  more  doctors  but  we  need 
more,  manv  more,  of  all  the  allied  personnel 
who  assist  physicians  in  the  care  and  treat- 
ment of  patients.  This,  I think,  shoidd  have 
first  priority  as  a national  need.  1 ask  you  to 
join  me  in  urging  that  this  primary  need  be 
recognized  and  dealt  with — promptly. 

We  have  an  intensified  need  for  an  influx  of 
new  personnel  in  the  field  of  the  delivery  of 
health  services,  not  only  because  more  people 
are  clamoring  for  health  care  services  but 
because  the  jjhysician  is  simultaneously  being 
urged  to  pursue  regular  programs  in  graduate 
education,  take  part  in  jjeer  review  oper- 
ations of  all  kinds,  and  participate  actively  in 
community  affairs.  We  must,  1 think,  always 
remember  to  put  first  things  first,  and  a physi- 
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cian’s  first  and  most  important  responsibility 
is  to  take  care  of  his  patients.  If  he  cannot  do 
that,  whatever  else  he  does  is  relatively  unim- 
portant. 

Just  as  it  is  the  physician’s  basic  job  to  take 
care  of  his  patient’s  health,  so  it  is  also  the 
patient’s  personal  responsibility. 

I was  encouraged  to  read  a comment  bearing 
upon  this  recently.  John  }.  Millis,  Ph.D., 
writing  in  the  Neiv  England  Journal  of  Medi- 
cine, said: 

“Far  too  many  people  regard  health  as  being  ‘doc- 
tored.’ They  therefore  hope  that  with  the  right  to 
unlimited  access  to  physicians  and  hospitals,  they  will 
all  be  healthy.  Surely  ‘doctoring’  is  a necessary  element 
in  health,  hut  it  is  not  sufficient.  The  provision  of 
health  service  to  all  citizens  will  result  in  some  im- 
provement in  our  national  figures  on  morbidity  and 
mortality.  However,  that  improvement  may  be  dis- 
appointingly small.  There  are  large  contributors  to 
morbidity  and  mortality  about  which  physicians  and 
hospitals  can  do  little.  .Accidents  are  the  greatest  cause 
of  both  morhiditv  and  mortality  for  Americans  be- 
tween the  ages  of  1 and  37  years.  Other  important 
causes  for  all  age  groups  are  obesity,  smoking,  abuse 
of  alcohol  and  other  drugs,  environmental  pollution, 
and  a life  style  that  leads  to  psychosomatic  disease. 
With  the  exception  of  environmental  pollution,  there 
is  very  little  that  society  can  do  to  control  these 
causes  except  through  intolerable  restrictions  on  per- 
sonal liberty.  The  control  can  come  only  through  the 
behavior  of  the  individual.  Only  his  decisions  and  his 
actions  can  eliminate  these  causes  of  disability  and 
death. 


“My  conclusion  is  that  we  accept  the  concept  that 
health  is  a necessity  but  realize  that  we  as  a society, 
can  guarantee  only  access  to  health  service.  Personal 
health  must  remain  a personal  responsibility.  Thus, 
as  we  work  to  provide  for  more  health  professionals 
and  a more  efficient  system  for  the  delivery  of  their 
service,  we  must  also  convince  people  that  the  achieve- 
ment of  health  demands  responsibility  and  action  on 
the  part  of  each  individual.’’ 

And  in  those  thoughts  I heartily  concur. 

As  members  of  The  Medical  Society  of  New 
Jersey  we  are  dedicated  to  the  service  of  man- 
kind. No  service  is  more  demanding,  more 
challenging,  or  more  important.  It  is  in  that 
service,  in  the  best  and  highest  tradition  of 
our  profession,  that  I urge  you  to  persevere. 
There  are  many  ills  to  be  dealt  with  and  we 
of  medicine  are  in  position  to  make  a tremen- 
dous contribution  to  the  general  good.  As  I 
said  earlier  in  this  address,  “Only  by  total 
involvement  on  the  part  of  all  of  us,  with 
each  doing  his  best  to  perceive  and  further 
that  which  will  result  in  the  broadest  possible 
good  for  the  greatest  number,  can  we  expect 
to  meet  and  deal  with  the  awesome  chal- 
lenges of  our  times.’’ 

I'o  that  total  involvement,  I pledge  myself.  It 
will  be  an  honor  to  be  working  with  all  of 
you. 
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Visual  Criteria  For  Auto  Drivers 


Now  available  is  a guide  to  visual  factors  in 
safe  auto  driving.  This  will  help  physicians 
determine  whether  their  patients’  visual  prob- 
lems may  limit  their  driving  proficiency.  De- 
veloped by  the  AMA  Committee  on  Medical 
•Aspects  of  .\utomotive  .Saletv,  with  as- 
sistance from  the  American  Committee  on 
Optics,  the  guide  subdivides  drivers  as  to  the 
degree  of  responsibility  and  risk  wliile  operat- 
ing an  automobile. 

I'he  categories  arc:  Class  I — Professional 
drivers  operating  large  passenger-carrying 
\ chicles;  Class  II  — Commercial  taxi  drivers 


and  professional  drivers  operating  large  non- 
passenger-carrying  vehicles,  and  Class  III  — 
Operators  of  private  vehicles. 

The  provisional  standards  cover  the  deter- 
mination of  central  visual  acuity,  field  of  vi- 
sion, color  vision,  associated  ocular  pathology, 
post  operative  aphakia,  and  visual  function 
affecting  night-time  driving. 

^’ou,  as  a physician,  may  get  a copy  of  the 
guide  from  the  Committee  on  .Automotive 
Safety  at  the  .AM.A  headquarters,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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Blame  a 


(when  her 
husband’s 
at  fault) 


Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis.^ 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

IVarnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness. vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

♦References  available  on  request. 
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In  managing  post-infarction  ventricular  arrhythmias, 
drug  therapy  remains  the  backbone  of  treatment. 


Treatment  Of  Late,  Post- 
Myocardial  Infarction 
Ventricular  Arrhythmias 


Michael  A.  Nevins,  M.D.  and 
Leonard  J.  Lyon,  M.D./Paramus* 

Pei'sistent  or  late-appearing  ventricular  ]jre- 
mature  systoles  (VTC)  or  ventricular  tachyar- 
rhythmias are  frequent  complications  of 
healed  myocardial  infarction. 

Unsuspected  ventricular  arrhythmias  have 
been  ol)served‘  in  75  per  cent  of  patients 
recovering  from  acute  myocardial  infarction 
who  were  monitored  on  the  day  prior  to  their 
hospital  discharge.  Late  deaths  in  jjatients 
who  have  survived  acute  myocardial  infarc- 
tion are  usually  not  due  to  new  thrombotic 
events,  but  to  sudden  derangements  of  cardi- 
ac rhythm,  particularly  ventricular  fd^rilla- 
tion.2  Evidence  suggests^  that  ventricular  ir- 
ritability is  a poor  prognostic  sign  in  patients 
with  coronary  artery  disease.  Even  in  appar- 
ently healthy  middle-aged  men,  the  finding  of 
ten  or  more  VPC  per  1,000  heart  beats  is 
associated'  with  a tenfold  increase  in  the  in- 
cidence of  sudden  death.  Ectopic  ventricular 
rhythms  must  be  considered  a serious  risk 
factor  in  patients  with  previous  myocardial 
infarction. 

It  has  not  been  established  whether  all  post 
myocardial  infarction  patients  should  receive 
antiarrhythmic  therapy  or  whether  those  dis- 
playing ventricular  irritability  should  be 
managed  differently  from  non-coronary'  pa- 
tients with  similar  rhythm  disturbances.  No 
reported  study  convincingly  demonstrates 
that  prolonged  antiarrhythmic  therapy. 


(whether  given  to  random  or  selected  pa- 
tients) increases  late  survival  after  myocardi- 
al infarction.  Of  course,  there  are  varying 
degrees  of  risk,  so  that  the  presence  of  a rare 
\TC  is  of  doubtful  significance  Avhile,  as  with 
acute  myocardial  infarction,  frequent  VPC 
that  are  midtifocal,  repetitive,  or  of  short  cou- 
pling interval  are  of  greater  importance.  The 
f>otential  added  risk  conferred  by  these  com- 
plex arrhythmias  justifies  the  expense  and 
jx)ssible  morbidity  of  chronic  suppressive 
therapy. 

Despite  the  magnitude  of  the  problem  and 
the  many  available  fonns  of  antiarrhythmic 
therapy,  there  are  no  clear  guidelines  for 
their  use  in  this  clinical  setting  nor  criteria  of 
adequate  control.  We  will  here  review  the 
various  therapeutic  modalities  and  offer  an 
approach  to  the  treatment  of  these  potential- 
ly lethal,  often  difficult  to  manage,  post- 
infarction ventriailar  arrhythmias. 

When  ventricular  irritability  is  detected  in  a 
post-infarction  patient,  underlying  factors 
shoidd  be  sought  and  corrected  before  sup- 
pressive therapy  is  initiated.  Among  these 
remediable  problems  are  the  following: 

I.  Congestive  heart  failure— Lzte  appearance  of  cardiac 
decompensation  after  myocardial  infarction  suggests  a 
ventricular  aneurysm  or  other  asynergic  muscle  dis- 
order. Even  occult  congestive  failure  may  be  associated 
with  arrhythmias  that  disappear  with  improvement  in 
myocardial  function. 


•The  authors  are  co-directors  of  Medical  Education, 
Bergen  Pines  Hospital,  Paramus,  New  Jersey. 
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2.  i'Jectrolyle  and  acid-base  c//5order5— Hypokalemia  is 
a wcll-recogiii/cd  cause  of  arrhythmias.  Less  fretpientlY 
considered  is  hypomagnesemia  which  may  also  com- 
plicate diuretic  therapy,  and  which  has  been  impli- 
cated^ on  occasion  as  the  etiology  of  otherwise  tniex- 
plained  ventricular  arrhythmias.  Hypomagnesemia 
should  be  suspected  in  cases  of  obscure  arrhythmias, 
particularly  those  associated  with  QT  prolongation 
but  normal  scrum  calcium  and  potassium  levels. 
Magnesitim  deliciency  may  lead  to  loss  of  intracellular 
potassium  resulting  in  prolonged  and  asynchronous 
rcpolari/ation  of  myocardial  cells,  a sittiation  which 
greatly  predisposes  to  the  development  of  ectopic 
rhythms. 

Hypoxia  and  acid-base  derangements  should  be  sought 
for  utilizing  arterial  blood  gases  in  patients  who  are 
elderly  or  have  chronic  lung  disease,  and  treatment 
instittitcd,  if  necessary',  to  improve  ventilation  and 
oxygenation. 

3.  Drug  foxt’e/fy— Iatrogenic  arrhythmias  should  be 
suspected  when  ventricular  irritability  appears  in  a 
patient  receiving  digitalis,  quinidine,  clofibrate®  or 
large  doses  of  thioridazine.''  Naturally,  the  suspected 
drug  must  be  eliminated  from  tbe  patients  regimen 
before  antiarrhythmic  therapy  is  instituted. 

Principles  of  Drug  Therapy 

After  contributing  factors  to  ventricular  irri- 
tability have  been  corrected,  medical  manage- 
ment begins  by  systematically  using  one  drug 
at  a time  and  persevering  until  intolerable  or 
dangerous  side  effects  are  encountered.  Con- 
fusion arises  when  drugs  are  di.scontinued  be- 
cause of  minor  side  effects  that  may  be  transi- 
ent or  may  be  controlled  with  supplementary 
medications.  Adhering  to  an  arbitrary  upper 
limit  of  dose  is  inadvisable  since  certain  pa- 
tients require  and  can  tolerate  large  amounts 
of  drug. 

Drug  therapy  of  ventricular  arrhythmias 
shoidd  be  initiated  with  procainamide  or 
quinidine.  Although  the  mechanisms  of  ac- 
tion of  these  drugs  are  similar,  patients  who 
are  refractory  to  large  doses  of  one,  some- 
times respond  to  modest  doses  of  the  other. 
A\'hen  one  of  these  appears  ineffective,  the 
other  should  be  tried.  It  is  not  unusual  for 
]}atien(s  to  require  four  to  six  Grams  of  pro- 
cainatnide  daily  and  doses  in  excess  of  10 
Grams  have  been  reported.®  Procainamide’s 
optimal  effect  is  quickly  dissipated.  The  tim- 
ing of  (piinidine  therapy  is  also  related  to  its 
therapeutic  effect.  For  example,  the  six  hour- 
ly schedule  commonly  employed  retpures 
three  to  five  days  to  achieve  a maximum  plas- 
ma level.  ! imidity  in  determination  of  max- 
imum dose  leads  to  a false  impression  of  “re- 
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fractoriness”  and  unnecessary  or  premature 
changes  of  medications.  \Vhen  available,  plas- 
ma assays  are  valuable  in  confirming  satisfac- 
tory concentrations  and  ambidatory  monitor- 
ing is  useful  to  test  drug  efficacy. 

Quinidine  and  procainamide  have  negative 
inotropic  effects  when  used  in  larger  doses 
and  may  aggravate  congestive  failure.  Both 
may  slow  ventricidar  repolarization  or  cause 
hypotension  and  thereby  contribute  to  en- 
hanced ventricular  irritability.  Altbough  both 
drugs  can  cause  dangerous  brady-  and 
tachyarrhythmias  when  given  in  excessive  do- 
sage, certain  complications  of  quinidine 
therapy  are  due  to  individual  .sensitivity  and 
are  unrelated  to  the  duration  or  magnitude 
of  treatment.  These  include  thrombocytopen- 
ic purpura,  hemolytic  anemia,  and  paroxys- 
mal ventricular  tachycardia  and  fibrillation 
(“quinidine  syncope”) . On  the  other  hand, 
the  occurrence  of  serologic  signs  and  symp- 
toms of  systemic  lupus  erythematosus  in  pa- 
tients receiving  procainamide  seems  clearlv 
related  to  dose  and  duration  of  therapy.  Sero- 
logic abnormalities  were  found®  in  77  j)er 
cent  of  a group  of  patients  receiving  pro- 
cainamide and  in  92  per  cent  of  those  whose 
dose  exceeded  1.2  Grams  daily.  Abnormal 
serologic  reactions  are  not  always  followed  by 
the  appearance  of  clinical  symptoms.  The 
symptoms  themselves  are  usually  mild  and 
disappear  soon  after  procainamide  is  discon- 
tinued. AVT  do  not,  therefore,  feel  that  the 
demonstration  of  antinuclear  antibodies  or  a 
positive  lupus  erythematosus  preparation  pre- 
cludes continued  therapy  when  ventricular 
arrhythmias  persist. 

If  procainamide  and  epunidine  are  ineffec- 
tive, the  following  drugs  shoidd  be  consid- 
ered : 

1.  Digitalis— :\  Irial  of  digitali.s  is  indicaU'd  own  when 
<ongcsii\c  lieari  failure  is  not  eiideni.  (.ratifying  re- 
snlis  have  hcen  obtained,  partinilarlv  in  the  preseticc 
of  myocardial  contractile  disorders  where  suh-clinical 
(ongestire  failure  may  contrihute  to  the  genesis  of 
an  hyl  hmias. 

2.  Diplienylliydanloin— Chronic  suppression  of  ectojiic 
loci  with  this  drug  is  com|)licated  hv  a high  incidence 
of  side  effects  that  may  retptire  withdrawal  (18  ]rer 
tent  in  one  .series)  niphenylhx danloin  is  most  effec- 
ti\e  lor  digitalis-toxic  rhythms,  aiul  its  properties  of 
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speeding  atrio\ eiuritular  and  intiaventriciilar  conduc- 
tion with  minimal  negative  hemodvnamic  effects  are 
useful  in  selected  patients. 

P)o/j)V7ttofo/— Beta-adrenergic  blocking  drugs  should 
he  used  cautiously  in  the  presence  of  congestive  heart 
failure  or  conduction  disturbances.  However,  in  the 
treatment  of  angina  pectoris,  doses  two  to  three  times 
greater  than  those  required  for  antiarrhvthmic  effect 
are  usually  well  tolerated  even  by  patients  with  com- 
pensated congestive  heart  failure.  Onlv  severe  or  re- 
tractors' congestise  failure  absoluteh  contraindicates 
the  use  of  beta-blockade.  Dosage  must  be  individual- 
ized. since  a fixed  oral  dose  can  result  in  a sevenfold 
variation  in  plasma  levels.” 

f.  Brelylium  — This  antihvpertensive  drug  is  finding 
new  application  as  an  antiarrhvthmic  agent.  .\  recent 
paper'-  described  the  successful  use  of  oral  bretvlium 
in  a patient  with  recurrent  ventricular  tachveardia 
refractory  to  other  drugs  and  rapid  pacing. 

Dri/g  combinations— W'Yicn  standard  antiarrhvthmic 
drugs  have  been  unsuccessful  singly,  combinations  may 
be  tailored  to  the  patient's  neetls.  Digitalis  is  useful  to 
counteract  the  negative  inotropic  effects  of  other  anti- 
arrhythmic  drugs  and  it  has  been  suggestetP  that 
digitalis  can  be  tried  in  larger  doses  with  less  likeli- 
hood of  toxic  arrhythmias  if  diphenvlhvdantoin  is 
used  concomittantly.  Diphenylhydantoin  might  also  be 
added  to  procainamide  or  quinidine  when  these 
drugs  cause  prolonged  QT  intervals.  Quinidine  and 
propanolol  are  reported”  to  have  svnergistic  effects  and 
control  has  been  achieved  with  their  combined  use 
when  individually  they  have  failetl. 

Occasionally,  ventricular  arrhythmias  persist 
despite  larg;e  doses,  sins[lv  and  in  combina- 
tion. This  caitses  a iheraijeutic  dilemma  in 
which  the  risk  of  sudden  death  must  he  bal- 
anced against  the  hazards  of  more  involved 
treatments  such  as  rapid  pacing  and  cardiac 
surgerv.  .Social,  emotional,  and  economic  fac- 
tors take  on  added  significance  at  this  time. 
Patient  tolerance  of  arrhythmias  and 
presence  of  high  risk  factors,  such  as  prema- 
titre  svstoles  which  are  multifocal,  interrupt 
the  T wave,  or  occur  in  salvos  or  runs,  are 
determinants  of  whether  absolute  or  relative 
control  is  necessary.  If  it  is  decided  not  to 
[iroceed  with  further  treatment,  vigilant  sur- 
veillance fpreferably  with  ambulatory  moni- 
toring) is  indicated.  Deterioration  of  clinical 
status  despite  full  medical  therapy  dictates  a 
more  aggressive  approach,  often  preceded  bv 
angiographic  evaluation  of  myocardial  func- 
tion and  coronars’  arteriography. 

Pacing 

\Vhen  complete  heart  block  is  present,  sup- 
pression of  recurrent  arrhythmias  can  gener- 
ally be  achieved  by  pacing  at  rates  of  70  to  80 
per  minute.  In  the  absence  of  AV  block  (or 


bradveardia),  pacing  rates  in  excess  of  100 
are  usually  required.  Many  patients  in  whom 
overdriving  has  been  successful  have  not  had 
underlying  ischemic  heart  disease.  Patients 
with  severely  diseased  coronary  arteries  may 
have  significant  impairment  of  coronary  per- 
fusion at  rapid  rates.  Long  term  experience 
with  this  is  limited  since  most  of  the  patients 
reported  recovered  or  died  after  a period  of 
temporarv  pacing.  Overdriving  is  not  alwavs 
effective.  If  the  rate  is  progressively  increased 
in  an  effort  to  suppress  ectopic  foci,  angina, 
congestive  heart  failure,  or  arrhythmias  may 
ensue.  We'"  have  descriljed  a patient  with  a 
previous  myocardial  infarction,  ventricular 
aneurysm,  and  recurrent  ventricidar  tachyar- 
rhvthmias  in  whom  increasing  the  pacing 
rate  to  150  per  minute  caused  more  frequent 
episodes  of  ventricular  fibrillation  that  dra- 
matically ceased  when  pacing  was  discontin- 
ued. Rapid  artificial  pacing  may  sometimes 
aggravate,  rather  than  suppress  ventricular 
irritability.  Xonetheless.  it  is  the  siin]dest 
nonmedical  treatment  and  is  a logical  second 
step  when  drug  therapy  alone  is  ineffective  in 
preventing  serious  recurrent  ventricular  ar- 
rhvthmias.  Pacing  can  often  be  combined 
with  antiarrhythmic  drugs  to  establish  con- 
trol at  slower,  more  tolerable  pacing  rates. 

When  essential  drugs  (digitalis.  pro- 
cainamide, quinidine,  propranolol)  cause 
atrioventricular  block  or  dangerous  sinus  bra- 
dveardia, pacing  ensures  a satisfactory  ventric- 
ular rate  so  the  antiarrhythmic  drugs  can  be 
continued  in  effective  dosage.  The  combina- 
tion of  pacing  and  antiarrhythmic  drugs  is 
also  useful  when  there  are  alternating  slow 
and  fast  rhythms  (“bradycardia-tachycardia 
svndrome’’).  Temporary  control  of  ventricu- 
lar arrhythmias  can  be  accomplished  by  pro- 
ducing a sinus  tachycardia  with  atropine  and 
isoproterenol  in  those  instances  when  atrio 
ventricular  conduction  is  intact  and  artificial 
pacing  cannot  be  immediately  instituted.  The 
technic  is  also  used  as  a therapeutic  trial  to 
determine  whether  ectopic  foci  can  be  abol- 
ished by  rate  acceleration.^® 

Rapid  pacing  (like  antiarrhythmic  drugs) 
suppresses  ventricular  irritability,  but  has  no 
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lieneficial  effect  on  the  underlying  heart  dis- 
ease. Atrial  pacing  (when  atrioventricular 
conduction  is  normal)  or  sequential  atrioven- 
tricular pacing  (in  the  presence  of  atrioven- 
tricular block)  is  hemodynamically  superior 
to  ventricular  pacing  in  most  instances,  but 
ventricular  pacing  is  usually  tried  because  it 
is  the  simplest  and  most  dependable  trans- 
venous pacing  technic.  Some  patients  with 
recurrent  ventricular  arrhythmias  (particu- 
larly those  whose  arrhythmias  first  appeared 
at  the  time  of  an  acute  myocardial  infarc- 
tion) can  be  weaned  off  the  pacemaker  after 
Aveeks  or  months  of  treatment  and 
maintained  on  drugs  alone.  Therefore,  per- 
manent pacing  should  always  be  preceded  by 
a prolonged  period  of  temporary  pacing,  not 
only  to  ascertain  efficacy  and  optimal  pacing 
rate,  but  also  to  allow  for  the  possibility  of 
spontaneous  improvement. 

Surgery 

In  19531'  Bailey  performed  an  aneurysmecto- 
my to  treat  refractory  ventricular  tachycardia 
unassociated  tvith  congestive  heart  failure. 
Recent  reports  have  renetved  interest  in  this 
procedure,  although  one  case  tvas  apparently 
described  in  three  different  journalsi®* 
giving  a false  impression  of  the  frequency 
and  success  of  surgical  treatment  of  these  ar- 
rhythmias. Reports^i  of  large  series  of  patients 
with  ventricular  aneurysms  indicate  that  re- 
current ventricular  tachycardia  is  an  infre- 
quent complication.  In  those  patients  with 
ventricular  irritability  Avho  have  undergone 
aneur)'smectomy  primarily  because  of  con- 
gestive heart  failure,  arrhythmia  control  has 


not  always  paralleled  hemodynamic  improve- 
ment. It  remains  to  be  seen  whether  resection 
of  aneurysms  or  asynergic  areas  will  prove  safe 
and  efficacious  for  the  long-term  control  of 
arrhythmias.  At  present  the  procedure  should 
be  reserved  for  the  most  desperate  situations. 
Aneurysmectomy  has  been  successfully  done  on 
apparently  moribund  patients  in  cardiogenic 
shock,  and  in  one  instance"-  with  recurrent 
ventricular  fibrillation. 

Myocardial  revascidarization  may  be  used  as 
an  adjunct  to  definitive  resection  of  an 
asynergic  area,  but  its  physiologic  benefits 
could  not  be  anticipated  for  several  months. 
Aortic-coronary  anastamosis  by  vein  graft  has 
the  theoretic  advantage  of  immediate  im- 
provement in  coronary  blood  supply.  Hotvev- 
er,  this  approach  has  not  yet  been  reported  as 
a treatment  for  ventricular  arrhythmias. 

Conclusion 

Drug  therapy  remains  the  keystone  in  the 
management  of  late,  post-infarction  ventricu- 
lar arrhythmias.  Siq^pressive  therapy  should 
be  liberally  used  even  in  asymptomatic  pa- 
tients with  significant  rhythm  disturbance  in 
an  attempt  to  reduce  the  likelihood  of  sud- 
den death.  Drug  therapy  should  be  applied 
systematically,  with  each  drug  in  turn  given 
in  a maximal  dose  before  a change  in  therapy 
is  considered.  Only  patients  truly  refractory 
to  medical  management  shoidd  be  considered 
for  other  therapeutic  modalities  such  as  pace- 
maker over-driving  or  cardiac  surgery. 

A bibliography  of  22  citations  is  a\ailable  from  the 
author  upon  request. 


2 East  Ridgewood  Avenue 


Marriage  And  Love  In  The  Middle  Years 


J.  A.  Peterson,  Past-President  of  the  American 
Association  of  Marriage  Counselors,  has  writ- 
ten a 28-page  booklet  entitled.  Marriage  and 
Love  in  the  Middle  Years.  This  is  a sensitive 
discussion  of  what  can  be  the  most  imptover- 
ishing  and  frustrating  epoch  in  life — but  what 


might  also  be  the  most  enriching.  The  bro- 
chure, which  sells  at  only  25^,  is  Public  .\ffairs 
Pamphlet  #456  and  is  available  from  the  Pub- 
lic Affairs  Committee,  a nonprofit  educational 
organization  at  381  Park  .‘\venue  South,  New 
York  10016. 
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and  one  remain^/ 

as  you  would  hope  to  find  it... 

natural  * unspoiled  * away  from  the  crowds 


Hard  to  believe... a natural  beauty  spot  like  this... within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A 2'/2-mile  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its  finest.  $250,000  private  Lake  Naomi  Club  with  teen  center, 
ballroom,  cocktail  lounge,  and  dining  room  overlooking  the  lake.  Great  sailing,  fishing, 

horseback  riding.  Six  sand  beaches  with  lifeguards. 
New  $200,000  Olympic-size  swimming  pool,  tennis 
and  basketball  courts.  Championship  Pocono 
Manor  golf  courses  at  your  doorstep,  also  famous 
Camelback  ski  area. 

Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 

Office  and  house  models  open  till  9 P.M.  daily  on 
Rt.  940  at  Pocono  Pines.  Reached  via  80  & 81 E 
or  by  N.E.  Ext.  of  Pa.  Turnpike.  Phone  717- 
646-2222. 


PHYSICIANS 

it’s  time  that 
you  discovered 

LAKE  NAOMI 

the  incomparable 
second-home  retreat 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

conflict 

Reported 
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VASODilAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 

Although  not  alt  clinicians  a^ree  on  the  value  of  vasodilators  in  vascular  disease^  seven 
investigators*'^  have  reported  favorably  on  the  eff ects  of  isoxsttprine.  Effects  have  been  den^ 
onstrated  both  by  objective  measurement^'^  and  observation  of  clinical  improvement.' 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascuU 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud  s disease,  postphlebit 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteric 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  m; 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Caution: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imm 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pa 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  detai 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1 
Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana  Med.  Ass.  5^^:1021-1023  (July)  196 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  (3)  Horto 
G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964. 

(4)  Uhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

■s«:124-128  (April)  1962.  (S)  Whittier,  J.  R.:  Angiology 
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CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 


CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 


Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 
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Let  it  be  remembered  that  a severe,  otheru'ise  unex- 
plained, muscle  degeneration  may  be  due  to  alcoholism. 


Alcoholic  Myopathy* 


Rene  DeCeuninck,  M.D./New  Brunswick 

Of  all  our  tissues,  the  brain  is  the  one  most 
vulnerable  to  the  effects  of  alcohol.  Abnor- 
malities are  also  obser\ed  in  other  tissues  in 
severe  alcoholic  intoxication,  particularly  in 
the  liver  and  heart.  The  mitochondria  of  the 
heart  micscle  seems  to  be  particularlv  affected, 
and  this  points  to  a serious  disturbance  in 
oxidative  metabolism  and  energy  production 
for  contraction.  Chronic  alcohol  consumption 
may  ultimately  result  in  congestive  heart  fail- 
ure. In  acute  alcoholic  myopathy,  the  pa- 
tient may  have  generalized  muscle  cramps.  In 
some  instances'  destruction  of  muscle  tissue 
may  be  sufficient  to  produce  gross  myoglobin- 
uria. There  may  be  paralysis  of  involved  mus- 
cles with  loss  of  tendon  reflexes. 

Usually  acute  alcoholic  myopathy  is  reversi- 
ble, but  in  severe  forms  it  may  be  followed  by 
diffuse  muscle  atrophy  and  permanent  weak- 
ness. \Vith  recurrent  attacks  the  jjicture  be- 
comes transformed  into  that  of  a chronic 
myopathy  with  proximal  and  diffuse  muscle 
tenderness.  The  combination  of  muscle 
cramps  and  diminished  response  of  lactic  acid 
to  ischemic  exercise  closely  resembles  the 
features  of  Mc.Ardle’s  syndrome-  of  hereditary 
phos])horylase  deficiency'. 

In  acutely  ill  jjatients,  even  in  alcoholics 
without  muscular  complaint,  the  serum 
creatine  phosphokinase  (CPK)  levels  may  be 
distinctly  elevated.  The  enzyme  levels  are  also 
somewhat  increased  in  the  chronic  form.  Oth- 
er enzymes  (e.  g.,  transaminases  and  aldo- 
lases) are  similarly  increased  and  there  may 
be  increa.sed  creatinuria.  .Abnormalities  may 
be  recognizable  by  electromyography  and  an 
abnormal  ischemic  exercise  test.^ 


Histologic  examination  discloses  well-defined 
lesions  in  alcoholic  myopathy.  Light  micros- 
copy, particidarly  when  there  is  gross  myo- 
globinuria, reveals  fiber  swelling,  loss  of  stria- 
tions,  and  separation  of  myofibrils  by  clear 
cytoplasm.  In  the  chronic  fonn  of  alcoholic 
myopathy  the  muscle  fibers  are  varied  in  size 
and  some  groups  of  unusually  small  fibers 
occur. 

Electron  microscopy  shows  destru.'tion,  frag- 
mentation, and  condensation  ot  myofila- 
ments. The  normal  architecture  of  the  muscle 
fiber  is  deranged  as  a result  of  destruction  of 
I and  \ bands.  In  the  chronic  form  there  are 
signs  of  previous  destruction'  with  regener- 
ation ]3henomena  and  atrophy,  but  surprising 
lack  of  fibrosis. 

In  one  ca.se’  in  which  there  teas  skeletal  mus- 
cle necrosis,  the  patient  developed  acute 
mvocardial  infarction,  which  suggests  that  an 
acute  form  of  alcoholic  cardiomyopathy  may 
also  occur. 

In  the  following  case  the  presence  of  alco- 
holic m\opathy  was  clearly  defined  clinically: 

.A  52  \eai  old  man  had  siiddtn  onset  of  weakness  of 
both  lower  extremities.  He  had  been  addicted  to 
alcohol  in  varying  severity  for  tbe  past  20  years.  He 
had  been  lising  alone,  tfis  wife  had  left  him  two 
vears  previouslv.  He  was  a heavy  smoker  as  well  as 
a heavy  drinker.  In  the  past  he  had  had  pulmonary 
tuberculosis,  discovered  at  the  age  of  30.  He  had  been 
treated  for  15  months  in  a .sanitarium.  He  developed 
high  blood  pressure.  In  the  two  years  before  admission 
he  had  two  attacks  of  transient  cerebral  ischemia  af 
fecting  chiefly  the  left  side  of  his  body.  .According  to 
his  story  he  had  been  working  as  usual  until  New 
A'ear’s  Eve.  and  then  stopped  to  celebrate.  On  the 
following  morning  he  was  unable  to  stand  because  of 
extreme  weakness  in  his  legs.  He  fell  to  the  ground 
and  was  unable  to  raise  bimself. 


•rrom  the  Middlesex  General  Hospital.  New  Bruns- 
wick, New  Jersev,  where  Dr.  DeCeuninck  was  a Medi- 
cal Resident. 
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On  admission  to  the  hospital  he  seemed  slightly  de- 
hydrated. Cxtarse  rales  were  heard  throughout  the 
lungs.  The  heart  seemed  normal  except  for  a soft 
systolic  murmtir  along  the  left  border  of  the  sternum. 
The  liver  was  palpable  four  finger  breadths  below  the 
costal  margin  and  was  firm.  There  were  no  spider  nevi. 
lie  had  marked  tremor  of  the  hands  and  severe  weak- 
ness of  both  arms  and  both  legs,  affecting  chiefly  the 
proximal  muscle  groups.  He  was  unable  to  lift  his 
legs  from  the  bed,  was  unable  to  stand,  and  unable 
to  stretch  his  arms  above  his  head.  He  could  move  his 
fingers  and  hands  and  feet.  Tendon  reflexes  were , 
largely  inactive.  There  was  questionable  dorsiflexion 
response  of  the  great  toe. 

I.aboratory  examinations  revealed  slight  proteintiria. 
Hemoglobin  and  white  count  were  normal  but  platelets 
were  reduced  to  118,000.  The  blood  chemical  screening 
revealed  reduced  serum  albumin  (2.4  Grams  per  cent) 
and  some  increase  in  total  bilirubin  (2.3  milligrams 
per  cent)  the  direct  reacting  bilirubin  being  1.9  milli- 
grams per  cetit.  Serum  enzymes  were  elevated;  SGO 
transaminase  .590;  SGP  transaminase  110;  I.DH  260, 
and  Cl’K  480.  Serum  amylase  was  149.  Blocxl  urea 
nitrogen  was  9;  cholesterol,  120;  sugar,  101;  serum 
calcium,  7.9  milligrams  per  cent. 

Dcsj)iie  administration  of  intravenous  fluids  and  seda- 
tion the  patient  became  increasingly  restless  and  agi- 
tated. On  the  sixth  dav  after  admission  he  was  overtlv 
disoriented.  His  temperature  ranged  between  99..5  and 
103.  He  had  diarrhea  and  developed  increasing  jaun- 
dice. .After  administration  of  neomycin  (orally)  , po- 
tassitnn  salts,  and  thiamine  he  began  to  improve  and 
within  48  hours  became  once  again  alert,  responsive 
and  tranqtiil,  and  was  able  to  take  food.  However, 
muscle  weakness  persisted  in  both  lower  extremities, 
especially  in  the  proximal  group  of  muscles  and  pelvic 
girdle  muscles.  These  now  revealed  evidences  of  severe 
wasting  with  paresis  and  loss  of  reflexes.  Biopsy  of  the 
gastrocnemius  revealed  areas  of  waxy  degeneration,  loss 
of  muscle  fibers,  and  condensation  of  sarcolemmal 
nuclei.  Examination  of  the  urine  at  this  stage  revealed 
tio  evidence  of  myoglobin. 


The  patient  progressed  slowly,  aided  by  physiotherapy 
and  multivitamin  therapy,  and  he  was  eventually 
transferred  to  a rehabilitation  center. 

Evidences  of  acute  alcoholic  myopathy  were 
fairly  easy  to  recognize  clinically.  The  patient 
had  evidences  also  of  cirrhosis  of  the  liver 
and  chronic  bronchitis.  Although  most  pa- 
tients with  alcoholic  myopathy  make  a com- 
plete recovery  in  three  to  six  tveeks,  this  pa- 
tient appears  to  have  suffered  a more  severe 
form  of  the  disease  and  the  ultimate  progno- 
sis is  still  uncertain. 

Here  is  an  acute  alcoholic  myopathy  in  a 
chronic  alcoholic,  manifested  clinically  by 
sudden  profound  weakness  in  all  four  extre- 
mities and  elevation  in  serum  enzymes.  Diag- 
nosis was  confirmed  by  muscle  biopsy. 
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180  Somerset  Street 


Patients  With  Intestinal  Malabsorption 


^'our  ( oopei  at  ion  is  ret| nested  in  the  relerral 


ol  patients  with  known  or  suspected  itite.s- 
tin;d  mahdtsorpt ion  to  the  National  Institute 
of  .\ithritis  and  .Metabolic  Diseases.  Tliis  is  at 
the  ('.liiiical  Center,  National  Institutes  of 
Health,  bethesda,  .Maryland.  The  service  is 
interested  in  p;itieuts  with  siu  h prohlems  as 
lord  ;;itestin;il  immune  res|)ouse  iti  gluten- 
sensiti.e  .prue  and  intestinal  mtilabsorption 
:issoc  iat-’d  with  :igammaglobidiuemi:i  atid 
lelati  ci  d' -orders.  Also,  ^Vhipple's  disease  is 


come  patients  with  intestinal  malabsorption 
of  undiagnosed  cause. 

Upon  com])letion  of  their  studies,  patients 
will  be  returned  to  your  care  and  you  Avill 
recei\e  a summary  of  findings. 

In  making  referrals,  please  mention  the 
malabsorption  ])ro)ect.  Communicate  with 
•Saul  (».  .\gus,  .M.l).  at  the  Clinical  Center, 
Room  9-I)-l;'),  National  Institutes  of  Health. 
Hethesda,  Maryland  20011. 


undi-r  .oni;;ming  studs.  'The  cetitei  will  svel- 
188  q ilE  pH  RNAI.  OF  1111.  MEDK  .\I,  SO(  Il  lV  OF  NEW’  )1  RSE' 


A diagnosis,  unkriown  a dozen  years  ago,  is  now  being 
made  with  increasi7tg  frequency  following  more  careful 
studies. 


Intestinal  Lymphangiectasia 


Charles  R.  Ream,  M.D.  and 
Rodolfo  C.  Ouano,  M.D. /Elizabeth* 

The  diagnosis  of  “idiopathic  hypoproteine- 
mia”  is  being  made  less  frequently  because 
clinicians  are  now  able  to  pinpoint  specific 
disease  entities  that  account  for  the  hypopro- 
teinemia  state.  Most  cases  of  low  protein  states 
are  twt  caused  by  jjoor  protein  synthesis.  In 
1957,  Schwartz  and  'riiomsen^  showed  a great- 
ly increased  catabolism  of  albumin  and  sug- 
gested that  the  disease  be  called  “hypercata- 
bolic  hypojuoteinemia.’’  Gordon^  investigated 
a group  of  patients  fitting  the  criteria  for 
“hvpercatabolic  hypoproteinemia”  by  in- 
travenouslv  injecting  1-131  labeled  poly- 
vinyl|)yrro!iclone.  The  fecal  content  of  this 
material  was  measured  and  demonstrated  an 
increased  Icjss  through  the  intestinal  mucosa. 
He  concluded  that  these  patients  lost  al- 
bumin via  the  intestinal  mucosa  and  termed 
this  condition  “exudative  enteropathy.” 

AN’aldman,  et  al.^  further  elucidated  on  the 
role  of  the  gastrointestinal  tract  in  idiopathic 
hyjjoproteinemia.  They  reported  12  cases  in 
which  the  protein-losing  gastroenteropathy 
was  shown  to  have  abnormalities  of  the  lym- 
phatic system.  They  coined  the  term  “intes- 
tinal lymphangiectasia”  and  described  the  ab- 
normality as  dilation  of  the  Ivmphatic  chan- 
nels in  the  mucosa  and  mesentery  of  the 
small  bowel. 

Case  Report 

.\  twenty-three  \ear  old  woman  was  admitted  because 
of  a laceration  td  the  right  eyebrow  and  a suspicion  of 
a cerebral  concussitm. 

Ten  years  pre\iously  a diagnosis  of  bronchial  asthma 
had  been  made  and  she  experienced  variable  relief  of 
symptoms  following  the  use  of  bronchodilators,  anti- 
biotics, and  Inilration.  The  asthmatic  attacks  were 


accompanied  by  infections.  vear  later,  she  had  a left 
external  otitis  media  which  cleared  cjuickly  with  topical 
antibiotic.  Five  years  before  admission  she  deseloped 
unilateral  edema  involving  the  left  lower  extremitv 
with  no  evidence  of  phlebitis.  She  had  been  on  inter- 
mittent dosages  of  diuretics  over  the  past  live  years. 

•\  year  ago,  she  was  admitted  to  another  hospital  where 
a diagnosis  of  intestinal  lymphangiectasia  was  made 
following  a small  bowel  biopsy  and  1-131  labeled 
serum  albumin  turnover  studies.  ,\  lymphangiogram 
was  reported  as  negative.  Studies  to  demonstrate  fat 
and/or  carbohydrate  malabsorption  were  negative. 
BSP  injection  and  serial  determinations  (rather  than  a 
single  forty-five  minute  specimen)  showed  a rapid 
disappearance  of  the  dye  from  the  plasma,  and  at 
twenty  minutes  no  dye  was  observed.  The  studv  was 
repeated  after  12..5  Crams  of  human  albumin  injection. 
The  rate  of  disappearance  of  the  dye  slowed  down  so 
that  at  twenty  minutes  2..")  per  cent  of  the  dose  was 
still  circulating  in  the  plasma.  Her  liver  function  tests 
were  normal.  Stool  collections  for  fat  and  indole  jnod- 
ucts  showed  no  abnormalities.  She  remained  rclaiiveh 
well  after  discharge. 

,\  week  prior  to  entry  to  Saint  Elizabeth  Hospital  she 
notetl  crampy  pain  over  the  left  leg,  numbness  with 
tingling  of  tlic  fingers  and  tightening  of  the  muscles 
of  the  face.  .\t  that  time,  pertinent  physical  examina- 
tion disclosed  a poorly  developed,  malnourished  female 
in  no  acute  distress.  .\  laceration  was  noted  over  the 
right  supra-orbit.  Chvostek's  sign  was  negative.  Ehe 
liver  was  palpable  3 centimeters  below  the  right  costal 
margin.  No  flank  tenderness  or  peripheral  edema  was 
elicited.  The  rest  of  the  findings  were  within  normal 
limits. 

The  hematocrit  was  ,3.o  millimeters,  the  hemoglobin 
was  115  Grams  per  cent,  and  the  white  blood  cell 
count  was  6,400  with  75  polymorphonuclears.  22  hm- 
phoevtes,  two  monoextes,  and  one  eosinophil.  .Serum 
calcium  was  6.7,  phosphorus,  3.5,  cholesterol.  12.5.  total 
protein.  3.4  and  the  SCOT  was  58  l.U.  SGPT  was 
62,  the  l.mi,  2.30  I.U.,  FBS,  90.  and  BUN,  8.  D-xylose 
absorption  test  revealed  a 0.32  (.ram  excretion  after 
five  hours  following  a dose  of  12.5  Gram  of  D-xvlose. 
BSP  showed  1.5  per  cent  dye  retention  after  fortv-five 
minutes. 

The  small  bowel  scries  revealed  no<lularity  and  thick- 
ening of  the  mucosal  folds  of  the  jejunum  and  ileum. 
(Figures  I A and  IB).  Barium  enema  and  proctosig 
moidoscopv  were  negative. 

On  the  eleventh  hos])ital  day,  a peroral  small  bowel 
biopsv  was  done  using  the  C:rosby  capsule.  This  dis- 

•l)r.  Ream  is  Phvsician-in-Chief  to  the  Saint  Elizabeth 
Hospital.  Elizabeth,  New  Jersey,  and  Dr.  (5uano  is 
Chief  Resident. 
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The  etiology  of  intestinal  lymphangiectasia  is 
unknown.  A congenital  malformation  has 
l)een  proposed  and  a familial  history  of  nnex- 
plained  edema  may  at  times  be  elicited.  De 
Sousa,  et  al.*  suggested  an  association  of 
nephrotic  syndrome  with  intestinal  lymphan- 
giectasia in  children  and  concluded  that,  in  at 
least  some  nephrotic  children,  intestinal  lym- 
phangiectasia is  responsible  for  an  associated 
protein-losing  enteropathy.  This  is  primarily 
a disease  of  the  young,  with  the  age  of  onset 
in  the  reported  cases  being  infancy  to  30  years 
of  age.® 

In  a third  of  the  cases,  onset  is  before  10 
years  of  age.  The  major  clinical  manifesta- 
tions are  edema  ami  diarrhea.  The  edema 
may  be  intermittent  and  unilateral,  such  as 
.seen  in  this  case.  More  commonlv,  however,  it 
is  symmetrical.  In  more  severe  cases  chylous 
effusion  into  the  peritoneal,  pleural  spaces 
(or  both)  is  seen.  Carbohydrate  malabsorp- 
tion is  suggested  in  this  case  with  the  abnor- 
mal D-xylose  test.  Malabsorption  is  not  a 
prominent  feature  in  the  reported  cases  but 
may  occur.  Our  patient  showed  a tendency 
toward  spontaneous  lluctuations  in  the  severi- 
ty of  the  disease.  This  is  not  infreqticnt  and 
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this  feature  makes  evaluation  of  therapy  diffi- 
cult. 

Repeated  infections  are  common.  In  this  case 
it  was  in  the  form  of  repeated  attacks  of 
bronchial  asthma  associated  with  pneumonia 
and  bronchitis.  This  is  probably  due  to  im- 
pairment of  the  immunologic  responses  of 
the  body.  Strober,  et  ai.®  found  reduced  serum 
concentrations  of  each  class  of  immuno- 
globulin, lymphocytojjenia,  skin  anergy,  and 
striking  failure  to  reject  skin  homografts,  in 
their  series.  They  concluded  that  these 
diverse  immunologic  disorders  may  be  due  to 
a primary  loss  of  both  immunoglobulin  and 
lymphocytes  into  the  gastrointestinal  tract. 
Studies  made  by  McGuigan,  et  aV  suggested 
that  the  immunologic  defects  in  patients  with 
intestinal  lymphangiectasia  are  correlated 
with  excessive  globulin  catabolism  rather 
than  intrinsic  defects  in  immune  competence. 

Other  studies  to  demonstrate  rapid  fecal  loss 
of  protein  using  radioactive  tracer  substances 
such  as  radioactive  1-131  labeled  P\'P  (po- 
lyvinylpyrrolidone) radioactive  Cr  labeled 
serum  albumin  were  not  possible  because 
these  materials  are  no  longer  commercially 
available. 

The  diagnosis  is  made  by  demonstrating  the 
hallmark  lesion,  i.e.  the  dilation  of  the  lymph 
channels  of  the  mucosa  and  submucosa  of  the 
small  intestine,  and  the  demonstration  of  in- 
creased albumin  loss  in  the  gut.  Differential 
diagnosis  would  require  consideration  of  celi- 
ac disease,  nephrotic  syndrome,  diffuse  enteri- 
tis and  liver  disease. 

There  is  no  satisfactory'  treatment.  None  of 
the  patients  in  Waldman’s  series®  responded 
to  gluten  restriction,  steroids,  or  resection  of 
the  most  severely  involved  segments  of  intes- 
tine. Jeejeebhoy,®  on  the  other  hand,  reported 
a remarkable  return  of  severely  impaired  al- 
bumin metabolism  to  normal,  following  a 
large  jejunal  resection. 


Jeffries,  et  al.^  reported  a satisfactory  response 
to  a low-fat  diet  in  two  patients.  Dietary 
restriction  of  fat  has  been  rejxuted  to  have 
caused  disappearance  of  ascites"  and  other 
symptoms  in  a case  of  congenital  chylous  as- 
cites.^® A good  response  in  one  patient  has 
been  reported”  after  long  tenn  corticosteroid 
therapy.  In  recent  years,  a diet  in  which  fat 
has  been  primarily  medium  chain-length 
triglyceride  (MCT)  has  been  shown  to  be 
effective”  in  the  treatment  of  intestinal 
lymphangiectasia.  The  physiologic  basis  for 
this  response  is  the  fact  that  MCT  is  absorbed 
directly  into  the  portal  circulation,  thereby 
avoiding  the  abnormal  lymphatics.  second- 
ary effect  of  this  mode  of  therapy  is  a de- 
creased formation  of  lymph  within  the  intes- 
tinal lymphatics  and  as  a consequence,  the  loss 
of  lymph  through  the  gut  or  the  abdominal 
cavity  is  decreased. 
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Every  doctor's  helj)  is  needed  in  siijijiorl  of  this  simple 
program  wliirli  ran  praci ictdiy  eliminate  tuberculosis 
among  school  children. 


The  School  Tuberculosis 
Surveys 


Edward  J.  Dehne,  M.D. /Trenton* 

Each  year  school  children  are  screened  to 
detect  the  precursor  of  tuberculosis  and  make 
it  possible  to  stop  the  infection  in  the  student 
as  well  as  to  search  out  the  disease  source  in 
the  family  and  household  associates.  This 
program  has  uncovered  50,000  infected  school 
|>ersonnel  in  New  Jersey  schools  in  the  last 
live  years. 

Preventive  therapy  with  isoniazid  for  these 
50,000  tuberculin  reactors  is  the  basis  for  this 
school  tuberculin  testing  procedure.  Here  is 
the  key  to  tuberculosis  prevention  and  eradi- 
cation in  New  Jersey.  Eleretofore,  only  limited 
u.se  of  isoniazid  for  the  50,000  identified  school 
reactors  lias  been  prescribed. 

I he  development  and  transmission  of  tuber- 
culosis in  the  school  environment  can  be  pre- 
vented by  identification  and  treatment  of  the 
inleded  students  and  tracing  the  source  of 
infection  in  their  family  and  household  asso- 
ciates. Last  year  in  Newark  alone  81  new, 
active  tuberculosis  cases  were  disseminators  of 
disease  in  homes  of  school  children.  The  tu- 
berculin .skin  test  is  used  to  identify  infected 
school  children,  to  test  the  family  and  house- 
iiold  associates  of  reactors  and  to  identify  per- 
sons to  be  jilaced  cjii  i.soniazid  as  a prophylac- 
tii  ding  that  is  effective,  inexpensive,  and 
c 'nallv  free  from  any  side  effects  in  the 
dosage  n t 1 :n  prevention. 

I>r.  Dflinc  ' -"Me  1 iibci  i iilosis  Coordinator  in  the 
Nik  Jcisey  1)11  iMiiuiit  ol  ilcallti. 


Positive  reactors  for  whom  isoniazid  is  intend- 
ed are  to  be  given  chest  x-rays,  lire  family 
and  close  associates  are  to  be  tuberculin 
tested.  All  school  teachers  and  other  school 
employees  are  to  be  skin  tested  and  non- 
reactors are  to  be  scheduled  for  annual  tuber- 
culin tests.  Reactors  are  to  receive  annual 
chest  x-rays  and  receive  prophylactic  isoniazid 
according  to  the  USPHS,  the  American 
Thoracic  Society,  and  the  National  Tubercu- 
losis and  Respiratory  Disease  Association. 

Goals  of  the  tuberculin  testing  program  are 
to  identify  and  treat  infected  children  and  to 
find  and  treat  the  active  cases  among  the 
reactors’  associates  who  disseminated  the  in- 
fection. 

■Many  of  the  children  infected  trith  tubercle 
bacilli  will  develop  active  disease  within  one 
year  of  infection  if  no  isoniazid  is  prescribed. 
Isoniazid  chemoprophylaxis  is  believed  man- 
datory for  jwsitise  reactors  through  school 
age  because  of  the  relatively  high  ri.sk  atten- 
ding tuberculous  infection  in  these  individu- 
als. The  State  provides  isoniazid  free  to  all 
])ersons  for  whom  it  is  prescribed. 

Snccessfnl  tuberculin  testing  retjuires  ])lan- 
ning.  The  sup])ort  of  the  county  medical  soci- 
ety is  essential  and  the  interest  and  support 
of  the  Parent-Teacher  Association  is  funda- 
mental to  the  program.  The  school  authori- 
ties must  be  included  in  the  planning.  These 
include  school  boards,  faculty  committees, 
and  teachers’  associations.  The  local  tubercu- 
losis association  can  be  of  assistance  in 
providing  information  and  publicity. 
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Multiple  puncture  tuberculin  tests  are  used 
for  school  screening  programs  because  of 
their  simplicity.  All  detectable  reactions  to  a 
multiple  puncture  test  should  be  retested 
with  a Mantoux  test  using  5TU,  PPD.  Esti- 
mates can  be  made  as  to  how  many  children 
and  adults  will  need  tuberculin  tests,  x-rays, 
and  medical  services  including  preventive 
therapy.  About  95  per  cent  of  the  number  of 
children  enrolled  will  participate  as  some  will 
be  absent.  About  one  per  cent  of  all  first 
graders  will  have  positive  reactions.  The 
family  associates  of  reactors  should  be  skin 
tested.  The  average  number  of  associates  can 
be  roughly  estimated  at  five  per  child  reactor — 
two  adults  and  three  other  children.  Nearly 
30  per  cent  of  the  associates  will  have  positive 
tuberculin  tests  and  will  need  chest  x-rays. 
The  same  system  applies  to  5th,  9th,  and  12th 
graders,  except  that  the  reactor  rate  will  be 
higher:  two  per  cent  ami  five  )>er  cent.  .\j> 
proximately  20  per  cent  of  the  school  employ- 
ees will  be  positive  reactors.  1 hese  estimates 


used  in  planning  will  lead  to  relatively  little 
waste. 

Since  1952,  isoniazid  has  been  extensively 
used  throughout  the  world  both  for  treat- 
ment as  tvell  as  for  preventive  therapy.  Ex- 
tensive use  by  the  U.S.  Public  Health  Service, 
the  military  services,  and  in  foreign  (ountries 
has  shown  that  isoniazid  can  reduce  the  inci- 
dence of  tuberculosis  in  tuberculin  reactors. 
Curry'  showed  00  times  liigher  tul)ercidosis 
disease  rates  among  those  who  did  not  receive 
isoniazid  in  the  San  Erancisco  schools. 

Isoniazid  prophylaxis  is  the  purpose  of  school 
tuberculin  testing  jmograms.  The  preparatory 
health  education  for  students  and  parents 
should  include  information  regarding  preven- 
tive treatment  with  isoniazid,  which  acts  by 
diminishing  the  bacterial  population  in  the 
initial  in\isible  lesions. 

vCiirrc,  M.  ].  .Aiclih’rs  of  lun'iioiimciiUil  llcdllh 
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Narcotic  Identification  Guide 


Today’s  drug-concerned  public  now  has 
available  two  new  Narcotic  Identification 
Guides.  These  are  incentive  items  created  by 
National  Dealers  Service  who  develop  calcu- 
lators and  slide  charts  for  motivational  use. 
These  slide  charts  are  the  first  drug  identifica- 
tion items  on  the  market  to  offer  the  low  cost 
reqtiired  for  mass  marketing  distribution. 

Available  in  two  sizes,  the  attractive  Narcotic 
Guides  present  important  data  from  govern- 
ment sources  in  a handy,  easy-to-read  style. 
The  larger  slide  chart,  four  inches  by  eight 
inches,  is  titled  “My  Child?  Never!”  and  is 
printed  on  extra  heavy  weight  stock.  It 
features  a listing  of  20  different  drugs  and  the 
symptoms  of  abuse,  dangers  of  abuse,  how 
taken,  and  symptoms  of  withdrawal  for  each 


one.  Information  was  secured  from  the  U.  S. 
Bureau  of  Narcotics  and  Dangerous  Drugs  in 
Washington,  D.  C.  It  is  easily  mailed  in  an 
ordinary  business  size  envelope.  Cost  per  1000 
is  20(‘  each,  with  the  jirice  reducing  to  10(* 
per  item  for  larger  quantities. 

The  smaller,  three  by  five  inches,  is  a slide 
chart  which  highlights  a dozen  different 
drugs  and  the  physical  symptoms,  what  to 
look  for,  and  the  dangers  of  each  one.  It 
includes  a listing  of  symptoms  common  to  all 
narcotics.  Information  was  secured  from  the 
Office  of  the  District  Attorney  in  Queens, 
New  York.  Cost  is  365  per  1000  and  may  be 
as  low  as  2if  per  item  for  larger  quantities. 
For  details,  write  to  the  National  Dealers 
Service,  33  Rockwell  Place,  Brooklyn,  N.  V. 
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Alotof 
Americans 
are  suffering  fiom 

withdrawal 

synqitonis. 


^VIl  at’s  wrong? 

'You’re  making  more  money  than 
yon  e\  er  hav  e. 

Blit  every  time  you  plan  on  putting 
money  into  your  sa\  ings,  you  end  up 
withdrawing  some. 

.Maybe  you’re  buying  too  many 
little  things  you  don’t  really  need. 
Little  here,  little  there.  .After  awhile 
it  adds  up. 

'^'ou  know,  that’s  just  the  theory 
behind  the  Payroll  .Savings  Plan, 
’i’ou  sign  up  where  you  work, and  they 
set  a little  aside  from  each  paycheck 
and  use  it  to  buy  L’.S.  Sa\-ings  Bonds. 
A’ou  don’t  really  miss  the  money  that 
wa\-  . . . and  before  >’ou  know  it, 
you’ve  got  a nest  egg  that’s  really 
worth  something. 

.And  now  there’s  a bonus  interest 
rate  on  all  I’.S.  Savings  Bonds  — 


for  ¥.  Bonds,  when  held  to 

maturity  of  5 years,  10  months  (49j 
the  first  >ear).  That  extra 
payable  as  a bonus  at  maturity, 
applies  to  all  Bonds  issued  since 
June  1,  19/0  . . . with  a comparable 
improvement  for  all  older  Bonds. 

'I'he  Payroll  Sa\  ings  Plan.  .A  great 
way  to  save  a little  here,  a little  there 
and  end  up  with  a bankroll. 


Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 


. TK*  U.S  G««ernmenl  do**  not  pay  fo*  lh>a  ad.arliaomon 
• I h ■*  praoMiad  a«  a mUk  aervKc  in  ro«»*fa<>on  wilK  T>h 
Daparlmeni  ol  IK*  Traatwry  and  THe  Adverliatng  Cownol 


THE  JOl’RX.AL  OF  THE  MEDIC.AE  SOCIETY  OF  NEW  JERSEY 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  forvitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 
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SQUIBB 

The  Priceless  In^redieot  of  every  produr  t 
is  the  honor  and  integrify  of  its  maker.'’” 


ISqgibb  4 Sons.vjpo.  1970 
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The  get-up-and-go 
summer  cdd 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  TWT  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  V 

urinary  retention.  Caution  ambulatory  patients  that  drowsi-  'i' 
ness  may  result. 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


i 
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JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a v\/ay 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Similar  palhalogic  processes  may  involve  gallbladder, 
l>ancreas,  a?id  the  papilla. 


Papillitis,  Gallstones, 
And  Pancreatitis* 


Victor  D'Ambrosio,  M.D. /Murray  Hill 

Could  gall  stones  and  recurrent  pam  reatitis 
have  a common  cause?  This  cjuery  remains 
unanswered.  Here  is  a case  which  has  some 
value  in  answering  that  significant  cjuestion. 

The  anatomy  of  the  choledochal  junction, 
although  very  complex,  is  well  defined.  Func- 
tionally, the  most  important  element  is  the 
sphincter  choledochus."  Tonic  contraction 
of  this  muscle  is  responsible  for  the  filling  of 
the  gallldadder  in  intervals  between  meals. 
Its  relaxation  permits  discharge  of  bile  into 
the  intestine.  (Contraction  of  the  .\mjndla  of 
Vater  may  result  in  reflux  of  juices  into  the 
pancreatic  and  bile  ducts  at  the  point  where 
the  two  structures  have  a common  entrance 
into  the  duodenum,  or  into  each  one  where 
the  two  ducts  are  separate. 

Some  patients  with  biliary  tract  disease  and 
stones  develo])  pancreatitis,  regardless  of  the 
surgery  performed  on  the  gallbladder  and 
common  duct,  unless  a sphincterojjlasty  is 
also  performed.  Obviously  stones  and  cholecys- 
titis are  not  the  cause  of  pancreatitis.  .Scwne 
patients  who  have  jiancreatitis  go  on  to  de- 
velop gallstones  and  cholecystitis. 

Our  case  is  one  in  which  pancreatitis  existed 
before  any  gall  stones  developed.  .Several  gall- 
bladder series  taken  in  the  past  had  been 
normal,  but  bouts  of  pancreatitis  continued 
to  recur.  I'he  pancreatitis  was  caused  by  tlie 
inflammatory  ]jrocess  taking  place  at  the  duo- 
dena! choledochal  junc  tion,  producing  fibrosis 
of  the  Sphincter  of  Oddi.  This  w'as  shown  by 
In'ojjsy.  (See  Figure  I) 

I he  arrangement  of  the  sjihincter  in  this  pa- 
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Figure  1— File  al)o\e  micropholograpli  of  the  hiopsy 
of  ihc  Sphincter  of  Oddi  stunvs  dilluse  c [ironic  inliam- 
ination  and  extensice  fihrosis  which  lias  almost  tom- 
pietely  replaced  the  nmscle  laver. 

tient  was  that  of  the  common  channel.  I he 
preoperative  c holangiogramr  showed  a retro- 
grade filling  of  the  pancreatic  duct  without 
dilatation  of  it.  (See  x-rays.  Figures  If  and  111) 

Following  the  diiodcnotomv,  the  sphincter 
was  found  to  be  stenoscd,  fibrotic,  and  hard 
to  prolie.  Our  findings  are  alscj  in  support  of 
the  thesis  that  papillitis  did  exist  and  that  the 
cholesterol  crystals  scattered  in  the  galllilad- 
cler’s  mucosa  were  not  of  a size  capable  of 
producing  severe  attacks  such  as  the  patient 
had  been  experiencing  during  the  past  ten 
years.  Here  we  ha\e  tlie  exact  condition 
Nardi,  et  al.^  have  been  talking  aI)out — jno- 

•From  the  ncpartment  of  Siirgcrv,  Ocerlook  Flos]dtal, 
.Summit,  New  Jersey. 

t Cdiolographin  used  in  this  study  was  furnished  by 
Fi.  R.  Sf|uihh  & Son. 
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Figure  II— This  pre-operative  cholangiograin  shows  a 
iioiinal  extrabiliary  tract  without  stones  or  dilatation 
of  the  biliary  ducts.  Beautifully  visualized  is  the  pan- 
creatic duct  which  is  normal.  Note  tlie  common  chan- 
nel arrangement.  T-tulte  is  well  in  place. 

claiming  the  existence  ol  papillitis  as  the 
cause  not  only  of  recurrent  pancreatitis,  but 
also  perhaps  of  gallstones. 

The  suggestion  that  gallstones  form  in  the 
presence  of  stenosis  and  infection  seems  to  he 
Itorne  otit  in  cases  like  this.  The  caitse  lor  the 
formation  of  stones  and  of  pancreatitis  in 
stich  cases,  I believe,  nuist  be  lotiiul  in  tlie 
changes  of  the  anatomy  of  the  organ  tvhose 
ftinction  has  been  altered.  Cihatiges  in  the 
chol(>do(hal  duodenal  junction  are: 

Fibrosis  of  Ihc  S])hiiicter;  stenosis  of  the  sphiiictei; 
rcilux  of  bile  and  [jancreatic  juices  into  the  respecti\e 
ducts;  and  infection  and  stenosis. 

Tliis  theory  was  exposed  in  my  previotts  re- 
port^  on  fongenittil  anomalies  of  gall  hhtdder 
and  hi  e ducts. 

1 he  n?'  ; .ignificant  and  decisive  step  in  the 
treatmi  . t of  our  patient  with  regard  to  sur- 
gery va;  ielded  i s the  results  of  the  evoca- 
tive test.  This  test  was  an  injection  of  10 
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milligrams  of  morphine  and  one  milligram  ot 
prostigmine  intra-muscularly.  Within  ^-iO  min- 
utes, following  this  injection,  the  amylase 
climbed  to  288  units  and  the  patient  experi- 
enced a full  blown  attack  of  pancreatitis. 
This  was,  to  me,  proof  of  the  need  to  explore 
the  sphincter  and  suggested  sphincteroplas- 
ty as  the  way  to  a permanent  cure  in  this 
patient.  We  did  obtain  a full  recovery  with- 
out any  recurrence  within  the  last  four  years. 

It  has  been  stated  that  the  management  of 
the  patient  with  recurrent  pancreatitis  is  still 
controversial  and  that  it  will  remain  so  until 
a better  understanding  of  the  underlying 
causative  mechanism  is  achieved.  But  this  re- 
port is  testimony  to  the  fact  that  there  are 
cases  in  which  the  mechanism  of  pancreatitis 
(with  or  without  gallstones)  is  obvious  and 
so  is  the  surgical  management. 

There  is  a definite  papillitis  with  spasm  and 
stricture  of  the  Sphincter  of  Oddi  which  pro- 
duces this  form  of  pancreatitis.  The  surgical 


Figure  III— Ibe  |)rc-operali\ c i liolaugiograui  shows  a 
normally  lilliiig  gallbladder  with  a phrvgiau  rap  and 
no  evidenre  of  cholelithiasis. 
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treatment  should  be  a transduodenal  sphinc- 
terotomy tvith  removal  of  the  gallbladder  and 
with  exploration  of  the  common  bile  duct. 
The  works  of  Dubilet  and  Mulholland*  have 
pointed  up  different  versions  of  the  same 
problem. 

The  inflammatory  process  reaches  its  max- 
imum etiologic  significance  Avhen  it  affects 
the  sphincter’s  muscular  and  mucosal  com- 
plex. It  makes  little  difference  tvhether  the 
common  bile  duct  and  the  pancreatic  duct 
have  or  do  not  ha\e  a common  channel.  The 
end  result  is  papillitis  with  obstruction. 

The  patient  with  pain  in  the  right  upper 
cpiadrant  needs  a broad  diagnostic  approach. 
-Ml  patients  with  acute  cliolecwstitis  shoidd  l>e 
considered  as  possible  candidates  of  recurrent 
pancreatitis.  To  confirm  the  diagnosis  there 
are  pancreatic  en/yme  studies  as  well  as  the 
evocative  test,  which  may  be  followed  by  an 
acute  attack  of  pancreatitis  along  with  an 
elevation  of  temjjerature  and  an  increase  in 
Avhite  cell  count. 

.\merican  pliysicians  are  primarily  responsi- 
ble for  developing  a scientific  approach  to 
the  proltlem  of  the  pathology  of  the  Sphinc- 
ter of  Oddi  as  it  relates  to  recurrent  jian- 
creatitis. 

In  re\iewing  this  case  in  tiie  light  of  present 
day  knowledge  of  papillitis  as  a distinct  enti- 
tv,  it  was  gratifying  to  read  that  in  France 
physicians  are  beginning  to  recognize  this. 
I hey  report-’  evitlence  to  the  cause  and  rela- 
tionship of  recurrent  common  duct  stones 
and  pancreatitis.  .Alexander''’  cited  a study  of 
fourteen  patients  tvith  recurrent  gall  stones. 
In  his  jtidgment  precipitant  factors  were: 
inflammation  of  the  Sphincter  of  Oddi  in  six 
patients;  pancreatitis  in  three;  ducKlenal  bil- 
iary reflux  in  two;  and  unknown  cau,se  in  three 
patients.  .Spincterotomy  and  choledochoduo- 
dcnotomy  in  older  patients  Avere  ad\ocated. 

1 he  inflammatory  process  in  the  Sphincter  of 
Oddi  is  definitely  the  primary  factor  in  recur- 
rent calcidi  in  the  common  bile  duct  and  in 
pancreatitis. 

\’()I,.  (iS-M  .\II5F.R  (i-Jl  NE,  1971 


This  patient  teas  admitted  Avith  \omiting  and  with 
acute  severe  epigastric  pain  radiating  to  back.  He 
appeared  slightly  jaundiced  and  had  mild  temperature 
elevation.  Pain  and  deep  tenderness  localized  in 
mid-epigastrium. 

Oral  cholecystograrn:  So  radio-opaque  or  lucent  calculi 
Avithin  the  gallbladder.  FolloAving  fat  stimulus  there 
Avas  partial  evacuation  of  the  content.  Tltere  Avas  toxic 
granulation  in  granulocytic  series.  Bilirubin  total  Avas 
2.80— direct  0.80,  indirect  2.00;  thvmol  tubiditv  Avas 
3.88  (0-40  U.)  , transaminase  Avas  29.7  (8.40  U.)  , and 
alkaline  phosphatase  Avas  5.6. 

Six  months  later,  he  Avas  readmitted  Avith  scAerc  mid- 
epigastric  pain,  cold  SAveat,  and  vomiting. 

X-ray  study:  Chest  normal,  I\  P reported  normal, 
barium  enema  Avas  normal. 

Oral  cholecystograrn:  The  gallbladder  shoAved  adequate 
concentration  of  contrast  media  and  no  calculi.  I'he 
upper  gastrointestinal  series  revealed  delayed  emptying 
of  stomach  and  pcx>r  visualization  of  duodenum.  Avhich 
appeared  somcAvhat  irritable.  This  finding  Avould  give 
strength  to  the  Dubilet  theory  Avhich  considered  biliary 
tract  and  pancreas  as  one-function  unit. 

•\  small  boAvel  scries  Avas  normal.  HoAvcAcr,  there  Avas 
evidence  of  a dilated  Itntp  across  the  epigastrium, 
defined  as  a sentinel  loop  in  presence  of  acute  pan- 
creatitis. Scrum  bilirubin  Avas  0.6;  alkaline  phospha- 
tase Avas  12.8,  amylase  Avas  430  T.  (60-160),  calcium 
Avas  9.7,  phosphorus  Avas  2.5,  and  aldosterone  and 
catecholamines  Averc  reported  normal. 

Treatment:  He  Avas  treated  Avith  intravenous  fluids, 
na.sogastric  suction,  penicillin,  and  streptomvein.  He 
Avas  discharged  Avith  a diagnosis  of  pancreatitis,  sec- 
ondary to  papillitis. 

Three  years  later  he  Avas  readmitted  bccau.sc  of  failure 
of  medical  regimen  to  control  pain  and  vomiting. 
Serum  amylase  Avas  iioav  412.  lU  N 20,  scrum  hiliruhin 
0.2,  and  piuxsphorus  3.2.  The  patient  became  comfort- 
able on  anticholinergic  drugs  and  diet.  Scrum  amvlase 
dropped  to  88  units.  Our  diagnosis  of  papillitis, 
secondary  pancreatitis,  and  cholecAstitis  was  confirmctl. 

Surgery:  .\t  surgerv  a right  upper  ])aramc<lian  incision 
Avas  made  and  carried  through  all  layers.  Exploration 
of  the  abdomen  rcAcaled  a normal-sized  gallbladder, 
considerable  scarring  of  the  hepato-AliuKlenal  ligament, 
pancreas  of  normal  size  and  consistency,  cystic  duct, 
and  common  bile  duct  also  of  normal  size,  f hen  the 
lesser  sac  Avas  explored.  .\  Kocher  maneuver  Avas  done. 
The  cystic  arterv  Avas  doubly  ligated  and  divided.  1 he 
cvstic  duct  Avas  freed  and  a temporarv  ligation  applied. 
A straight  catheter  Avas  then  passed  into  the  partly 
opened  cvstic  duct  and  a cholangiogram  performed. 
\Vc  had  a beautiful  a isualization  of  the  common  bile 
duct,  the  intra-hcpatic  ducts,  and  the  pancreatic  duct 
Avith  the  .Santorini  duct. 

1 he  main  pancreatic  duct  ami  its  branches  Avere  not 
dilated.  The  duct  of  5Virsung  and  the  common  bile 
duct  Avere  seen  to  hace  a common  channel.  .A  (lit- 
odenotomv  incision  Avas  made  longitudinally  betAveen 
the  second  and  the  third  portions  of  the  duodenum.  .-V 
Bakes  dilator  Avas  passed  Avith  ease  into  the  duodeiAum. 

sphinclerotomv  Avas  performed.  The  incision  Avas 
made  deep  into  the  sphincter.  piece  of  tissue  Avas 
obtained  from  the  sphincter  and  sent  to  the  patholo- 
gist. 

There  Avere  no  stones  in  the  .Ampulla  of  A'ater.  The 
common  bile  duct  Avas  explored  and  flushed.  No  stones 
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were  seen  or  found.  A Penrose  drain  was  placed  in  the 
Morrison's  pouch  and  brought  out  with  the  T tube 
through  a stab  wound. 

Conclusion 

the  Itasis  of  the  clinical  and  pathological 
evidence  presented  here  there  is  no  doubt 
that: 

(1)  Papillitis  exists  as  a distinct  entity. 

(2)  Papillitis  leading  to  fibrosis,  pancreatitis, 
and  stenosis  can  be  the  cause  of  cholecystitis 
and  cholelithiasis. 

(3)  Tlie  biliary  tree  and  the  duodenum  per- 
form as  a single  unit  physiologically,  and, 
therefore,  when  the  process  of  papillitis  takes 
place  both  the  biliary  tract  and  the  pancreatic 
duodenal  system  can  be  affected  and  lay  the 
ground  for  pancreatitis  and/or  cholecystitis, 
and  ultimately  for  cholelithiasis. 

(4)  Pancreatitis  and  biliary  tract  disease  (as  a 
result  of  papillitis)  must  be  borne  in  mind 


and  the  surgeon’s  approach  to  a patient  sus- 
pected of  having  either  condition  planned 
accordingly. 

(5)  The  evocative  test  is  an  important  aid  to 
the  operating  surgeon  if  a normal  gallbladder 
is  present. 

The  case  reported  here  well  supports  the 
claim  of  papillitis  as  a separate  entity. 
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Pamphlet  On  Plastic  Surgery  of  the  Nose 


A new  eight-page  pamphlet.  Facts  About 
Plastic  Surgery  of  the  Fiiose,  has  been  pub- 
lished by  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery.  It  pro- 
vides answers  to  the  most  common  tpiestions 
on  the  subject.  By  now,  more  than  500, ()()() 
people  annually  undergo  stirgery  to  improve 
their  appearances  or  to  correct  congenital  or 
accidental  deformities,  yet  too  little  is  known 
about  this  common  form  of  plastic  surgeiA'. 

T’>e  pocket-sized  booklet  lists  important 
prerequisites  and,  especially,  the  sense  of  real- 
ism and  emotional  maturitv  patients  need 
when  approaching  nasal  surgerv'.  In  easily- 
understoud  language,  the  patient  is  gently 
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cautioned  that  everyone  is  not  necessarily  a 
good  candidate  for  such  surgery  and  that  not 
every  patient  can  be  accepted  for  an  oper- 
ation. In  concise  outline,  surgical  and  post- 
operative procedures  are  presented  to  provide 
a picture  of  what  the  patient  should  expect. 
Realistic  attitudes  are  stressed  repeatedly  to 
ensure  that  the  patient  does  not  look  for 
miracles,  and  that  he  will  accept  the  fact  that 
this  surgery  is  performed  to  provide  a uni- 
form and  esthetic  balance  for  the  face. 

Stunple  copies  of  the  brochure  are  available 
from  The  American  .\cademy  of  Facial  Plas- 
tic and  Reconstructive  Surgery,  Inc.,  1110  ^V. 
Main  Street,  Durham,  North  Carolina  27701. 
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The  seldom  suspected  relationship  between  the  upper 
digestive  and  lower  respiratory  tracts  is  here  empha- 
sized and  illustrated. 


Pulmonary  Complications  Of 
Esophageal  Abnormalities 


Samuel  Cohen,  M.D.  and  Alfredo 
D.  Recano,  Jr.,  M.D.*/Jersey  City 

Esophageal  lesions  or  disturbances  of  its  func- 
tion may  be  associated  with  pulmonary 
manifestations  and  disease  as  a result  of  “spill- 
over.” Often  neither  the  physician  nor  the 
patient  appreciates  that  there  may  be  an  in- 
ter-relationship. In  recent  years,  increasing  at- 
tention has  been  placed  on  gastroesophageal 
reflux  (with  or  without  associated  x-ray  evi- 
dence of  hiatal  hernia),  not  only  as  an  im- 
portant factor  in  esophageal  but  also  of  respi- 
ratory complications.  Recognition  and  treat- 
ment of  the  underlying  primary  condition 
may  prevent  pulmonary  complications. 

Embryologically,  the  air  passages  beyond  the 
pharynx  develop  as  outpouches  of  the  foregut 
and  the  orifices  of  the  two  adidt  tracts  are 
critically  juxtaposed.  Four  mechanisms  pre- 
vent regurgitation  or  aspiration  of  food  or 
esophageal  (and  gastric)  contents  into  the 
trachea.  These  are:  (1)  the  larynx  which 

“guards  the  door”  to  the  air  passages;  (2)  the 
cough  reflex;  (3)  the  pharyngo-esophageal 
sphincter  at  the  level  of  the  cricopharyngeus; 
and  (4)  the  valve  at  the  lower  end  of  the 
esophagus. 

Poor  muscle  tone  of  the  sphincter  (aside 
from  mechanical  obstruction  at  this  junc- 
tion) may  result  in  overflow  of  swallowed 
material  into  the  larynx  or  trachea.  There 
may  be  incompetence  at  the  cardioesophageal 
junction  when  it  slides  upward  beyond  its 
normal  attachments  below  the  diaphragm.  It 
is  most  commonly  associated  with  a sliding 
hiatal  hernia  but  it  may  be  present  without 
x-ray  evidence  of  hernia  or  absent  with  some 
hernias.  .Several  mechanisms  normally  pre- 


vent gastroesophageal  reflux:  (1)  intrinsic 

sphincter  mechanism  in  the  lower  esophagus; 

(2)  the  sling-like  action  of  the  hiatal  muscu- 
lature; (3)  the  possible  valve-like  action  of 
the  mucosal  fold  at  the  esophagogastric  junc- 
tion; (4)  the  acute  angle  of  entry  of  eso- 
phagus into  the  stomach;  and  (5)  the 
stretching  and  a lower  than  normal  insertion 
of  the  phrenoesophageal  ligament.  Cinefluo- 
rography  of  the  esophagus,  as  a supplemen- 
tary technic  to  other  diagnostic  modalities, 
has  provided  objective  criteria  for  evaluating 
esophageal  reflux. 

Achalasia  is  a chronic  disorder  of  motility 
that  leads  to  obstruction  at  the  level  of  the 
esophagogastric  sphincter.  It  is  not  actually  a 
cardiospasm  but  rather  failure  of  the  sphinc- 
ter to  relax  in  the  act  of  swallowing.  The 
fundamental  lesion  is  assumed  to  be  degener- 
ation of  the  ganglion  cells  of  the  myenteric 
(Auerbach’s)  plexus  of  the  esophagus.  It 
leads  to  stagnation  of  food  and  fluid  because 
of  obstruction,  and  aspiration  or  regurgita- 
tion, particularly  in  the  recumbent  position. 
This  is  the  mechanism  for  “spill  over”  into 
the  tracheobronchial  tree. 

Diverticula  are  classified  as:  (1)  hypopharyn- 
geal  (Zenker’s) — pulsion  type;  (2)  mideso- 
phageal — usually  at  the  level  of  bifurcation  of 
trachea — frequently  the  traction  type;  and 

(3)  epiphrenic — usually  found  in  association 
with  achalasia. 

Herniation  through  the  esophageal  hiatus  is 
the  most  common  and  most  important.  Such 
hernias  are  frequent  particularly  in  over- 
weight women.  There  are  three  types:  (1) 

• Dr.  Cohen  is  the  Medical  Director  of  the  Poliak 
Hospital  for  Chest  Diseases  in  Jersey  City  and  Dr. 
Recano  is  Chief  Medical  Resident  there. 
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sliding — comprising  about  75  per  cent  of  Case  One 
cases  in  which  the  esophagogastric  junction 
is  in  the  thorax  alrove  the  level  of  the  dia- 
phragm and  the  herniated  part  of  the  stom- 
ach is  partly  covered  by  jreritoneum;  (2)  roll- 
ing (about  20  per  cent  of  cases) — the  esoph- 
agogastric junction  is  normally  situated  be- 
low the  diaphragm.  It  is  sometimes  called 
paroesophageal  because  the  hernia  occurs  not 
through  the  esophageal  hiatus  but  through 
an  opening  separated  from  the  hiatus  by  a 
small  band  of  diaphragmatic  muscle.  In  large 
hernias  of  this  type,  a portion  of  the  colon  may 
also  be  found  in  the  sac;  and  (3)  combined 
or  mixed  type,  accounting  for  5 per  cent. 

Discovery  of  a hiatal  hernia  is  not  synony- 
mous with  clinical  significance  and  it  is  not 
uncommon  for  such  a hernia  to  be  an  inci- 
dental finding.  Sometimes,  large  hernias  may 
be  present  without  any  symptoms.  Also,  the 
hiatal  hernia  may  not  be  the  cause  of  the 
patient’s  symptoms;  other  conditions,  such  as 
pe]itic  ulcer,  gallstones,  or  intra-abdominal 
cancer,  for  example,  may  be  overlooked  in 
the  presence  of  a hernia. 

Symptoms  may  be  due  to  these  complications: 

(a)  mechanical  factor — the  sac  empties  slowly 
after  meals  giving  rise  to  pressure  in  the  chest 
or  retro-sternal  pain  (tisuallv  lower),  dyspnea, 
palpitation.  Cough  and  diaphragmatic  irrita- 
tion may  cause  spasms  of  pain  or  hiccough. 

Symptoms  are  frecpiently  associated  with 
change  in  posture;  (b)  gastroesophageal  relliix 
— often  associated  with  esophagitis  and  stric- 
ture; (c)  blood  loss — massive  or  slow  oozing 
causing  iron  deficiency  anemia;  and  (d)  symp- 
toms arising  from  an  ulcer  in  the  sac  or  pe])tic 
ulcer. 

Cough  and  expectoration  are  almost  univer- 
sal symptoms  at  one  time  or  another  and  may 
be  due  to  a variety  of  causes.  To  ])lace  this 
spei  trum  of  symptoms  in  its  proper  perspec- 
tive, we  have  had  the  o|>portunity  to  observe 
:i  select  group  of  jtatients  in  whom  such 
.'•ivntoms  were  accompanied  by  object  he  ra- 
diobtgu:  faidirigs  in  both  the  lungs  and  eso- 
phaeogastric  trai  f The  mechanism  of  asjtira- 
tion  acc  timted  for  the  pulmonary  abnormali- 
ties. I'uii'  such  (.isi's  are  heie  presented. 


A female,  age  7~>,  was  lust  seen  in  19T)  with  a history 
of  cough,  sputum,  and  wheezing  for  alrout  nine  years. 
The  right  lung  revealed  dullness  with  rales  in  the 
lower  lobe.  Chest  x-ray  (f  igure  1)  showed  a band  of 
infiltration  in  the  lower  portion  of  the  right  lung.  A 
diagnosis  of  probable  chronic  pneumonitis  and  asso- 


Ca.se  1— Figure  2— IfKiti 
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dated  bronchiectasis  was  made.  An  antibiotic,  cough 
expectorant,  and  use  of  steam  inhalations  were  pre- 
scribed. The  patient  was  next  seen  a year  later  with 
a recent  e.xacerbation  of  symptoms.  In  addition,  a his- 
tory was  now  elicited  of  some  difficulty  in  swallowing 
and  frequetit  "choking  sensation."  The  chest  plate 
indicated  bilateral  infiltration.  A gastrointestinal  study 
(Figure  2)  showed  some  of  the  opaque  material  in  the 
trachea.  There  was  no  fistulous  communication.  The 
impression  was  that  of  recurrent  and  chronic  inflam- 
matory changes  of  the  lungs  (perhaps  with  bronchiec- 
tasis) as  a result  of  a probable  defective  neuromuscular 
mechanism  of  the  swallowing  reflex.  Intake  of  small 
amounts  of  haby  food  frequently  was  suggested— also 
the  "sleep  high”  position  was  advocated  and  the  re- 
sumption of  antibiotics  during  sustained  periods  of 
increased  cough  and  sputum. 


Case  Two 

.\  male,  age  69,  had  a history  of  cough  and  phlegm, 
with  some  shortness  of  breath  for  the  past  seven  years. 
.\  choking  sensation  was  often  present.  He  noted  that 
the  food  "stayed  in  a pocket”  which  he  regurgitated 
sometimes.  He  coughed  mostly  at  night.  Physical 
examination  disclosed  dullness  and  rales  in  the  left 
lower  lobe.  The  roentgenogram  (Figure  3)  revealed 
some  widening  of  the  aorta  and  slight  cardiomegaly, 
an  old  fibrocalcific  focus  below  the  second  left  anterior 
rib  with  a pleural  calcific  platpie  along  the  lateral 
margin  of  the  hemithora.x,  and  definite  infiltration 
alxrve  the  left  diaphragm  with  obliteration  of  the 
costophrenic  angle. 


Case  II  — Figure  1—1968 


The  patient  had  had  a barium  study  a year  and  a half 
before  and  a review  ol  the  film  (Figure  4)  showed  a 
large  saccular  type  diverticulum  in  the  upper  third  of 
the  esophagus.  The  pulmonary  pathology  at  the  left 
base  was  considered  to  be  chronic  pneumonitis  sec- 
ondary to  "spill  over”  from  the  diverticuhim.  He  called 
fi\e  weeks  later  to  say  he  was  definitely  improved  after 
utilizing  essentially  the  same  regimen  as  Case  1. 


Case  II— Figure  3—1970 


Case  Three 

A male,  age  49,  reported  that  in  the  last  six  months, 
he  had  lost  about  15  pounds.  He  had  a cough  with 
bloodv  sputum  noted  about  two  months  earlier.  Fuber- 


Case  III— Figure  5—1968 
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Case  III— Figure  7—1970 

The  patient's  general  condition  was  very  poor.  I. tings 
showed  dullness  and  rales  in  both  lower  lobes.  .Sputum 
examinations  were  negative  for  malignant  cells  and 
ttibercle  bacilli.  Some  of  the  serial  chest  lihns  are  here 
presented  (Figures  8 and  9)  showing  the  recurrent 
bilateral  lower  lung  field  involvement.  The  patient 
receired  antibiotic  therapy  with  cough  expectorants. 


Case  IV— Figure  8—1964 


ctilin  test  was  negative.  Sputum  was  negative  for  acid 
fast  bacilli  but  showed  proteus  organisms.  He  was 
placed  on  .\mpicillin®.  Further  inquiry  elicited  that 
he  had  foul  sputum  for  a short  period  and  regurgitated 
food  at  times.  The  chest  x-ray  (Figure  5)  showed 
infiltration  in  the  right  upper  lobe  with  an  area  of 
"hi-lite.''  X-ray  series  (Figure  6)  revealed  marked 
narrowing  at  the  cardiac  end  of  the  esophagus  with 
dilatation  alxive.  It  was  felt  that  the  patient  had 
stippurative  pneumonitis  and  abscess  formation  simu- 
lating tuberculosis  on  the  roentgenogram  and  resulting 
from  aspiration  secondary  to  achalasia.  He  was 
esophagoscoped  on  two  occasions  and  bougies  were 
introduced.  Fhe  patients  symptomatology  improved 
and  serial  chest  hints  showed  a stable  focal  residue.  An 
operation  (Heller)  was  refused  and  he  left  the  hos- 
pital two  months  later.  He  was  readmitted  six  months 
after  discharge  with  symptoms  of  shortness  of  breath 
aiuf  espigastric  distress  caused  by  greasy  and  spicy 
hxxls.  He  coughed  frequently  at  night  and  had  lost 
weight.  Fhe  patient  now  agreed  to  the  operation.  .\ 
left  thoracotomy  was  done  with  esophagogastric  my- 
otomy with  an  intercostal  muscular  pedicle.  .Marked 
dilatation  of  the  esophagus  was  noted  and  biopsy  of 
the  muscle  showed  medullated  nerve  hbers  de\oid  of 
any  ganglion  cells  with  diffuse  eosinophilic  inliltration 
of  the  musculature  and  stomach.  ,\n  esophagogram 
(Figure  7)  prior  to  discharge  showed  a decrease  in  the 
si/e  of  the  esophagus  with  some  moderate  distention. 
Follow-up  studies  have  indicated  considerable  sympto- 
matic improvement. 


Case  Four 

A male,  age  11,  was  seen  in  another  hospital  with 
arteriosclerotic  heart  disease  and  severe  rheumatoid 
arthritis.  For  about  eleven  years,  he  had  frequent 
bouts  of  cough  with  variable  amounts  of  sptitum  aiuf 
shortness  of  breath,  with  occasional  chest  pain  for  six 
vears— also  Irequent  "heart  burn”  and  regurgitation  of 
liijuids. 


Case  111 


m e 6— 1‘1()8 
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The  pulmonary  complications  ol  dysphagia 
per  se,  regardless  of  etiology,  have  been  well 
described  by  Belcher.-  Of  the  non-malignant 
esophageal  lesions  diverticida  and  achalasia 
ha\e  been  long  recognized  as  providing  “re- 
tention traps”  for  aspiration  of  irritating  con- 
tents into  the  broncho-pulmonarv  tree.  Plum- 
mer and  X’insoiv^  in  1921  first  emphasized 
that  patients  with  achalasia  are  likely  to  de- 
velop respirator)'  symptoms.  Holman^'  report- 
ed an  incidence  of  62  cases  (7  per  cent) 
among  934  patients  with  achalasia  observed 
in  the  Mayo  Clinic.  Fifty  of  the  62  had  aspira- 
tion pneumonitis  (37  unilateral),  and  some- 
times simulated  other  entities,  such  as  tuljer- 
culosis,  silicosis,  or  carcinoma.  Fibrosis,  bron- 
chiectasis (as  late  sequelae),  and  abscess 
formation  were  also  noted.  HolmaiP  com- 
mented that  the  pulmonary  complications 
usually  manifested  themselves  in  the  ad- 
\anced  or  decompensated  stage  of  achalasia  at 
which  time  the  radiologic  features  are  apt  to 
be  widening  of  the  mediastinum  to  the  right, 
an  air-fluid  interface  in  the  esophagus  (in  the 
erect  position)  and  absence  of  the  gastric  “air 
bubble.”  However,  as  in  other  medical  condi- 
tions, the  evolutionary  concept  should  be 
considered  and  recurrent  bouts  of  bronchitis 
may  also  be  more  sul)tle  manifestations  of 
achalasia.  Others  have  reported  instances  of 
pneumonia  due  to  aspirated  mineral  oil 
(floating  on  top  of  the  esophageal  column  of 
fluid)  and  infection  with  saprophytic  myco- 
bacteria (not  the  human  acid  fast  bacillus  of 
tid)ercidosis).  Once  achalasia  is  recognized, 
such  complications  increase  the  urgency  for 
aggressive  therapy  by  means  of  dilatation  or 
surgery  (Heller  operation). 

While  asthmatic  wheezing  and  cough  are 
commonlv  associated  with  allergy,  such  symp- 
toms may  occur  on  a non-allergic  basis.  Etio- 
logic  factors  are  varied  and  one  such  category 
is  esophageal  disorders  of  which  gastroesoph- 
ageal reflux  with  aspiration  is  probably 
one  of  the  most  important  and  least  appreci- 
ated.^- ■-  ®-  This  reflux  which  can  exist 
whether  a hiatal  hernia  is  present  or  not,  may 
produce  esophagogastric  and  respiratory 
svmptoms  with  one  or  the  other  combination 
sometimes  being  more  dominant.  In  the 


X-ray  series  (Figure  10)  revealed  curling  of  the 
esophagus  with  a very  large  esophageal  hiatal  hernia. 
It  appeared  obvious  that  the  patient  had  had  repeated 
pulmonary  inflammatory  insults  secondary  to  aspira- 
tion due  to  the  esophageal  findings. 


Case  l\— Figure  9— 19()5 


Case  IV— Figure  10—1965 
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former,  most  jjatients  may  comjjlain  of  heart 
burn,  substernal  discomfort  or  jrain,  lower 
thoracic  pain,  regurgitation  of  esophageal  or 
gastric  contents.  In  the  latter,  symptoms  of 
laryngitis,  wheezing,  bronchitis,  pneumonitis 
may  be  exhibited  and  may,  if  long  continued, 
produce  fibrosis,  bronchiectasis,  and  chronic 
cor  pulmonale. 

Hiebert  and  Belsey®  reported  71  patients 
with  incompetency  (and  no  associated  her- 
nia) among  whom  15  (21  per  cent)  had  aspi- 
ration pneumonitis  and  four  had  night  cough 
relieved  by  surgical  repair.  Urschel  and  Paul- 
son^ rej)orted  an  incidence  of  10  per  cent 
])ulmonaiy  tomplications  in  512  patients  with 
cardioesophageal  incompetence.  Using 
< inelluorography  (with  particular  focus  on  a 
wide  esophagogastric  angle  and  the  height 
and  volume  of  the  barium  reflux)  as  a yard- 
stick, the  incidence  increased  to  61  per  cent 
in  636  patients  seen  subsequent  to  1961. 
Ov'erholt  and  Ashraf®  cited  28  patients  with 
hiatus  hernia  and  long  standing  symptoms  of 
cough  and  wheezing  (six  had  no  esophageal 
symptoms)  . After  surgery,  23  had  significant 
or  complete  regression  of  their  pulmonary 
symptoms.  Recently,  Babb  et  oL^°  reported 
two  patients  in  whom  wheezing  and  cough 
(especially  nocturnal)  had  been  chronic  re- 
fractory complaints  for  many  years  (both  also 
had  esophageal  symptoms  of  reflux).  After 
surgical  repair  with  elimination  of  the  gas- 
troesophageal reflux,  their  symptoms  disap- 
peared. All  this  should  not  invalidate  the 
efficacy  of  medical  treatment  (up  to  a point) 
in  the  alleviation  of  symptoms. 

I he  main  thrust  of  this  report  is  to  re- 


emphasize an  inter-relationship  between  the 
upper  digestive  and  lower  respiratory  tracts 
which  under  certain  circumstances  may  pro- 
duce symptoms  in  the  latter  region.  Appro- 
priate studies  may  be  most  revealing.  The 
pulmonary  symptomatologv'  is  precipitated  by 
the  aspiration  and  deposition  of  irritants  de- 
rived from  the  esophagus  and  stomach.  Pa- 
tients (particularly  middle  age  and  older, 
overweight  females,  and  non-smokers)  with 
non-allergic  wheezing  and  cough  should  be 
interrogated  closely  as  to  difficulty  in  swal- 
lowing, regurgitation  of  food  or  liquids,  par- 
ticularly at  night  or  in  the  recumbent  posi- 
tion. Once  a dual  involvement  is  strongly 
suspected,  appropriate  medical  and/or  surgi- 
cal management  can  be  undertaken  in  a more 
rational  manner. 
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Hydration  following  insulin  ox'erdosage  may  result  in 
fatal  coma  in  the  diabetic. 


Fatal  Brain  Swelling 
And  Overhydration* 


Sylvan  E.  Moolten,  M.D./New  Brunswick 

Deaths  from  severe  diabetic  acidosis  have 
been  markedly  reduced  during  the  insulin 
era,  particularly  as  our  knowledge  of  the 
abnormalities  of  fluid  and  electrolyte  bal- 
ance has  increased.  But  even  in  the  hands 
of  physicians  skilled  in  the  treatment  of  dia- 
betic ketoacidosis,  a significant  mortality  still 
prevails.  This  is  often  among  young  patients 
and,  therefore,  not  attributable  to  underlying 
vascular  disease  or  other  complicating  illness. 
The  clinical  picture  is  generally  that  of  dia- 
betic coma  of  “ordinary”  type  followed  by 
unexplained  deepening  unconsciousness  and 
death.  In  some  cases  one  must,  therefore,  look 
for  changes  in  the  brain  which  defy  adequate 
treatment  of  diabetic  ketoacidosis  with  elec- 
trolytes, fluids,  insulin,  and  glucose.  .Among 
the  possibilities  are  cerebral  edema,  as  in  the 
case  reported  by  Taubin  and  Matz*  and  in  the 
two  cases  described  by  Young  and  Bradley. - 
An  example  of  this  complication  is  reportetl 
here. 

.\  housewife  of  23  was  admitted  in  a coma  with  the 
following  story.  When  she  was  19  she  was  found  to  be 
diabetic  and  was  placed  on  a controlled  diet  with 
insulin.  At  age  21,  she  was  said  to  have  had  "chronic 
noncalculous  cholecystitis  and  duodenitis”  on  the  basis 
of  a gastrointestinal  x-ray  study.  Her  prescribed  diet 
had  been  1800  calories.  Dosage  of  insulin  was  raised 
from  35  units  NPH  to  40  units  NPH  daily  but  no 
record  could  be  obtained  of  the  degree  of  care  she 
exercised,  cither  in  her  diet  or  in  her  insulin  dosage. 
She  ignored  the  requirement  for  frequent  testing  of 
blood  sugar  and  urine.  Sbe  lost  a considerable  amount 
of  weight  between  tbe  time  she  had  been  last  seen  by 
her  physician  and  the  time  of  her  admission  to  the 
hospital. 

Two  weeks  before  admission  to  the  hospital,  she  de- 
veloped an  upper  respiratory  infection.  During  the 
three  days  before  admission,  her  appetite  was  poor  and 
she  ate  very  little  (or  nothing  at  all)  without,  how- 
ever, altering  her  dosage  of  insulin.  In  the  early  hours 
of  the  morning  of  the  day  preceding  admission  (about 


2 a.m.)  her  husband  obserxed  that  sbe  was  irrational 
and  confused.  Many  hours  later  (9  p.m.  of  the  same 
day)  she  was  seen  by  a physician  who  suspected  an 
insulin  reaction  because  of  absence  of  sugar  in  tbe 
urine.  On  his  advice  the  patient  took  six  glasses  of 
sweetened  fruit  juice.  During  the  subsequent  hours 
she  grew  progressively  more  comatose.  She  was  ad- 
mitted to  the  hospital  on  the  following  morning  in  a 
state  of  deep  coma.  Her  respirations  xvere  forceful  and 
deep  (“Kussmaul  breathing")  . She  was  restless  and 
irrational  and  thrashed  about  in  bed.  She  seemed 
markedly  dehydrated.  Her  skin  was  dry  and  cool.  The 
(xlor  of  acetone  xvas  noted  in  her  breath.  Her  bloorl 
pressure  was  125/80,  her  pulse  was  96,  temperature 
100  and  respirations  24.  Pupils  were  sluggish  and 
moderately  dilated.  The  eyeballs  were  soft.  Except  for 
these  findings,  physical  examination,  including  neuro- 
logic examination,  was  negative.  The  admitting  diag- 
nosis was  diabetic  acidotic  coma,  possibly  complicated 
by  brain  damage  resulting  from  previous  insulin 
hypoglycemic  reactions. 

Laboratory  findings  on  admission  revealed  4 plus  sugar 
and  4 plus  acetone  in  the  urine.  The  bkxxl  sugar  was 
476.  Carbon  dioxide  was  9 vol.  per  cent;  the  hemo- 
globin 10.5  per  cent;  RBC  6,100,000;  \VBC  36,900;  seg- 
mented leukocytes  66;  lymphocytes  33;  and  one  mono- 
cyte. Xonprotein  nitrogen  xvas  49  mg.  per  cent. 

Treatment  started  with  itilravenous  fluids  although 
there  were  difficulties  at  first  because  of  the  patient’s 
uncontrolled  movements.  During  the  evening  hours, 
she  was  still  in  coma  despite  having  received  1015 
units  of  regular  insulin  since  the  time  of  admission. 
Her  blood  sugar  xvas  307,  acetonuria  was  still  4 plus, 
and  she  remained  exceedingly  restless,  thrashing  in 
bed.  Blood  pressure  varied  from  120/78  to  210/100.  Sbe 
received  an  additional  2000  milliliters  of  Ringer  lactate 
solution  xvitb  265  units  of  regular  insulin.  Following 
ibis,  her  blood  sugar  dropped  to  151  although  ace- 
tonuria persisted.  Attempts  to  overcome  dehydration 
were  continued  by  administering  large  amounts  of  6- 
molar  sodium  lactate  solution.  Ringer-lactate  solution, 
and  normal  saline  intravenously  to  a total  of  10,000 
milliliters.  Lumbar  puncture  revealed  clear  fluid 
under  somcxvhat  elevated  pressure  with  normal  cell 
count.  During  the  second  day  in  the  hospital,  acetonu- 
ria continued.  The  patient  failed  to  come  out  of 
coma.  Blood  pressure  had  now  risen  to  230  systolic.  On 
tbe  morning  of  the  third  day  her  blood  sugar  was 
306,  carbon  dioxide  xvas  30  vol.  per  cent,  and  blood 
pressure  had  fallen  to  80/44.  Pulse  rate  was  54.  She 
was  cyanotic  despite  administration  of  oxygen.  Pupils 
were  contracted  and  fixed.  The  urine  had  now  become 
almost  completely  free  of  acetone  and  was  consistently 

• From  Middlesex  General  Hospital,  New  Brunswick, 
New  Jersey. 
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ncgalixc  for  sugar.  .Shorlly  afterward  she  died  quite 
sudden  l\ . 

.hitof)sy:  I he  sitbjecf  was  a thin  female  of  23 
withottt  rigor  mortis,  edema,  or  jaundice.  She 
was  of  slight  build  and  seemed  to  have  lost 
some  weight  recently.  Postmortem  lumbar 
puncture  yielded  45  drops  of  clear  fluid  in  15 
seconds.  I'he  brain  seemed  tense  and  some- 
what swollen,  weighing  1300  Grams.  A slab 
of  cerebral  ti.ssue  revealed,  on  cut  section,  a 
conspicuous  degree  of  swelling  of  the  grey 
matter.  Microscopically,  pronounceil  “ceiebral 
edema”  was  detected  in  the  form  of  unusually 
wide  perivascular  spaces  associated  with 
marked  compression  of  the  small  blood  ves- 
sels to  the  point  of  obliteration  of  the  lumen, 
apparently  the  result  of  tamponade  by  fluid 
in  the  jterivascular  space.  The  degree  of  peri- 
vascular swelling  was  exaggerated  in  many 
places  eccentrically  in  the  form  of  small  cysts 
which  bulged  sharply  into  the  neuropil,  es- 
pecial Iv  about  venules.  Varying  degrees  of 
pericellular  edema  were  also  noted,  especially 
in  the  cortex.  The  .small  penetrating  blood 
vessels  of  the  brain  were  severely  tamponaded 
by  similar  accumulations  of  fluid,  distending 
the  Virchow-Robin  sjjaces  and  the  overlying 
•subpial  space  with  corresponding  obliteration 
of  the  subarachnoid  space.  The  ganglion  cells 
and  glial  cells  of  the  brain  showed  no  unusual 
features. 

1 he  pericardium  and  heart  appeared  nonual. 
Both  ventricles  were  firmly  contracted  in 
systole.  The  coronary  arteries  were  delicate 
and  smooth  throughout,  similarly  the  aorta 
and  other  great  vessels.  Microsco])ically  scat- 
tered foci  of  interstitial  inflammation  were 
present  within  the  myocardium,  chiefly  in  the 
form  of  eosinophils,  plasma  cells  and  histio- 
cytes in  the  jjerivascular  areas.  Many  of  the 
ventricular  muscle  fibers  were  irregularly 
shrunken  and  unevenly  stained. 

The  liver  was  somewhat  pale  externally  and 
on  section.  Microscopically  a striking  degree 
of  hydropic  swelling  of  the  hepatic  cells  was 
present,  ihe  appearance  being  compatible 
with  cxtiemc  glycogen  stasis.  'I'he  swollen 
cells  had  caused  compression  of  the  sinusoids 
to  the  |Joint  of  almost  complete  obliteration. 


In  contrast  to  the  bloodless  appearance  of  the 
sinusoids,  the  portal  venules  were  strikingly 
dilated  within  all  the  }X)rtal  fields.  Some  of 
the  arterioles  were  moderately  hyalinized. 

Grossly  there  were  no  apparent  abnormalities 
of  the  pancreas.  Microscopically,  the  pancreas 
was  remarkable  for  the  paucity  of  islets  and 
for  the  apparent  immaturity  of  the  few  islets 
detected;  most  of  them  consisted  of  ribbons 
of  primitive  islet  cells  with  scanty  cytoplasm. 

Discussion 

The  anatomic  findings  were  suggesti\  c of  o\  er- 
dose  of  insulin.  These  included  the  striking 
degree  of  glycogen  stasis  in  the  liver,  sufficient 
to  interfere  rvith  blood  flow  through  the 
sinusoids.  The  islets  of  Langerhans  were 
greatly  reduced  and  primitive  in  appearance. 
Their  histologic  features  suggested  relatively 
little  active  secretion  of  endogenous  insulin. 
The  mild  grade  of  subacute  interstitial  myo- 
carditis was  stich  as  may  be  seen  as  part  of 
the  reaction  to  many  types  of  myocardial 
injury  and  is  similar  to  that  reported  in 
patients  with  severe  diabetes  receiving  large 
doses  of  insulin.  Conceivably  it  was  either  the 
direct  result  of  hypoglycemia  or,  more  likely, 
severe  hypokalemia.  Subacute  interstitial  myo- 
carditis was  also  observed  in  the  case  reported 
by  Taubin  and  Matz'  in  which  sudden  death 
occurred  in  a patient  with  diabetic  keto- 
acidosis treated  with  large  doses  of  insulin 
and  large  amounts  of  sodium  bicarbonate. 

The  most  impressive  feature  of  the  autopsy 
findings  in  our  own  case,  as  in  the  parallel 
instance  reported  by  Taubin  and  Matz,^  was 
the  striking  degree  of  cerebral  edema.  In 
retrospect  this  proved  to  be  the  lethal  factor. 
The  threat  of  brain  swelling  in  insulin  over- 
dosage has  been  recognized  for  years. AVhat 
is  of  chief  importance  is  the  necessity  for 
early  recognition  of  brain  swelling  (“cerebral 
edema”),  whether  caused  by  insidin  or  any 
other  cause.  Prompt  treatment  by  means  of 
dehydrating  agents,  hypothermia,  or  steroids 
may  spell  the  difference  between  life  and 
death  and  between  normal  life  with  intact 
neural  function  and  useless  life  as  a human 
“vegetable.” 


■)m 


tin  lOlRWI.  OF  FHF.  MF.niC.M,  SOCIEl  Y OF  NF.W  |FR.SF.Y 


Prophylaxis  of  brain  swelling  is  particularly 
important  in  hospital  practice,  in  which  the 
patient’s  need  for  fluids  to  overcome  dehydra- 
tion caused  by  vomiting  or  diarrhea  is  cus- 
tomarilv  met  by  generous  use  of  parenteral 
solutions.  This  includes  5 per  cent  glucose  in 
distilled  water  or  similar  electrolyte-poor  solu- 
tions. The  clinician’s  reluctance  to  give  saline 
in  many  instances  is  understandable  because 
of  the  key  role  of  the  sodium  ion  in  retention 
of  water  in  the  blood  and  in  inflamed  body 
tissues.  Nevertheless  the  lessons  of  many 
experimental  and  clinical  studies  can  no 
longer  be  disputed  concerning  the  danger  of 
electrolyte-poor  fluids  as  a predisposing  factor 
to  brain  swelling.  The  neurosurgeon  has  mas- 
tered this  lesson  and  uses  mixtures  of  glucose 
and  saline  rather  than  glucose  in  distilled 
water  in  hydrating  patients  following  brain 
surgery.® 

The  concept  of  treatment  of  brain  swelling  by 
osmotically  active  agents  began  in  1919  with 
the  experimental  work  of  \Veed  and  Mc- 
Kibben.®  Tests  were  conducted  with  hyper- 
tonic solutions  of  sodium  chloride,  sodium 
sulphate,  magnesium  sulphate,  sorbitol,  su- 
crose, and  dextrose.  Generally,  employment 
of  this  class  of  substance  has  gone  into  dis- 
card, not  only  because  of  their  transient  action 
but  also  because  of  a consistent  “rebound” 
effect.  This  has  been  demonstrated  also  in  the 
case  of  hypertonic  urea  and  to  some  extent 
mannitol.  Furthermore,  these  dehydrating 
agents  tend  to  reduce  blood  volume  and  in- 
crease blood  viscosity,  both  of  which  pose  a 
threat  to  the  patient  with  brain  swelling  in 
whom  the  small  vessels  of  the  brain  are 
severely  compromised  by  perivascidar  tam- 
ponade. Several  investigators  have  studied 
the  effect  of  macromolecular  substances  in  the 
prevention  and  treatment  of  edema  of  the 
brain.  Hughes  et  al.~  showed  that  the  intra- 
cranial pressure  of  human  subjects  could  be 
reduced  by  lyophile  serum  for  many  hours. 
Such  serum  was  used  by  Turner®  in  several 
patients  with  cerebral  injury,  generally  with 
success.  The  use  of  concentrated  serum  or 
plasma  never  gained  wide  acceptance,  prob- 
ably because  of  undesirable  side  effects,  in- 
( hiding  the  ac  tivity  of  isoagglutinins,  filirin 


masses,  and  the  ever-present  hazard  of  serum 
hepatitis. 

The  logical  substitute  is  nonnal  human  serum 
albumin.  This  first  became  available  in  large 
quantities  in  response  to  the  urgent  request 
from  the  .Armed  Forces  for  a safe  blood  sub- 
stitute to  be  used  in  traumatic  shock.  Dex- 
tran,  levan,  polyvinyl  pyrrolidine,  and  gelatin 
have  also  been  tried  in  the  emergency  treat- 
ment of  shock  and  have  been  considered  for 
treatment  of  brain  swelling.  Their  tendency 
to  increase  blood  viscosity,  particularly  by 
causing  sludging  of  blcx)d  cells,  and  certain 
other  undesirable  effects,  has  militated 
against  their  general  use  in  brain  swelling. 

Concentrated  human  serum  albumin,  unlike 
concentrated  plasma  or  gelatin,  is  only  as 
viscous  as  whole  blood  with  a hematocrit  of 
,50  per  cent.  "U’hen  injected,  it  lowers  blocxl 
viscosity  owing  to  hemodilution.  For  this 
reason  it  is  more  readily  tolerated  by  patients 
with  mild  congestive  failure  than  whole  blood 
or  other  more  viscous  colloidal  solutions.  The 
same  feature  recommends  its  use  in  preference 
to  urea  or  other  dehydrating  agents  in  the 
treatment  of  patients  with  abnormally  high 
blood  viscosity. 

For  these  and  many  other  reasons  concen- 
trated serum  albumin  shoidd  prove  a priori 
an  effective  agent  in  reducing  brain  swelling. 
By  increasing  the  osmotic  pressure  of  blood  it 
should  theoretically  balance  the  increased  up- 
take of  water  from  the  blood  by  the  neu- 
roglial elements  of  the  brain  in  the  reaction 
to  cerebral  injury  or  lowered  blood  osmolal- 
ity. The  lowered  viscosity  of  blood  and  re- 
duced tendency'  to  sludging  of  blood  cells 
would  improve  the  perfusion  of  the  collapsed 
vessels  of  the  brain  and  in  so  doing  help  to 
overcome  reversible  damage  to  the  neurones 
which  might  otherwise  lead  to  the  patient’s 
death. 

Evidence  for  the  effectiveness  of  serum  albu- 
min in  reducing  brain  swelling  was  reported 
in  1944  by  Sheldon  et  al.^  This  Avas  in  con- 
nection with  cases  of  head  injury  and  later 
(1948)  bv  Gates  and  Craig’®  at  the  Mayo 
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Clinic  in  the  postoperative  treatment  of  brain 
tumor.  A number  of  other  reports'^  indicate 
the  validity  of  this  premise  including  the 
treatment  of  otherwise  irreversible  insulin 
coma  in  jjsychiatric  patients  treated  with 
insulin. 

My  own  experience  witlt  serum  alltumin  is 
limited  to  a fetv  cases  of  post-traumatic  en- 
cephalopathy with  coma,  an  instance  of 
anoxic  injurv'  of  the  brain  caused  by  strangu- 
lation, and  a case  of  brain  swelling  compli- 
cating chronic  bronchitis  Avith  hypoxic  en- 
cephalopathy. Residts  in  all  of  these  cases 
were  prompt  and  gratifying.  ,\t  present,  the 
chief  obstacles  to  the  use  of  serum  albumin 
appear  to  be  either  the  expense  of  the  agent 
or  the  unwillingness  of  clinicians  to  depart 
from  traditional  practices.  Hopefully  both 
obstacles  Avill  be  overcome  with  greater  ex- 
perience. 

Summary 

Overdose  of  insulin  plus  overhydration  re- 
sulted in  fatal  coma  in  a diabetic  patient.  I'he 
explanation  of  coma  in  this  patient,  as  re- 
vealed by  autopsy,  was  brain  stvelling.  Inter- 
stitial myocarditis  Avas  also  present,  possibly 
attributable  to  hypokalemia.  The  hazard  of 
brain  sAvelling  as  a complication  of  over- 
zealous  use  of  insulin  and  fluid  and  possible 


methods  of  prcAentiou  and  treatment  are 
emphasized. 
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ISO  Somerset  Street 


Your  Number  Under  Controlled  Substances  Act 


riic  Bureau  of  Narcotics  aiul  Dangerous 
Drugs  announces  tliat  the  deadline  for  use  of 
physician  registration  numbers  under  the 
Controlled  .Substaiues  .Vet  h:is  been  extended 
lo  july  29,  1971.  1 he  hiAv  Avenl  into  elleci  May 
1 this  year.  The  lUireau  athises  that  jrhysi- 
citns  av!io  haAe  applied  for  registration,  but 
Avho  have  not  received  their  BNDD  number, 
may  toniinne  to  practice  Avithout  interrujuion 
1)\  indicating,  “Fedtral  registration  applied 
lor  on  (date).”  After  July  29,  hoAvever,  no 


activity  Avith  contrcAlled  substances  Avill  be 
permitted  Avithout  use  of  a valid  BNDD  regis- 
tration number. 

For  those  of  you  Avho  have  form.s  and  Avho 
have  some  doubt  about  lilling  them  out,  Ave 
haA  e been  ad\  ised  by  the  .State  Department  of 
Health  that  the  chief  area  ol  concern  is  Sec- 
tion 1 1.  Since  all  NeAV  Jersey  (kxrtors  are  fully 
licensed  to  dispense  any  and  all  medications 
and  drugs,  they  should  check  all  of  the  boxes 
in  Section  1 1 . 
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Time-savers  for  you. 

They're  the  three  new  simplified  claim  forms  now  in  use  for 
several  specified  obstetrical,  gynecological  and  general 
surgical  procedures.  And  we’re  planning  to  expand  this 
streamlining  into  other  fields  of  practice.  These  new,  short 
forms  are  slightly  larger  than  IBM  card  size  and  may  be  used 
for  the  specified  services  in  place  of  the  more  detailed 
8V2  " X 1 1 " standard  Service  Reports.  A Physician  can  now 
simply  check  off  the  service  rendered,  fill  in  the  date  and  his 
fee,  and  mail  it  to  us.  Using  the  new  short  forms  cuts  down  on 
your  valuable  time,  and  will  help  us  make  prompter  payments. 

BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 


Loridine  IM. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonias  follow  ing  surgery 
abscesses 
wound  infections 
infections  follow  ing  compound 
fractures 

urinary  tract  infections 
relatively  painless  I. M.  injection 
logical  I.M.  follow-up  to  I.V. 
cephalosporin  therapy 


'due  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1 . Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

Duritif’  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output.  IJUN, 
and 'or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  1(X)  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  p>enicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinaiy  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated {sec  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  PENiciLLiN-SENStTiVE  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 fiiii.  daily  {see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients «ith  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
fiiiution  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  he  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
scrum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  w'ith  other  antibiotics 
■ aving  nephrotoxic  potential. 

!*■  lutions:  Protect  ampoules  from  light, 
h "teinporaneous  mixtures  with  other  anti- 
biotii  -.  are  not  recommended. 

In  infcciions  due  to-  beta-hemolytic  strep- 
toocci,  ' oiitinue  antibiotic  therapy  for  at 

i.t  ten  :!  s e-.  n'  the  porsible  occur- 
i mee  of  iceuiji.i'  fr-. ■ r or  glomerulone- 
phiiti'.  in  suscei  t Me  ' Cici.  In  . = ;orrhea. 
patients  with  i:  , ; = d >...  omit  - ' \ philis 

.should  ha'.e  dark  i -.lc,  -..imination-  of  all 
■oispect  lesli.'  beo.  ireatL  c:,:  and 
monthly  sen-iogii-  i,  - . f,,|.  jj  miniti  iim  of 
three  months  Indicated  urgical  r/r.>  stJures 
should  be  perfnimed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine.  par- 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  fake 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few’  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difiiculty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  gi\en  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— ’’it- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— 'Loridine.  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses)' 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, I.illy).  500  mg..  5-mI.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082t691 


Additional  infonnaJion 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Address  Of  Retiring  President* 

Emanuel  M.  Satulsky,  M.D. 

To  The  Medical  Society  of  New  Jersey  in 
general,  and  to  the  Union  County  Medical 
Society  in  particular,  I shall  always  be  grate- 
ful, for  having  given  me  the  opportunity  to 
serve  our  profession  as  the  178th  President  of 
The  Medical  Society  of  New  Jersey.  This  past 
year  has  flown  more  rapidly  than  any  other  I 
have  known  because  of  the  responsibilities, 
the  multitudinous  duties,  and  varied  activi- 
ties involved.  An  examination  of  my  annual 
report  and  those  of  the  various  Councils  and 
Committees  will  reveal  more  comprehensively 
these  important  activities,  the  aims  and  pur- 
poses of  The  Medical  Society  of  New  Jersey, 
its  accomplishments,  and  the  frustrations  of 
this  period. 

The  air  is  full  of  demands  that  the  practice 
of  medicine  be  wholly  reorganized,  and 
health  care  is  emerging  as  a major  and  vola- 
tile issue  in  the  election  battle  for  1972.  The 
tempo  intensified  when  Congress  began  its 
executive  sessions  on  HR-I.  We  arc  being 
compressed  into  a mold.  Debate  has  shifted 
from  whether  to  adopt  National  Health  In- 
surance to  what  kind  of  program  we  need 
and  how  big.  The  ticking  noise  you  hear  is  a 
prelude  to  the  explosion  that  will  emanate 
from  Washington,  D.C.  as  the  political  cam- 
paigns move  into  high  gear.  A prominent 
proponent  of  the  group  pushing  a program 
of  universal  health  care,  or  “health  security,” 
as  they  style  it,  recently  stated,  “One  immedi- 
ate effect  of  our  effort  has  been  to  encourage 
others  to  propose  their  own  alternatives. 
Long  ago,  I learned  that  when  alternatives 
begin  to  surface,  you  know  your  own  efforts 
are  paying  off.”  Thus  it  is  that  the  AMA  is 
sponsoring  its  Medicredit  Bill  with  its  compli- 
cated standards  of  income  levels,  tax  cred- 
its, and  corridors  for  payments.  The  .Ameri- 
can Hospital  Association  has  proposed 


“Ameriplan”  which,  if  enacted,  would  enable 
your  hospitals  to  engage  in  the  corporate 
practice  of  medicine,  and  it  would  appear 
that  the  corporations  created  would  exercise 
almost  unlimited  power  over  physicians  and 
other  health  personnel  and  increase  friction 
between  hospital  administrators  and  medical 
staffs.  The  American  Nursing  Home  Associa- 
tion is  sponsoring  its  own  national  health 
plan,  to  be  called  “Chronicare,”  that  will 
place  emphasis  on  catastrophic  coverage  and 
financing  of  expenses  for  long-term  patients; 
and  the  health  insurers  have  introduced  their 
National  Health  Care  Act  “to  make  compre- 
hensive health  insurance  accessible  to  all 
.Americans  and  strengthen  the  organization 
and  delivery  of  health  services  in  this  coun- 
try.” 

.As  noted  in  my  inaugural  address  one  year 
ago,  the  70s  are  proving  to  be  a time  of  great 
change.  AVith  the  announcement  of  the  ad- 
ministration’s health  program  for  the  next 
ten  years,  the  battle  lines  have  been  drawn 
for  the  major  domestic  political  issue  of  the 
next  two  years.  But,  whoever  eventually  is 
victorious,  the  physician  is  likely  to  be  the 
loser.  It  appears  to  me  to  be  evident  and 
inevitable  that  ahead  are  greater  and 
stringent  controls  on  methods  of  practice  and 
fees  for  service. 

This  proposal  of  the  National  Administra- 
tion is  for  a minimum  health  insurance  for 
all  ages,  titled  “The  National  Health  Insur- 
ance Partnership  Act  of  1971  (S-1G23),”  in- 
troduced on  April  22  1971,  paid  for  by  the 
employer  and  the  employee,  with  a more  ex- 
tensive government-financed  insurance  cover- 
age for  the  medically  indigent.  .A  major 
provision  in  this  program  would  be  the  ex- 
pansion of  the  so-called  Health  Maintenance 
Organizations,  and  it  is  the  avowed  purpose 
of  HEW  to  have  90  per  cent  of  the  popula- 

* Presented  before  the  1971  House  of  Delegates,  MSNJ, 
second  session.  May  16,  1971,  Atlantic  City. 
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tion  enrolled  in  HMOs  by  1980.  In  an  effort 
to  blunt  the  implication  that  this  looks  like  a 
plan  to  reorganize  medical  care  into  a series 
of  Kaiser-Pennanente,  New  York’s  Health  In- 
surance Plan,  or  Washington’s  Group  Health 
Association,  Dr.  Roger  O.  Egeberg  recently 
stated,  “We  are  not  quite  sold  on  the  HMO  as 
a panacea.  We  hope  that  by  1976,  35  million 
or  40  million  people  can  be  enrolled  in 
HiMOs,  but  there  are  a lot  of  other  things 
that  might  develop  in  the  next  few  years.” 
Part  of  this  proposal  is  to  pay  HMOs  an 
annual  capitation  of  95  per  cent  of  the  cost  of 
Medicare  in  the  previous  year  for  the  care  of 
other  patients  in  the  area.  Regardless  of  the 
means  that  Congress  uses  to  further  tax  the 
public  to  support  health  care,  these  monies 
wall  filter  down  through  regional  agencies, 
state  planners,  and  local  institutions,  and  the 
solo  practitioner  would  find  himself  at  the 
end  of  a long  line  for  payment  for  his  ser- 
vices. Either  way,  the  HMO  concept  seems  to 
foretell  more  salaried  practice  instead  of  fee- 
for-service  and  less  and  less  solo  practice. 

^Ve  must  prepare  ourselves  for  the  possibility 
of  being  held  to  national  standards  beyond 
state  licensure,  for  compulsory  participation 
in  continuing  education,  and  to  be  judged  as 
“primary”  physicians  or  specialists,  w'ith  indi- 
viduals practicing  in  specialties  such  as  pedia- 
trics and  internal  medicine  being  called  pri- 
mary physicians,  and  the  functions  and  scope 
of  our  practices  limited  and  our  fees  deter- 
mined by  a health  security  agency. 

I have  appointed  a Committee  on  Long- 
Range  Planning  and  Development  and  have 
charged  it  to  investigate  all  new  plans  and 
proposals,  to  plan  the  future  of  this  Society, 
and  properly  to  advise  the  new  officers  and 
the  Board  of  Trustees  for  transmission  to  the 
House  of  Delegates  as  to  our  future  role  and 
actions.  It  will  consider  the  value  of  medical 
society  foundations  as  a medical  care  delivery 
system.  At  the  recent  5th  Congress  on  the 
Socio-Economics  of  Health  Care,  I heard 
many  sincere  ami  dedicated  experts  extol  the 
virtues  of  the  foundation  concept  and  claim 
that  it  ivould  bring  control  of  costs  of  care 
and  guarantee  to  the  patient  he  is  getting  a 


fair  deal  in  receiving  medical  care.  Others, 
equally  sincere  and  dedicated,  debated  this 
concept  and  stated  that  “medical  societies 
should  be  in  the  doctors’  business  and  not  in 
the  insurance  business.”  Our  committee  must 
determine  whether  such  foundations  may 
function  as  HMOs  or  exist  in  cooperation 
with  other  HMOs,  assist  in  Professional  Stand- 
ard Review  Organizations  (PSRO)  and  ade- 
quately control  Peer  Review  Organizations 
(PRO) . 

On  many  occasions  I have  been  asked  by 
members  of  this  society  whether  or  not  chang- 
es in  the  procedures  which  our  profession 
has  used  in  negotiations  with  government 
and  law-makers  are  indicated.  I do  not  know 
the  answer  to  this  question  except  to  point 
out  that  contrary  to  the  statements  of  some  of 
our  critics,  we  ask  no  special  favors  from  the 
public  or  the  government.  ^Ve  do  ask  them 
to  recognize  our  efforts  and  the  multi-faceted 
aspects  of  the  problems  we  face,  and  that  the 
preservation  and  expansion  of  Health  Care 
and  Medical  Care  do  cost  a price  that  must 
be  paid.  I am  hopeful  and  optimistic  that  the 
public  and  goAcrnment  wnll  come  to  appre- 
ciate these  facts  about  our  profession.  There 
are  things  that  are  wrong  about  our  ways  of 
practicing  medicine.  There  is  much  that  is 
wrong  about  our  society  and  the  way  w’e  live. 
But  they  need  not  be  destroyed  to  correct 
their  defects.  I have  asked  the  committee  to 
study  the  statement  of  the  distinguished 
President  of  The  Medical  Society  of  the  State 
of  New  York,  “The  enforcement  of  our  de- 
mands even  though  they  may  be  just,  by  the 
threat  of,  or  actual  creation  of,  public  peril, 
is  contrary  to  every  tenet  of  our  code  and 
tradition.  Such  form  of  group  action  is  rapid- 
ly outgrowing  its  usefulness.  There  are  no 
victories — only  defeats.” 

In  contradistinction  to  this  philosophy,  I 
heard  Raymond  Robillard,  M.D.,  President 
of  the  Quebec  Federation  of  Medical  Special- 
ists recently  state,  “The  trend  in  medicine  is 
for  group  practice  and  loss  of  individuality  to 
a certain  point.  The  only  way  for  the  medical 
profession  to  deal  with  government  is  to  have 
a strong,  union-type  organization  involved  in 
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ver)'  open,  clear-cut  negotiations.”  'U’^e  shall 
depend  on  our  committee  to  make  the  proper 
study  and  recommendations  to  the  officers. 
Board  of  Trustees,  and  the  House  of  Dele- 
gates of  this  Society  so  that  they  consider  and 
reach,  if  possible,  some  definitive  conclusions 
as  to  what  our  future  actions  should  properly 
be. 

Studies  and  experimentation  are  essential  for 
any  plan  thus  far  submitted.  A study  of  most 
proposals  will  reveal  the  glaring  fact  that  the 
government  will  tax  the  public,  promise  to 
deliver  adequate  medical  care,  and  will  de- 
mand that  the  medical  profession  subsidize 
the  costs  thereof.  This  is  contrary  to  ever}' 
tenet  that  I hold  and  I shall  continue  to 
opfX)se  it  in  every  possible  way.  What  is 
necessary  is  a clearly  thought-out  and  consist- 
ently implemented  polic)’  on  health  care — 
not  a patchwork  of  new  laws  on  top  of  those 
passed  earlier  by  politicians  seeking  to 
ingratiate  themselves  with  the  voters.  We 
need  restructuring,  not  more  spending  with- 
out an  over-all  plan. 

In  this  regard,  the  AMA  has  at  long  last 
exposed  the  shabbiness  of  the  statistics’  game 
played,  for  too  long  a time,  by  government- 
medical  proponents  as  a means  of  belittling 
American  medical  care.  We  must  continue  to 
point  out  that  medical  care  and  health  care 
are  extremely  expensive  regardless  of  how 
they  are  financed  or  organized  and  their  cost 
is  of  great  concern  to  physicians.  At  some 
point  in  recent  years  almost  all  physicians 
have  had  to  raise  their  fees.  These  increases 
were  necessitated  by  the  wage-price  spiral  and 
yet  we  continue  to  be  harassed,  criticized,  and 
penalized  by  the  arbitrary  imposition  of  a 
ceiling  on  our  fees  and  of  blame  on  us  for 
increasing  the  costs  of  Health  Care  during  a 
period  when  inflation  w'as  rampant. 

Health  Care  includes  the  cost  of  hospital  care 
and  frequently  one  hears  the  assertion  that 
doctors  alone  can  control  the  costs  of  this 
care.  This  is  not  an  accurate  premise.  'VV'^hile 
it  is  admitted  that  60  to  70  per  cent  of  all 
hospital  costs  are  directly  due  to  salaries  paid 


hospital  employees,  the  members  of  the  staff 
have  no  voice  or  control  of  any  kind.  The 
members  of  the  staff  have  no  part  in  estab- 
lishing the  various  hospital  charges  for 
rooms,  drugs,  laboratory  procedures,  special- 
ized equipment,  or  other  modalities.  You  are 
aware  of  recent  modernization  of  hospitals 
with  the  use  of  cost-cutting  computers  and 
automation.  All  hospitals  have  adopted  the 
use  of  “disposable”  needles,  syringes,  towels, 
gowns,  and  drapes  to  cut  costs  of  sterilization 
and  central  supply  rooms.  Have  these  saved 
in  labor  and  operating  costs?  Have  these  sav- 
ings been  reflected  in  reduced  charges  to  pa- 
tients? It  is  proper  for  the  medical  staff  to 
seek  answers  to  these  questions  and  I main- 
tain that  if  members  of  the  staff  are  to  be 
held  in  any  way  responsible  for  rapidly  es- 
calating charges,  then  they  should  be  prop- 
erly represented  on  the  governing  boards  of 
hospitals  with  a full  vote.  These  members, 
because  of  their  expertise  in  patient  care  and 
as  responsible  citizens  of  the  community, 
should  be  elected  by  their  peers  and  not  settle 
for  a token  apjx>intment  of  the  president  of 
the  medical  staff  by  the  governing  board.  ^Ve 
should  not  be  held  accountable  for  that  which 
we  neither  know  about  nor  are  in  a ]X>sition 
to  influence. 

I am  aware  of  how  interested  you  would  be 
in  a discussion  of  the  many  problems  we  have 
encountered  this  year  in  Medical  Education, 
Health  Care  Manpower,  Medical  School  Ex- 
pansion, Allied  Health  Care  Personnel,  re- 
cent changes  in  the  Medical  Practice  Act, 
Malpractice  Insurance,  Utilization  and  Peer 
Review  mechanisms,  and  relations  with  carri- 
ers in  Prepaid  Insurance  Programs.  However, 

I realize  the  limitations  on  your  time  and  will 
not  impose  further  upon  it.  Change  is  all 
about  us  and  swift  and  radical  changes  are 
freely  urged  upon  us  as  citizens  and  members 
of  the  medical  profession.  However,  it  is  the 
part  of  w’isdom  for  us  to  weigh  our  decisions 
and  to  support  those  changes  which  are  truly 
for  the  better  and  for  the  broad  general  good. 
Let  us  not  be  panicked  into  precipitate  and 
irreversible  changes.  Let  us  resist  proposals 
which  would  permit  man-made  laws  to  deter- 
mine our  ethics  and  professional  activities. 
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W^e  shall  be  acting  as  physicians  are  expected 
to  act,  in  defense  and  protection  of  life,  the 
health  and  well-being  of  an  entire  people  and 
of  a great  nation.  The  citizens  of  New  Jersey 
look  to  us  for  our  best  and  most  courageous 
judgment  and  we  should  live  up  to  their 
expectations. 

As  I pass  the  baton  to  your  new  leadership, 
and  wish  them  well,  I am  certain  they  have 
learned  from  their  training  and  exposure  to 
our  problems  that  they  will  not  be  running  a 
fiat  race  but  a steeplechase  with  many  obsta- 
cles and  hazards  to  be  measured  and  as- 
saulted. My  services,  my  help,  and  my  devo- 
tion are  theirs  to  command.  My  sincere  hope 
is  that  medicine  in  New  Jersey  will  have  the 
kind  of  leaders  in  the  future  who  will  recog- 
nize a problem  before  it  becomes  a crisis;  that 
they  will  staunchly  defend  themselves  and 
their  profession  against  any  unreasonable  sin- 
gle or  mass  action  or  defamation;  and  that 
working  together  as  peers  we  can  eliminate 
the  incompetent  and  dishonest  among  us  and 
establish  standards  of  devotion,  honesty,  abili- 
ty, and  ethics  that  might  be  emulated  by  oth- 
ers. 

I salute  you  and  thank  you  again  for  having 
given  me  this  cherished  opportunity  to  ser\^e 
you  as  your  President,  and  I trust  that  I have 
enhanced  the  honor  and  dignity  of  this  hon- 
orable Society  in  its  205th  year.  I leave  you 
with  an  excerpt  from  “Ulysses”  by  Alfred, 
Lord  Tennyson  to  guide  you  in  your  delibera- 
tions and  actions: 

".  . . . and  though 

We  are  not  now  that  strength  which  in  old  days 
Moved  earth  and  heaven,  that  which  we  are,  we  are; 
One  equal  temper  of  heroic  hearts, 

Made  weak  by  time  and  fate,  but  strong  in  will 
To  strive,  to  seek,  to  find,  and  not  to  yield.” 
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Trustees'  Minutes 

April  18,  1971 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  April  18,  1971  at  the  Executive 
Offices  in  Trenton.  Detailed  minutes  are  on 
file  with  the  secretary  of  your  county  medical 
society.  A summary  of  significant  actions  fol- 
lows: 

David  Bacharach  Allman,  M.D.  . . . Adopted 
the  following  memorial  resolution  and  au- 
thorized a $50  contribution  to  the  Medical 
Student  Loan  Fund  in  memory  of  Dr.  David 
B.  Allman,  111th  President  of  the  American 
Medical  Association  and  member  and  chair- 
man of  MSNJ’s  Board  of  Trustees: 

DAVID  BACHARACH  ALLMAN,  M.D. 
1891-1971 

Whereas,  after  a long  life  of  distinguished  and  en- 
dearing service  as  a renowned  surgeon  and  medical 
leader,  our  beloved  colleague,  David  Bacharach  All- 
man,  M.D.,  has  been  called  to  his  eternal  reward;  and 

Whereas,  as  a dedicated  and  faithful  member  of  The 
Medical  Society  of  New  Jersey  and  member  and 
Chairman  of  its  Board  of  Trustees,  Doctor  Allman 
consistently  advanced  the  good  name  of  Medicine  and 
the  welfare  of  the  people  of  New  Jersey;  and 

Whereas,  as  the  111th  President  of  the  American 
Medical  Association,  he  extended  the  scope  of  his 
service  to  embrace  the  nation  and  the  world,  and  in  so 
doing  reflected  singular  honor  upon  our  Society  and 
our  State;  and 

Whereas,  by  his  life  we  were  all  enriched  so  by  his 
death  we  are  all  impoverished;  now,  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New  Jersey, 
honoring  David  Bacharach  Allman,  M.D.,  in  death  as 
in  life,  records  its  profound  grief  at  his  passing;  and 
be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  that  another 
copy,  suitably  prepared,  be  presented  to  his  bereaved 
widow  in  token  of  heartfelt  sympathy. 

. . . Directed  that  a copy  be  read  at  the  first 
session  of  the  1971  House  of  Delegates. 

. . . Authorized  the  .AM.\  Delegates  to  intro- 
duce a resolution  to  the  AMA  House  of  Dele- 
gates in  memory  of  Dr.  Allman. 

Meeting  on  Drug  Abuse  and  Misuse  . . . 
Agreed  to  cosponsor,  with  the  New  Jersey 
Pharmaceutical  Association,  the  CMDNJ  at 
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Rutgers  and  at  Newark,  the  Rutgers  College 
of  Pharmacy,  and  the  New  Jersey  Public 
Health  Association,  a meeting  on  drug  abuse 
and  misuse,  to  be  held  at  the  Holiday  Inn  in 
North  Brunswick  on  May  26,  provided  MSNJ 
be  authorized  to  distribute  the  circular  on  the 
meeting  to  our  members  in  Atlantic  City  at 
the  time  of  the  Annual  Meeting,  rather  than 
incurring  expense  of  mailing. 

Emergency  Medical  Care  Symposium  . . . Au- 
thorized Jack  R.  Karel,  M.D.,  Chairman  of 
MSNJ’s  Committee  on  Emergency  Medical 
Care,  to  attend  (with  exp>enses  paid)  a na- 
tional symposium  on  Emergency  Medic"'!  Care 
to  be  held  May  6 and  7 in  Philadeh^hia. 

Council  on  Legislation  . . . Approved  the 
report  of  the  April  15th  meeting  of  the  Coun- 
cil on  Legislation,  including  the  following 
recommended  official  position  (as  amended 
by  the  Board)  of  MSNJ  on  bills  of  medical 
import; 

S-2111  —To  provide  that  no  dog  brought  to  a pound 
or  shelter  shall  be  sold  or  otherwise  made 
available  for  experimentation.  DISAP- 
PROVED, because  it  would  hinder  progress 
of  scientific  animal  research,  with  jeopardy 
to  the  public  welfare. 

S-2120  —To  provide  that  the  Board  of  Nursing  shall 
consist  of  5 members,  4 of  whom  shall  be 
registered  professional  nurses  and  1 a licensed 
practical  nurse;  to  provide  for  a term  of  5 
years  and  to  provide  that  appointments  shall 
be  made  by  the  Governor  from  non-binding 
recommendations  of  various  nurses’  profes- 
sional associations.  APPROVED 

S-2128  —To  authorize  the  Commissioner  of  Health  to 
contract  with  voluntary,  non-profit  hospitals 
for  early  care,  treatment,  rehabilitation,  coun- 
seling and  education  of  drug  users  and  their 
families  and  to  appropriate  $150,000.  AP- 
PROVED 

S-2129  —To  establish  in  the  Department  of  Health  a 
Health  Hazard  Abatement  Fund  where 
municipalities  may  make  application  to  the 
Commissioner  for  funds  to  defray  expenses 
incurred  in  abating  conditions  harmful  to 
the  health  and  safety  of  occupants  of  build- 
ings and  structures  regulated  by  such  munici- 
palities. NO  ACTION 

S-2131  —To  include  under  the  Flammable  Fabrics  Act 
all  bedding  and  toys.  APPROVED 

S-2135  —To  permit  the  Commissioner  of  Education  to 
send  handicapped  children  to  private-oper- 
ated non-profit  day  classes  more  than  400 
miles  from  Trenton.  APPROVED 


S-2140— To  provide  that  ‘‘educational  facility”  under 
the  Educational  Facilities  Authority  Law 
shall  include  a teaching  hospital.  APPROVED 

S-2181  —To  declare  the  need  for  comprehensive  con- 
trol of  child  care  centers  and  to  establish  a 
Child  Care  Commission.  APPROVED 

S-2184  — Fo  authorize  the  establishment  of  county 
special  services  school  districts  for  the  educa- 
tion and  treatment  of  handicapped  children 
under  rules  and  regulations  to  be  prescribed 
by  the  State  Board  of  Education.  AP- 
PROVED 

A-2073— To  require  issuance  of  a medical  license  to 
practice  medicine  and  surgery  to  persons 
achieving  a 75%  average  in  examinations 
given  by  the  Medical  Examining  Board. 
DISAPPROVED,  in  support  of  the  position 
taken  by  the  State  Board  of  Medical  Ex- 
aminers on  the  basis  of  their  long  experience. 

A-2189— To  prohibit  any  person,  who  operates  a cor- 
poration or  business  enterprise  extending 
credit,  lending  money,  or  collecting  debts 
from  contacting  personally  or  by  telephone 
the  debtor,  his  family,  friends  or  place  of 
employment  for  the  purpose  of  collecting  any 
delinquent  debts  owed  by  the  debtor.  DIS- 
APPROVED, because  the  bill  does  not  make 
provision  to  except  the  primary  extender  of 
credit  so  that  he  may  make  direct  contact  by 
telephone  with  the  debtor. 

A-2210— To  provide  that  no  person  shall  purchase, 
obtain,  or  procure  narcotic  drugs  outside  a 
20-mile  limit  of  his  residence  except  upon 
the  written  recommendation  of  his  employer 
or  a phvsician.  DISAPPROVED,  WITH 
ACTIVE  OPPOSITION  IF  BILL  MOVES, 
because  the  means  provided  in  this  measure 
are  extravagantly  disproportionate  to  the  very, 
limited  advantages  that  might  possibly  re- 
sult. 

A-2244— To  provide  that  it  shall  be  a disorderly  per- 
son’s violation  for  anyone  to  abandon  any  dis- 
posable or  reusable  hypodermic  needle  or 
syringe  without  first  destroying  it.  DIS- 
APPROVED, because  although  the  intent  of 
the  legislation  is  laudable,  the  measure  im- 
poses a disproportionate  burden  upon  pa- 
tients and  physicians  alike  in  the  probably 
vain  hope  of  limiting  and  measurably  re- 
stricting the  activities  of  illegal  users  of  drugs. 

A-2240— 'Fo  require  the  furnishing  of  drinking  water 
and  toilet  facilities  to  seasonal  farm  workers 
while  working  in  the  fields.  APPROVED 

.A-226I— To  provide  that  no  doctor  of  chiropractic 
shall  directly  or  indirectly  publish  any  adver- 
tisement concerning  the  practice  of  chiro- 
practic. APPROVED 

.\-2290— To  create  a commission  to  study  the  rising 
cost  of  medical  care  and  its  effect  upon  medi- 
cal insurance.  APPROVED 

A-2294— To  require  disclosure  of  information  lelative 
to  activities  of  persons  who  seek  to  influence 
the  content,  introduction,  pa.ssage,  or  defeat  of 
legislation.  NO  ACTION 
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A-2305— To  prohibit  podiatrists,  doctors  of  medicine 
and  surger)',  chiropractors,  and  psychologists 
from  engaging  in  any  form  of  advertising, 
whether  as  individuals  or  through  profes- 
sional service  corporations.  ACTION  DE- 
FERRED, pending  a conference  with  the 
sponsors  of  the  measure  in  order  to  effect 
constructive  amendments  in  the  public  in- 
terest. 

A-2322— To  provide  for  the  licensing  of  maternity 
homes  by  the  Department  of  Institutions  and 
Agencies.  APPROVED 

A-2331— To  provide  that  the  Commissioners  of  En- 
vironmental Protection  shall  formulate  and 
promulgate  rules  and  regulations  concerning 
the  labeling  and  prohibiting,  conditioning 
and  controlling  the  sale  of  cleaning  agents 
whose  use  may  tend  to  cause  adverse  effects 
on  man  or  the  environment.  APPROVED 

A-2368— To  provide  for  a license  fee  and  annual 
registration  of  persons  licensed  to  practice 
medicine  and  surgery  and  to  increase  fees  for 
members  of  various  professions  regulated  by 
the  State  Board  of  Medical  Examiners.  AP- 
PROVED 

A-2370— To  provide  for  a $25  fee  for  a certificate  of 
approval  of  health  facilities  and  a $75  fee  for 
each  inspection  and  approval  of  a public 
medical  care  facility.  DISAPPROVED,  be- 
cause this  measure  would  impose  an  added 
economic  burden  on  the  taxpayers  for  carry- 
ing out  a procedure  for  which  taxes  have 
already  been  collected. 

. . . Approved  a recommendation  that  the 
federal  Medicredit  bill  (H.R.4960  and  S-987) 
be  APPROVED. 

Council  on  Mental  Health  . . . Approved  the 
report  of  the  March  31st  meeting  of  the 
Council  on  Mental  Health,  including  the  fol- 
lowing recommendations: 

1.  That  MSNJ  strongly  announce  its  opposition  to  the 
undirected  practice  of  psychiatric  modalities,  includ- 
ing  psychotherapy,  by  persons  not  licensed  to  prac- 
tice medicine  and  surgery. 

2.  That  MSNJ  reaffirm  its  oppo.sition  to  the  unsuper- 
viscd  jnactice  of  psychiatric  modalities,  including 
psychotherapy,  by  persons  not  licensed  to  practice 
medicine  and  surgery. 

3.  That  the  Council  on  Mental  Health  request  the 
Board  of  Trustees  for  an  additiotial  sum  of  $225  to 
cover  the  funding  of  exhibits  being  presented  by  the 
Special  Conitnittee  on  Emotional  Disorders  of  Child- 
hoo<l  and  Adolescence,  the  Special  Committee  on 
Neurological  and  Related  Disorders,  and  the  Council 

"1  '.ita!  Health,  at  MSNJ's  1971  .'\nnual  Meeting. 

4.  That  MSNJ  reaffirm  its  position  favoring  the 
establishment  within  the  State  Government  of  a 
separate  Department  of  Mental  Health,  with  a board 
certified  psychiatrist  in  ch'ige  and  responsible  directly 
to  the  Govcinor. 


522 


5.  That  MSNJ  write  to  Senator  Maraziti,  Chairman  of 
the  Senate  Committee  on  Institutions  and  Welfare, 
requesting  additional  copies  of  the  APA  Survey  Re- 
port, so  that  it  might  be  distributed  to  the  Board 
of  Trustees  and  the  Council  on  Mental  Health. 

Council  on  Public  Health  . . . Approved  the 
report  of  the  April  7th  meeting  of  the  Coun- 
cil on  Public  Health,  including  the  following 
recommendations: 

1.  That  The  Medical  Society  of  New  Jersey  support 
the  Workshop  for  Tumor  Registry  Secretaries  and 
Tumor  Activity  Chairman,  which  will  be  cosponsored 
by  the  New  Jersey  Regional  Medical  Program,  Ameri- 
can College  of  Surgeons,  and  the  American  Cancer 
Society. 

2.  That  MSNJ  is  of  the  opinion  that  the  interested 
and  well-trained  physician  may  best  be  utilized  as  a 
full  participating  member  of  the  basic  Child  Study 
Team  to  evaluate,  to  assist  in  making  final  decisions, 
and  to  coordinate  the  educational  and  medical  pro- 
gram for  the  rehabilitation  of  the  handicapped  child. 
There  should  also  be  an  awareness  within  the  State 
Department  of  Education  of  this  need  for  medical 
participation  at  both  State  and  local  level. 

3.  That  the  Board  of  Trustees  officially  change  the 
position  of  the  Society  on  S-636  from  “approval”  to 
“disapproval”  in  order  to  make  the  Society’s  position 
on  fluoridation  consistent  throughout. 

4.  That  MSNJ  formally  adopt  as  its  official  position 
the  mandatory  fluoridation  of  all  public  potable  water 
supplies  on  a statewide  basis  under  regulations  to  be 
promulgated  by  the  proper  state  agency  or  depart- 
ment as  the  only  feasible  method  to  accomplish 
fluoridation  of  public  water  supplies  in  New  Jersey. 
(Italics  indicate  amendment  by  the  Board  of  Trus- 
tees.) 

Finance  and  Budget  Committee  . . . Ap- 
proved the  report  of  the  Committee  on  Fi- 
nance and  Budget,  including  recommenda- 
tions to  the  1971  House  of  Delegates.  The 
entire  report  will  be  included  in  the  Transac- 
tions Issues  of  The  Journal  (July)  and  is  not 
preprinted  here. 

Committee  on  Medical  Education  . . . Ap- 
proved the  report  of  the  Committee  on  Medi- 
cal Education,  including  the  request  that  the 
following  recommendation,  which  was  aj> 
proved  by  the  Board  of  Trustees  on  January 
18,  1970,  be  distributed  to  hospital  adminis- 
trators, chiefs  of  staff,  and  directors  of  medi- 
cal education: 

That  the  Board  of  Trustees  of  The  Medical  Society 
of  New  Jersey  strongly  urge  e\ery  member  of  The 
Medical  Society  of  New  Jersey  to  participate  in  the 
AM.\  Recognition  .Award  Program. 
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Committee  on  Politics  and  Medicine  . . . Ap- 
proved the  report  and  recommendations  of 
the  Special  Committee  on  Politics  and  Medi- 
cine, as  follows: 

In  contemporary  America,  because  of  the  in- 
timate participation  of  politics  and  govern- 
ment at  all  levels  of  health  care,  the  physi- 
cian can  no  longer  remain  aloof.  The  physi- 
cian should,  therefore,  become  increasingly 
knowledgeable  in  regard  to  the  impact  of 
political  activity  on  health  care,  the  practice 
of  medicine,  and  the  physician  as  an  individ- 
ual in  society.  To  do  anything  less  would  be 
to  disregard  his  obligation  to  protect  the  in- 
terests of  the  public  and  of  the  profession. 
Legal  opinions  state  that: 

1.  The  Medical  Society  of  New  Jersey  is  free  to.  and 
should,  educate  physicians  in  the  need  for  a realistic 
view  of  politics  and  of  measures  affecting  medical  care 
delivery. 

2.  The  Medical  Society  of  New  Jerses'  is  free  to,  and 
should,  take  a stand  on  matters  affecting  quality  and 
delivery  of  medical  care  and  in  protection  of  the 
interests  of  the  citizens  of  New  Jersey  in  this  field. 

3.  Any  financial  or  political  support  of  a given 
candidate  by  The  Medical  Society  of  New  Jersev  is 
untenable  under  our  existing  charter  and  current  IRS 
rulings. 

4.  A physician  as  a citizen  is  free  to,  and  should, 
take  a stand  concerning  candidates  or  issues  affecting 
him  as  an  individual,  or  the  general  good  as  he 
sees  it. 

In  view  of  the  foregoing  the  Committee  rec- 
ommended (and  the  Board  approved): 

1.  That  the  Council  on  Legislation  continue  inten- 
sively to  study  and,  as  indicated,  to  revise  the  legisla- 
tive contact  system  for  increasing  effectiveness. 

2.  That  the  aims  of  JEMP.AC  be  endorsed. 

3.  That  members  of  The  Medical  Society  of  New 
Jersey  be  encouraged  to  join  JEMP.\C. 

4.  That  The  Medical  Society  of  New  Jersey  have  no 
official  ties  with  JEMPAC. 

5.  That  JEMP.AC  be  more  responsive  to  the  wishes 
of  individual  members  in  its  process  of  selecting 
candidates  and  issues,  and  that  it  aggressively  stimu- 
late interest  on  the  part  of  component  societies  by 
appearing  before  them  or  by  using  other  means  of 
increasing  membership  in  and  support  of  JEMP.AC. 

Louis  F.  Albright,  M.D.,  Memorial  Laborato- 
ry ..  . Honored  Dr.  Louis  F.  Albright  with  a 
standing  ovation,  when  it  was  announced 


that  the  Fitkin  Memorial  Hospital  has  named 
its  cardiovascular  laboratory  “The  Louis  F. 
Albright,  M.D.,  Memorial  Laboratory.” 

Committee  on  Traffic  Safety  . . . Approved  a 
request  from  the  Chairman  of  MSNJ’s  Spe- 
cial Committee  on  Traffic  Safety  that  the 
Committee  be  discontinued. 

The  Roving  Symposium 

One  of  the  educational  programs  of  the  cur- 
rent academic  year  being  supported  by  the 
Academy  of  Medicine  of  New  Jersey  (in  con- 
junction with  The  Medical  Society  of  New 
Jersey)  has  been  a series  of  roving  symposia. 
Thirty  such  meetings  in  hospitals  throughout 
the  state  have  been,  or  will  be  held.  Purpose 
of  these  seminars  is  to  provide  speakers  of 
outstanding  reputation  to  discuss  subjects  of 
interest  to  practicing  physicians.  .Assign- 
ment of  topics  has  been  made  by  a combined 
decision  of  the  host  hospital  and  the  program 
chairman. 

The  format  of  each  program,  as  a rule,  has 
consisted  of  a formal  presentation  of  some  20 
minutes  by  each  of  two  speakers,  followed  by 
an  open  discussion  encouraging  the  audience 
to  participate.  Each  session  should  be  com- 
pleted in  approximately  one  hour  and  fifteen 
minutes.  A moderator  (designated  by  the  host 
hospital)  makes  prearrangements  with  the 
speakers  regarding  the  content  of  the  formal 
presentation  so  that  maximum  benefit  may  be 
derived. 

These  seminars  have  been  used  in  conjunc- 
tion with  staff  meetings,  as  part  of  ongoing 
educational  programs,  or  as  individual 
teaching  exercises.  They  are  of  sufficiently 
broad  interest  to  attract  physicians  from 
many  specialty  areas. 

Plans  are  now  being  formulated  for  next 
year’s  schedule.  For  further  information,  you 
are  asked  to  communicate  with  the  Progp"am 
ChaiiTnan,  Roving  Symposia,  Academy  of 
Medicine  of  New  Jersey,  307  Belleville  .Ave- 
nue, Bloomfield  07003. 
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Announcing  ] 

Roche  Clinical  Laboratories: 


Professional  ^ 
Consultation 


An  Advanced 
Diagnostic  Center  for  i 
Standard,  Endocrine^ 
and  Special  Laboratory^! 


Automated  Diagnostic  Analysis 
for  most  tests 


■ 

I 


A New  Commitment  in  Health  Care 


Computerized 
Quality  Control 
k to  prevent  error 


A new  technological  achievement  that 
offers  a broad  scope  of  diagnostic 
testing.  Designed  to  provide  you,  your 
patients  and  your  hospital  with  highest 
quality  test  standards  for  better 
health-care  delivery. 

Simplified  specimen  preparation, 
daily  pickup  or  prepaid  mail,  and 
permanent  report  forms  are  ail  part  of 
this  rapid,  accurate  diagnostic  service. 

The  Roche  Professional  Representative 
welcomes  the  opportunity  to  introduce 
our  laboratory  service  to  you.  Please 
fill  in  the  coupon  below  for  additional 
information. 


Personal  Service  through 
Roche  Professional  Representatives 


: ^ ''  > A Unique  Professional 

Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


ROCHE 


Roche  Clinical  Laboratories 

1 Fairfield  Crescent 

West  Caldwell.  New  Jersey  07006 

Gentlemen 

I am  interested  m learning  more  about 
Roche  Clinical  Laboratones  Sr-'vices 

ZZPlease  senr;  ‘he  Roche  Clmicai 
Laboratories  Reference  .Manual 

II Please  ha.'O  a Roche  Professional 
Reoresen'ati'.'e  contac'  me 

Doc:o' 

/■  duress 

Cny  State 

Zip  Te  I N o 


Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  April  1971: 


Aseptic  meningitis 

1971 

April 

11 

1970 

April 

11 

Primary  encephalitis 

2 

7 

Post-infectious  encephalitis 

0 

0 

Hepatitis:  Total 

432 

324 

Infectious 

334 

259 

Serum 

98 

65 

Malaria:  Total 

13 

6 

Military 

11 

5 

Civilian 

2 

1 

Meningococcal  meningitis 

8 

16 

Mumps 

317 

480 

German  measles 

191 

136 

Measles 

262 

306 

Salmonella 

77 

51 

Shigella 

17 

14 

Viral  Central  Nervous  System  Disease 

Three  hundred  forty-three  cases  of  acute  cen- 
tral nervous  system  disease  of  presumed  viral 
etiology  were  reported  to  the  New  Jersey 
State  Department  of  Health  during  1970.  In- 
cluded in  this  category  are  aseptic  meningitis 
and  encephalitis.  The  over-all  figure  rep- 
resents an  increase  of  22  per  cent  compared 
to  1969. 

Aseptic  meningitis  accounted  for  316  cases  (92 
per  cent)  of  viral  central  nervous  system  dis- 
ease reported,  an  increase  of  31  per  cent  over 
the  241  cases  for  1969.  The  seasonal  incidence 
followed  the  consistent  summer-early  autumn 
pattern  of  previous  years,  with  onsets  in  71 
per  cent  of  patients  occurring  during  the  four 
month  period  July  through  October.  Infants 
and  children  under  age  15  accounted  for  65 
per  cent  of  the  aseptic  meningitis  cases,  with 
the  5 to  9 year  age  group  accounting  for  25 
per  cent  of  all  cases.  Males  were  more  fre- 
quently affected,  comprising  64.6  per  cent  of 
the  year’s  total.  All  counties  reported  cases  of 
aseptic  meningitis,  and  the  over-all  attack 
rate  for  the  state  was  4.4  per  100,000  people. 
Specific  viral  agents  were  identified  by  viral 
isolation  or  serologic  studies  in  15  cases  (4.7 
per  cent  of  the  total).  The  most  frequently 
implicated  agent  was  mumps,  which  ac- 
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counted  for  6 cases.  The  others  included 
coxsackie,  echo,  and  reoviruses. 

Morbidity  from  encephalitis  declined  from  41 
cases  in  1969  to  27  cases  in  1970.  No  cases  of 
mosquito-borne,  arboviral  encephalitis  in  hu- 
mans were  documented  in  New  Jersey  during 
1970.  A diagnosis  of  eastern  encephalitis  was 
established  in  fifteen  horses,  ten  of  which 
died.  Specific  viral  agents  were  identified  in 
four  of  27  cases  of  encephalitis.  These  in- 
cluded one  case  of  measles  and  three  cases  of 
herpes  simplex  encephalitis.  A specific  etiolo- 
gy was  not  established  in  the  remaining  23 
cases  which  are  grouped  in  the  generic  cate- 
gory of  “primary  encephalitis,”  although  two 
of  these  were  attributable  to  measles  on  clini- 
cal grounds. 

Immunizable  Diseases— A Resurgence? 

The  following  excerpt  is  taken  from  a paper 
delivered  at  the  Eighth  Annual  Immuniza- 
tion Conference,  sponsored  by  the  Center  for 
Disease  Control,  U.S.  Public  Health  Service: 

“Measles  is  out  of  control,  diphtheria  is  at  its 
highest  incidence  in  eight  years,  and  poverty 
areas  of  some  of  our  major  cities  as  well  as 
certain  rural  areas  are  ripe  for  a polio  epi- 
demic. Over-all,  the  picture  of  immunization 
practice  in  the  United  States  in  1971  is  far 
from  bright.  The  time  for  us  to  be  compla- 
cent about  these  diseases  has  run  out.”  (John 
J.  Witte,  M.D.,  Chief  of  the  Immunization 
Branch,  State  and  Community  Services  Divi- 
sion, Center  for  Disease  Control). 

Let  us  not  forget  the  suburbs  as  well.  Recent- 
ly, outbreaks  of  measles  have  occurred  in  at 
least  four  suburban  areas.  An  unusual  epide- 
miologic feature  of  these  has  been  the  occur- 
rence of  large  numbers  of  cases  among  junior 
high  and  high  school  students,  with  relatively 
few  cases  among  elementary  age  and  pre- 
•school  children. 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ig  information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  maJce  inquiries  directly  of  them. 


ANESTHESIOLOGY -Mario  I.  Veluz,  M.D.,  128  Beatty 
Circle,  P.O.  Box  144,  Westville,  Indiana  46391. 
Manila  Central  University  1949.  Board  eligible. 
Group,  partnership,  solo.  Available. 

Pankaj  V.  Master,  M.D.,  88  Fallbrook  Bay,  Niakwa 
Place,  Winnipeg  6,  Manitoba,  Canada.  B.  j.  Medical 
College  (India)  1960.  Board  certified.  Partnership, 
solo,  or  will  organize  department.  Available  May 
1971. 

A.  Bhattacharyya,  M.D.,  15  West  Erie  Street,  Albany, 
New  York  12208.  University  of  Calcutta  (India)  1954. 
Board  eligible.  Group,  partnership,  salaried  in  hos- 
pital. Available  January  1972. 

DERMATOLOGY -Charles  Wasilewski,  M.D.,  844  South 
Lincoln  Avenue,  Springfield,  Illinois  62704.  Jefferson 
1963.  Board  certified.  Group.  Available  July  1971. 

FAMILY  PRACTICE -Nabil  El-Deiry,  M.D.,  155  East 
Godfrey  .^ve.,  #0103,  Philadelphia,  Pennsylvania 
19120.  Ein  Shams  University  (Cairo)  1959.  Group, 
partnership,  or  solo.  Available  July  1971. 

GENERAL  PRACTICE -Suman  K.  Bass,  M.D.,  16-15  SW 
Roxbury  Street,  Seattle,  TVashington  98016.  Calcutta 
Medical  College  (India)  1956.  Also  emergencv'  room. 
Available  (temporary  in  northern  New  Jersey) 

INTERNAL  MEDICINE— Eugene  M.  Kern,  M.D.,  Box 
"O,”  Gorgas  Hospital,  Balboa  Heights,  Canal  Zone. 
University  of  Pennsylvania  1965.  Subspecialty,  gas- 
troenterology. Board  eligible.  Group.  Available  Au- 
gust 1971. 

Julius  M.  Jaffe,  M.D.,  964  Del  Ganado,  San  Rafael, 
California  94903.  Leiden  University  1963.  Subspe- 
dalties,  hematology  and  oncology.  Board  eligible. 
Association,  hospital  staff,  or  group  (southern  New 
Jersey) . Available  July  1971. 

Barry  A.  Portnoy,  M.D.,  8008  Seawall  Blvd.,  Galves- 
ton, Texas  77550.  Emory  1966.  Board  eligible.  Group. 
Available  July  1972. 

M.  M.  Rahman,  M.D.,  275  Bay  37  Street,  Brooklyn, 
New  York  11214.  Dacca  Medical  (Pakistan)  1958. 
Board  eligible.  Group,  partnership,  or  institution. 
Available  July  1971. 

Eugene  F.  Cheslock,  M.D.,  107  Beverwyck  Drive, 
Guilderland,  New  York  12084.  CMDNJ  1965.  Sub- 
specialty, hematolog)’.  Board  eligible.  Group.  Avail- 
able July  1972. 


NEUROLOGY —Michael  Weintraub,  M.D.,  31  Risley 
Road,  Chestnut  Hill,  Massachusetts  02167.  SUNY 
(Buffalo)  1966.  Board  eligible.  Solo,  partnership,  or 
group.  Available  May  1971. 

OBSTETRICS  AND  GYNECOLOGY -M.  H.  Rezaee, 
M.D.,  2532  Queenston  Road,  Cleveland  Heights, 
Ohio  44118.  Pahlavi  (Iran)  1959.  Board  eligible. 
Solo,  partnership,  or  group.  Available. 

Myung  H.  Han,  1130  Stadium  Avenue,  Bronx,  New 
York  10465.  Woo-Suk  University  (Korea)  1962. 
Subspecialty,  gynecologic  endocrinology'.  Board  eli- 
gible. Full  time  in  a hospital,  group,  or  partnership. 
Available  July  1971. 

Gunavantrai  Shah,  M.D.,  1579  Rhinelander  Avenue, 
Apt.  5Q,  Bronx,  New  York  10461.  Mysore  (India) 
1961.  Board  eligible.  Group,  partnership,  or  insti- 
tution. Available  October  1971. 

OPHTHALMOLOGY— Herman  C.  Jordan,  M.D.,  2 George 
Road,  Winchester,  Massachusetts  01890.  Howard 
University  1964.  Board  eligible.  Solo,  associate,  or 
group.  Available  July  1971. 

Robert  A.  D’lorio,  M.D.,  8 Whittier  PI.,  Apt.  22F, 
Boston  02114.  Georgetown  1965.  Board  eligible.  Part- 
nership or  group  or  solo.  Available  March  1972. 

OTOLARYNGOLOGY  -Melvin  J.  Gunsberg,  M.D.,  Box 
3.  DeWitt  Army  Hospital,  Fort  Belvoir,  Virginia 
22060.  NYU  1963.  Board  certified.  Group,  partner- 
ship, or  solo.  Available  August  1971. 

John  B.  Sekel,  M.D.,  4823  Flanders  Avenue,  Kensing- 
ton, Maryland  20795.  Georgetown  1966.  Board  eligi- 
ble. Group,  partnership,  or  solo.  Available  July  1971. 

Alvin  D.  Oscar,  3319  Royal  Oak  Court.  Columbus, 
Georgia  31907.  Jefferson  1964.  Board  eligible.  Part- 
nership or  associate.  Available  October  1971. 

PATHOLOGY— A.  Ronquillo,  M.D.,  310  Washington 
Street,  Newark,  New  York  14513.  University  of 
Santo  Tomas  1961.  Board  eligible.  Partnership  or 
hospital.  .Available. 

William  D.  Kelly,  M.D.,  801  Larchmont  Road, 
Elmira,  New  York  14905.  Georgetown  1947.  Board 
certified.  .Available  May-July  1971. 

PEDIATRICS— Leon  F.  Kukla,  M.D.,  4730  North  Post 
Road,  Indianapolis,  Indiana  46226.  New  Jersey  Col- 
lege of  Medicine  1966.  Board  eligible.  Group,  part- 
nership, or  institution.  .Available  August  1971. 

Richard  G.  Judelsohn,  M.D.,  2026.A  Tycoon  Road, 
Atlanta,  Georgia  30341.  SUNY  1967.  Board  eligible. 
Associate  or  group.  .Available  July  1972.  (Buffalo) 

.Abdolrasool  Ebrahimi,  M.D.,  81-11  45th  .Avenue, 
Apt.  3E,  Elmhurst,  New  York  11373.  Teheran  (Iran) 
1959.  Board  certified.  Solo,  group,  or  partnership. 
.Available  July  1971. 

PHYSICAL  MEDICINE  AND  REHABILITATION-Pravin 
Panchal,  M.D.,  2441  Webb  .Avenue,  Apt.  5A,  Bronx, 
New  York  10468.  Gujarat  University  (India)  1965. 
Board  eligible.  Hospital.  Available  July  1971. 

RADIOLOGY— Gamal-Eddin  H.  Hussein,  MD.,  2411 
Fifth  Street,  Fort  Lee,  New  Jersey  07024.  Ain-Shams 
University  of  Medicine  1957.  Board  eligible.  Any 
position.  Available. 
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SURGERY— Gan  L.  Maddinar,  M.D.,  41-30  43rd  Street, 
Sunnyside,  New  York  11104.  Nagpur  College  (India) 
1962.  Board  certified.  Group,  partnership,  or  aca- 
demic. Available  February  1971. 

Candido  Deborja,  M.D.,  280  River  Road,  Apt.  4-B, 
Piscataway,  New  Jersey  08854.  University  of  Santo 
Tomas  1961.  Board  certified.  Group  or  partnership. 
Available. 

Choon  Myong  Park,  8700  Pennsburg  Place,  #4,  Rich- 
mond, Virginia  23229.  Seoul  National  University 
1960.  Board  eligible.  Group  or  partnership.  Avail- 
able July  1971. 

Nemesio  M.  Elefante,  M.D.,  18724  Walkers  Choice 
Road,  Apt.  2,  Gaithersburg,  Maryland  20760.  Santo 
Tomas  (Philippines)  1959.  Board  eligible.  Solo, 
group,  or  partnership.  Available  July  1971. 

Abolfath  B.  Ardalan,  M.D.,  12300  McCracken  Road, 
Cleveland,  Ohio  44125.  Tehran  (Iran)  1962.  Sub- 
specialty, thoracic  and  vascular  surgery.  Board  eligi- 
ble. Group  or  partnership.  Available  July  1971. 

UROLOGY  — T.  Jagannathan,  M.D.,  1 Liberty  Street 
Apt.  6,  Little  Ferry,  New  Jersey  07643.  University 
of  Madras  (India)  1961.  Board  certified.  Group  or 
partnership.  Available. 

Richard  4V.  Keesal,  M.D.,  4905  East  Harry  Street, 
Apt.  115,  Wichita,  Kansas  67218.  Jefferson  1964. 
Board  eligible.  Group,  solo,  associate,  partnership, 
or  government.  Available  August  1971. 

M.  A.  Fermaglich,  M.D.,  Munson  Army  Hospital, 
Fort  Leavenworth,  Kansas  66027.  Brussels  1964.  Solo, 
partnership,  or  group.  Available  October  1971. 

Moustafa  S.  Naguib,  M.D.,  1325  South  Grand  Ave- 
nue, St.  Louis,  Missouri  63104.  Ein  Shams  University 
(Cairo)  1961.  Board  eligible.  Solo,  Associate,  or 
group.  Available  July  1971. 

Shah  M.  Chaudhry,  M.D.,  102  North  Main  Street, 
Cape  May  Court  House,  New  Jersey  08210.  Punjab 
University  (Pakistan)  1956.  Board  eligible.  Group  or 
partnership.  Available  July  1971. 


Neonatal  Convulsions 

“Managing  the  Neonatal  Convulsion”  is  the 
topic  for  the  June  23  meeting  at  the  Pas- 
cack  \'alley  Hospital,  Old  Hook  Road,  \Vest- 
wood.  The  speaker,  Whlliam  C.  Ellis,  M.D.,  is 
the  coordinator  of  pediatric  education  at 
Monmouth  Memorial  Medical  Center.  This 
seminar  will  open  promptly  at  11:30  a.m.  in 
the  conference  room  of  the  hospital.  The  New 
Jensey  Chapter  of  the  National  Academy  of 
Pediatrics  is  sjxmsoring  the  program,  and  it 
is  supported  in  part  by  grants  from  Mead- 
Johnson,  .Schering,  Ciba,  and  Hristol  Labora- 
tories. lor  details,  tvrite  to  Harold  Lakin, 
M.D.,  Old  Tapj)an  Roatl,  Old  I'apjian,  N.  J. 


Council  and  Committee  Chairmen 

1971-1972 

Alcoholi.sm 

George  Rogers,  M.D.,  Camden 
Annual  Meeting 

James  A.  Rogers,  M.D.,  Paterson 
Cancer  Control 
To  be  appointed 
Child  Health 

William  J.  Farley,  M.D.,  Nutley 
Conservation  of  Vision,  Hearing,  and  Speech 
Frank  B.  Vanderbeek,  M.D.,  Paterson 
Constitution  and  Bylaws 
To  be  appointed 
Credentials 

Louis  F.  Albright,  M.D.,  Spring  Lake 
Drug  Abuse 

Henry  A.  Davidson,  M.D.,  East  Orange 
Emergency  Medical  Care 

Jack  R.  Karel,  M.D.,  Hillside 
Emotional  Disorders  of  Childhood  and  .Adolescence 
Eugene  V.  Resnick,  M.D.,  Paramus 
Environmental  Health 

Ro.slyn  Barbash,  M.D.,  Teaneck 
Finance  and  Budget 

Thomas  C.  DeCecio,  M.D.,  Cliffside  Park 
Honorary  Membership 

Ralph  M.  L.  Buchanan,  M.D.,  Phillipsburg 
Judicial 

John  S.  Madara,  M.D.,  Salem 
Legislation 

Jesse  McCall,  M.D.,  Newton 
Maternal  and  Infant  Welfare 
John  D.  Preece,  M.D.,  Trenton 
Medical  Defense  and  Insurance 

William  J.  D’Elia,  M.D.,  Neptune  City 
Medical  Education 

James  A.  Rogers,  M.D.,  East  Orange 
Medical  Services 

Louis  K.  Colbns,  M.D.,  Classboro 
Medical  Student  Loan  Fund 

William  Greifinger,  M.D.,  Bcdleville 
Medicine  and  Religion 

Luke  A.  Mulligan,  M.D.,  Leonia 
Mental  Health 

Robert  S.  Garber,  M.D.,  Belle  Mead 
Mental  Retardation 

Miles  E.  Drake,  M.D.,  Adneland 
Nemological  and  Related  Disorders 
J.  Lloyd  Morrow,  M.D.,  Passaic 
Occupational  Health,  Workmen’s  Comp.  & Rehab. 

To  be  appointed 
Project  Hope.A’ietnam 

Thomas  C.  DeCecio,  M.D.,  Cliffside  Park 
Publication 

George  B.  Sharbaugh,  M.D.,  Trenton 
Public  Health 

Rolx'rt  C.  Salasin,  M.D.,  North  M'ildwood 
Public  Relations 

John  J.  Crosby,  Jr.,  M.D.,  Jersey  City 
Retirement  Plan  for  Physicians 

Nicholas  E.  Marchione,  M.D.,  \'ineland 
Trustees 

Guy  Campo,  M.D.,  Wesh  ille 
Woman’s  .Auxiliary 

M’illiam  J.  Roe,  M.D.,  Englewood 
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Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 

• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  the  Loss  Control  Program  which  includes 

• Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  S.  Munn  Ave.,  E.  Orange,  N.  J.  07018 
(201)  • 673-3060 
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DELTASONE®  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— acWve  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
0|-urative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  Vi^ith  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  ir 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retentior 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  ol 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing's  syndrome,  moon  facies, 'supraclaviculai 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  oi 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance: 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage:  aggra- 
vation or  masking  of  infection;  increased  blood  pressure; 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in- 
cluding amenorrhea,  spotting  or  prolonged  bleeding;  insomnia;; 
psychic  disturbances  especially  abnormal  euphoria;  nervousness;, 
posterior  subcapsular  cataracts  occasionally  requiring  extraction;' 
increased  intraocular  tension;  increased  intracranial  pressure  with' 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children;j 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac- 
tions; ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored- 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  „eo  e.is  (xqs->: 
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The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Deltasone®  5 mg. 
(precliiisone^Upjohn) 


an  eeonomical 
prednisone 
that's  made 
a name  tor  itself 


LETTERS  TO 
THE  JOURNAL 


The  Case  For  The  Compensation  Doctor 


Dear  Sir: 


March  31,  1971 


As  an  internist  who  has  devoted  many  years 
to  the  field  of  ^Vorkmen’s  Compensation,  I 
object  to  the  views  expressed  in  Dr.  Robert 
A.  Goldstone’s  letter  in  the  March,  1971  Jour- 
nal. He  has  done  a great  disservice  to  the 
many  fine  physicians,  lawyers,  and  judges  en- 
gaged in  this  area. 

Under  the  present  system  an  injured  work- 
ingman employs  the  services  of  a lawyer  to 
represent  him  in  his  claim.  He  will  he  wise  to 
hire  one  who  specializes  in  the  field,  because 
it  does  require  a great  deal  of  .special  knowl- 
edge. The  lawyer  refers  his  client  to  a physi- 
cian who  is  an  ex|)ert  in  evaluating  causal 
relationship  and  disability.  This  requires  not 
only  specialist  training  in  the  particular  field, 
hut  years  of  training  in  evaluating  disability. 
Most  of  the  physicians  are  board  certified,  or, 
at  least  eligible.  It  is  nonsense  to  say  that  the 
lawyer  sends  his  case  to  “a  doctor  who  will 
run  up  a big  hill”  or  “give  a high  estimate.” 
Such  tactics  give  rise  to  distrust  on  the  part  of 
the  judge  and  insurance  company,  and  are 
self-defeating.  Later  the  insurance  company 
sends  the  client  to  their  own  expert.  This 
physician  weighs  the  objective  and  clinical 
findings  to  arrive  at  his  ojjinion.  He  finds  out 
very  quickly  that  unreasonably  low  estimates 
of  disability  make  his  oj>inions  valueless  with 
the  judges.  .An  insurance  company  has  no  use 
for  an  expert  whose  testimony  is  not  believed, 
and  has  no  hesitation  in  discarding  him.  .And 
this  holds  for  the  loftiest  profes.sor  from  any 
medical  school.  It  is  anticipated  that  there 
will  be  a reasonable  spread  in  evaluating  dis- 
ability, depending  on  which  side  the  opinion 
is  expressed.  Rut  this  is  not  a “forced”  opin- 
ion. I know  of  no  doctor,  who  has  done  this 
work  over  many  years,  who  expresses  an  opin- 


ion that  he  does  not  honestly  and  deeply 
believe.  But  I do  know  of  many  doctors  rvho 
have  refused  to  give  opinions  that  a lawyer 
pressed  them  to  express.  In  my  own  experi- 
ence, I have  had  many  a lawyer  express  his 
dissatisfaction  with  my  estimate  of  disability  as 
being  too  low,  but  rarely  a request  to  change 
it. 

Probably  the  greatest  influence  in  achieving 
an  ecjuitable  system  is  the  Judge  of  Compen- 
sation. It  takes  time,  experience,  and  season- 
ing to  produce  a good  Judge  of  Compensa- 
tion. Rut  these  men  and  women  develop  ex- 
pertise in  evaluating  the  merits  of  a case  and 
in  dispensing  justice.  The  statement  that  “the 
Judge,  in  Solomon-like  wisdom,  will  find  an 
average”  is  hardly  worthy  of  refutation.  1 he 
judges  work  hard  and  long  to  settle  cases  and 
in  the  great  majority  the  cause  of  justice  is 
admirably  .served.  Since  all  testimony  is  given 
under  oath  and  recorded,  and  cases  may  be 
reviewed  by  the  upper  courts  or  the  Bureau, 
everyone  involved  in  the  system  is  careful  as 
to  how  he  expresses  himself  on  the  record. 

The  suggestion  of  Dr.  Coldstone  that  “any 
doctor  who  gives  more  than  sixty  per  cent  of 
his  testimony  for  either  side,  in  a given  year, 
should  he  disqualified”  woidd  sound  the 
death  knell  of  Workmen’s  Compensation. 
The  present  system  survives  because  of  the 
devotion  of  a small  group  of  physicians  who 
are  expert  in  the  field  in  evaluating  disability 
for  either  petitioner  or  respondent,  and  be- 
cause their  opinions  are  valued  and  under- 
stood by  both  sides  and  the  judges.  Remove 
them  and  the  present  system  will  collapse. 

This  is  the  reason  that  most  cases  are  dis- 
]>osed  of  by  settlement,  and  never  reach  the 
trial  level.  As  a matter  of  fact,  when  a case  is 
tried,  it  is  usuallv  becau.se  of  some  legal  or 
technical  disagreement,  and  not  the  medical. 
1 know  of  several  physicians  who  attempted 
to  be  experts  on  either  side,  and  their  services 
were  so  used.  Invarialily  the  attempt  was  un- 
successful, and  discontinued  with  consent  of 
the  physicians  and  lawyers  concerned.  There 
is  no  such  thing  as  a purely  “impartial” 
physician,  an\  more  than  there  are  “impar- 
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tial”  ])anels.  But  there  are  honest  and  con- 
scientious physicians  who  give  their  opinions 
within  the  context  of  their  own  background, 
training,  and  convictions. 

There  may  be  a few  bad  apples  in  the  medi- 
cal and  legal  barrels,  who  do  not  follow  the 
best  ethical  precepts  in  their  medicolegal 
work,  or  in  their  private  practice  for  that 
matter.  But  this  is  not  to  say  that  the  entire 
barrel  is  tainted,  as  Dr.  Goldstone  would 
have  us  believe.  I deplore  his  viewpoint. 

(Signed)  Saul  Lieb,  M.D. 


Nothing  But  The  Truth 


Dear  Doctor  Davidson: 


April  2,  1971 


This  is  in  response  to  a letter  in  the  March 
1971  issue,  entitled,  “Deplores  Medical  Testi- 
mony.” This  letter  impugns  the  integrity  of 
the  medical  and  legal  profession. 

I wish  to  register  my  objection  to  the  editori- 
al policy  of  The  Journal,  which  allows  such 
statements  to  be  published  in  the  official 
Journal  of  The  Medical  Society  of  New  Jer- 
sey. 


lems  (particularly  in  compensation  and  acci- 
dent cases)  might  be  found.  However,  we 
must,  for  the  present,  li\e  with  the  system  as 
it  is  now  conducted.  In  such  a system,  we 
doctors  must  be  sure  that  our  opinions  ad- 
here to  the  best  concepts  of  the  science  and 
art  of  medicine.  A reminder  to  medical  men 
who  might  be  called  upon  to  testify  would  be 
helpful:  that  they  may  testify  only  if  they  are 
the  treating  physician.  In  this  case,  they  need 
testify  as  to  their  findings,  diagnosis,  and 
treatment  given  by  them,  and  avoid  offering 
etiologic  or  prognostic  opinions.  If  they  qual- 
ify as  an  expert  tvitness,  then  they  will  be 
required  to  give  opinions  covering  etiolog)’ 
and  the  relationship  to  injury,  activity,  cir- 
cumstance, and  prognosis.  In  this  case,  the 
exj>ert  must  adhere  to  medical  knowledge 
and  allow  nothing  to  influence  his  opinion 
away  from  the  strictly  medical. 

Let  every  medical  witness  remember  that  he 
takes  an  oath  as  he  steps  into  the  witness 
stand  to,  “Tell  the  truth,  the  whole  truth, 
and  nothing  but  the  truth.” 

(signed)  Harold  K.  Eynon,  M.D. 


Dr.  Eynon  deplores  our  publishing  that  letter  in  the 
March  Journal.  Imagine  how  much  deploring  there 
would  be  if  we  refused  to  publish  it.— Editor 


That  letter  loses  sight  of  the  important  fact 
that  the  legal  profession  ftuictions  on  an 
adversary  system  and  the  medical  profession 
does  not.  I'hus,  no  pressure  could  be  exerted 
upon  a physician  to  cause  him  to  join  the 
adversary  system.  But,  because  some  doctors 
do  join  the  adversary  system  yvhen  they  get  in- 
to court,  the  confusion  occurs.  I grant  that 
there  is  oftimes  a great  disparity  in  what  le- 
gally is  decided  and  what  shoidd  be  medically 
decided — to  the  extent  that  I often  categorize 
these  as  a legal  diagnosis  and  a medical  diag- 
nosis. The  disparity  occurs  because  doctors 
(wlien  they  are  asked  to  testify)  allow  various 
influences  to  yveight  their  opinions  ayvay  from 
the  strictly  medical  approach. 

Doctors,  by  becoming  adversaries,  have  been 
ihe  !)iimary  source  of  this  situation.  Some 
■ tter  ;y-.i:em  of  seli'ing  medico-legal  prob- 


A  Better  Way  To  Dispense  Justice 

April  8,  1971 

Dear  Doctor  Davidson: 

Count  me  in  among  the  deplorers  of  medical 
testimony  (Robert  A.  Goldstone,  M.D., 
March  1971) . My  rotating  internship  at 
Kings  County  Hospital  included  three 
months  of  emergency  room  and  ambulance 
service.  During  this  period,  I admitted  hun- 
dreds of  head  injury’  cases.  Years  later  I 
yvould  he  summoned  to  court,  usually  to 
syvear  that  the  signature  on  the  chart  yvas 
mine. 

I sat  in  courtrooms  for  hours,  intrigued  by 
the  all  too  frequent  diametrically  opposite 
opinions  of  our  most  eminent  neuro- 
psychiatrists. 


.').Tt 


1 HE  JOURX.M.  OF  THE  MEDIC.M.  .SOCIETY  OF  XEty  JERSEY 


For  the  Plaintiff — “This  man  has  permanent 
brain  damage.  He  will  always  have  head- 
aches, irritability,  etc.,  etc.  I doubt  whether 
he  will  ever  work  again.’’ 

For  the  Defendant — “There’s  nothing  wTong 
with  this  man  that  a cash  settlement  won’t 
cure.’’ 

There  must  be  a better  way  to  dispense  jus- 
tice. 

(signed)  Frank  L.  Rosen,  M.D. 


Placebo  Effect 
Dear  Sir: 


April  16,  1971 


The  justification  of  drug  advertising  seems  to 
be  among  the  favorite  topics  of  editorials  that 
appear  in  The  Journal.  In  the  .Vpril  1971 
issue  we  are  told:  “However,  no  exhibitor  is 
going  to  rent  space  unless  he  knows  that  his 
product  is  of  use  to  the  doctors.  So  you  can 
be  sure  if  it  is  shown  that  it  is  useful.’’ 

Such  dogmatism! 

I recall  an  exhibit  at  the  last  .\M.A  conven- 
tion I attended.  The  ribbon  clerks  were  hand- 
ing out  “literature”  and  samples  of  a new 
product,  a placebo  in  the  form  of  a timed- 
release  capsule. 

Amused  and  curious,  I asked  one  of  the  de- 
tailmen  if  he  could  estimate  the  probable  cost 
of  this  incredible  medical  break-through  to 
the  patient.  He  said  it  would  probably  be 
between  12  and  15  cents  per  capsule,  but  that 
it  might  be  more  because  of  the  well-known 
direct  relationship  between  cost  and  placebo 
effect. 

(signed)  A.  Dale  Console,  M.D. 


The  success  of  the  timed-release  placebo  opens  the 
dcKjr  to  the  next  step  in  new-part  surgery;  the  trans- 
plantation of  the  human  appendix.  You  never  can 
tell  what  will  come  next.— Editor 


OBITUARIES 


Dr.  James  B.  Butler 

One  of  the  leaders  in  medical  administra- 
tion in  our  state,  James  B.  Butler,  M.D.,  died 
on  March  11,  1971  at  the  age  of  63.  His  M.D. 
came  from  Hahnemann  and  he  also  acquired 
an  M.Sc.  in  Public  Health  from  Harvard.  For 
thirty  years  he  served  the  Navy  in  high  level 
administrative  posts,  retiring  in  the  grade  of 
captain.  From  1961  to  1971,  he  served  our 
State  Department  of  Institutions  and  .\gencies 
as  a consultant  in  medical  and  hospital  ad- 
ministration. 

Dr.  Walter  W.  Cox 

Long  one  of  Montclair’s  leading  physicians, 
Walter  W.  Cox,  M.D.,  succumbed  on  .April 
12,  1971,  at  the  age  of  84.  He  was  a Bellevue 
graduate  in  the  class  of  1914,  and  for  many 
years  was  an  attending  surgeon  at  both  Moun- 
tainside Hospital  in  Montclair  and  Alexian 
Brothers  in  Elizabeth.  Dr.  Cox  was  promi- 
nent in  civic  affairs  and  for  several  decades 
was  Glen  Ridge  school  physician.  He  served 
as  President  of  the  Montclair  Board  of 
Health  during  the  1930s.  In  1917  and  1918, 
he  was  on  active  duty  with  the  medical  corps 
of  the  Army  of  the  United  States.  In  1942  and 
1943,  Dr.  Cox  was  President  of  our  State’s 
largest  County  Medical  Society,  Essex. 

Dr.  Milton  Cutler 

One  of  southern  New  Jersey’s  best-known  in- 
ternists, Milton  Cutler,  M.D.,  died  suddenly 
on  .April  6,  1971.  Dr.  Cutler,  a 1936  alumnus 
of  St.  Louis  Medical  School,  was  board  cer- 
tified in  internal  medicine.  He  was  medical 
director  of  the  Kessler  Memorial  Hospital, 
and  consulting  internist  to  the  State  Hospital 
at  .Ancora.  He  was  chief  of  the  graduate  edu- 
cational program  at  the  Atlantic  City  Hospi- 
tal, where  he  was  also  attending  in  medicine. 
Dr.  Cutler  was  a three  medal  winner  during 
his  army  service  in  World  'War  II.  He  won  a 
listing  in  U’ho’s  Who  in  Medicine,  was  a 
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member  ol  tlie  Ainerican  Medical  Writer’s 
Association,  and  was  a prolific  writer  on  medi- 
cal topics.  Born  in  1911,  Dr.  Cutler  was  60 
years  old  at  the  time  of  his  death. 

Dr.  George  1.  Horhovitz 

One  of  Mercer  County’s  best  known  intern- 
ists, George  I.  Horhovitz,  M.D.,  died  on 
March  17,  1971.  Dr.  Horhovitz  was  a 1935 
alumnus  of  the  Jefferson  Medical  College  and 
was  affiliated  with  the  St.  Francis  Hospital  in 
Trenton.  He  was  active  in  the  work  of  the 
Academy  of  Medicine  of  New  Jersey  and  in 
the  affairs  of  our  Mercer  County  Medical  So- 
ciety. He  was  only  61  at  the  time  of  his  death. 

Dr.  Joseph  P.  Klenk 

Born  in  1897,  Joseph  P.  Klenk,  M.D.,  died  on 
March  30,  1971.  He  was  a 1925  alumnus  of 
Georgetown  University’s  Medical  School.  Dr. 
Klenk  was  President  of  the  Essex  County 
Medical  Society  in  1963  and  1964.  He  was  a 
well-known  gynecologic  surgeon,  identified 
with  St.  Vincent’s  Hospital  in  Montclair,  St. 
Mary’s  in  Orange,  and  Clara  Maass  in  Belle- 
ville. 

Dr.  Paul  F.  Liva 

One  of  our  state’s  .senior  cardiologists.  Paul 
F.  Liva,  M.D.  of  Lyndhurst,  died  on  April  3, 
1971.  He  received  his  degree  at  the  old  Long 
Island  College  Hospital  in  1923,  and  was  an 
early  Fellow  of  the  American  College  of  Phy- 
sicians. Dr.  Liva  was  on  the  staff  of  the  Hack- 
ensack Hospital.  He  was  78  years  old  at  the 
time  of  his  death. 

Dr.  Lewis  H.  Loeser 

One  of  New  Jersey’s  jumninent  neurologists 
and  psychiatrists,  Lewis  H.  Loeser,  M.D.,  died 
on  .\pril  8,  1971  at  the  age  of  68.  He  was  one 
of  the  small  groii]>  who  founded  the  New 
Jersey  Neuropsychialric  Association.  .\n  early 
ilipioinaie  in  both  neurology  and  psychiatry, 
he  teas  afiiliatcd  in  these  fields  with  most 
of  the  hospitals  ii.  E.s.sex  Countv.  He  was 
the  mainsjjring  behind  the  deselopment 


ot  the  model  Low  Cost  Psychotherapy  Plan, 
and  one  of  the  architects  of  the  Essex 
County  Mental  Health  Association.  Dr.  Loe- 
ser was  a pioneer  in  the  early  development  of 
group  psychotherapy.  He  was  a 1927  graduate 
of  the  medical  school  at  Tufts  University. 
During  World  War  II,  Dr.  Loeser  was  a lieu- 
tenant colonel  in  the  medical  corps  and  com- 
manding officer  of  a large  army  hospital 
based  in  Britain. 

Dr.  James  E.  Phelps 

Born  in  1896,  James  E.  Phelps,  M.D.,  was 
graduated  in  1925  from  the  Medical  School 
of  the  University  of  \’ermont.  He  served  the 
people  of  Passaic  County  for  forty  years,  and 
was  an  internist  with  special  skill  in  cardi- 
ology. He  was  on  the  staff  of  St.  Joseph’s  Hos- 
pital in  Paterson.  Dr.  Phelps  died  on  April 
18,  1971  at  the  age  of  75. 

Dr.  Paul  Stuart 

Born  in  Budapest,  Paul  Stuart,  M.D.,  came  to 
the  U.S.A.  at  the  age  of  32.  He  had  received 
his  M.D.  at  Prague  in  1934.  Immediately  af- 
ter coming  to  our  countn',  he  volunteered  for 
and  served  in  the  medical  corps  of  the  Army 
of  the  United  States.  On  being  demobilized 
he  went  to  work  for  the  Netv  Jersey  Office  of 
the  \Tterans  Administration.  He  became  a 
board  diplomate  in  psychiatry,  and  main- 
tained offices  for  the  private  practice  of  that 
specialty  in  Perth  Amboy  and  in  Elizabeth. 
He  was  affiliated  Avith  all  three  hospitals 
in  Elizabeth.  Dr.  Stuart  was  63  years  old  at 
the  time  of  his  death  on  .\pril  2,  1971. 

Dr.  Adrian  Taterka 

.*\t  the  untimely  age  of  61,  .Adrian  Taterka, 
M.D.,  died  on  March  7,  1971.  He  was  a grad- 
uate of  the  medical  scIkkaI  at  Edinburgh,  Scot- 
land, and  was  a major  in  the  medical  corps 
of  the  .Army  of  the  Ihiited  States  during 
W’orld  War  11.  He  Avas  an  internist,  Avith  a 
sub-specialty  in  cardiology,  and  Avas  a full-time 
therapist  and  examiner  for  the  A'eterans  .Ad- 
ministration Regional  Office  in  XeAvark. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin* 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

17% 


POOR 


FAIR 


GOOD 


; CEREBRO-NICIN®  New  double-blind  study*  shows  how 
[effectively  senility  can  be  forestalled.  Four  times  as  many 
paging  patients  showed  striking  improvement. 

♦A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrni,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Bach  Cerebro-Nicin  capsule  contains: 

Per>tylenetetra2ole lOO  mg^: 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mgj 

Thiamine  HCI 25  mg, 

1 -Glutamic  Acid 50  mg. 

Niacinamide 5 mgJ 

Riboflavin 2 mg. 

Pyrldoxine 3 mg 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician.^ 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  80Z.  bottles.  0 

CONTRAINDICATIONS:  There  are  no  known  contraindications*^ 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  it  the  i 

patient  is  forewarned  to  expect  the  reaction.  REFER  TO 

PDR 

Write  for  literature  and  samples... 

the  brown  pharmaceutical  CO. 

2500  W.  6th  St., Los  Angeles.Calif.  90057  { 
Write  for  Product  Catalog  :/t. 


Choice  of  4 strengths: 

Android  Android-HP 


A-'. ' ' ' tablet  confoint 
Methyl  TcsltsteroAC 
Thy/Oifl  t'  ; . >0  tTit 


HICN  POTtNCT 
Fach  red  tablet  cantatas: 
Methyl  Testosterone  ,.5  0m|. 
Thyroid  tit.  (*.y  cr.)  . 30  mf. 

Ciij':-  Ac-iJ 50  mg 

Thi-  HCL  . . : , ..10  m* 

Jpi  .-  1 teblet  3 t>mes  duly. 
Ai  atlable 

r-’  » 100. 500. 1000. 


Android-x 

EXTRA  HIGH  POTENCT 

^ orange  tablet  contains: 
Methyl  Testosterone  .17.Snit- 
Thyroid  Eit.  (I  fr.)  . . S4  mg. 

ClutAmic  Acid  50  mg. 

ThummcHCL  10  mg. 

Dose  1 or  2 tablets  daily. 

Ai  oi/afrfe’ 

Bottles  ol  60.  500. 


PDR 


Android-Plus 

WITH  HICN  POTENCr 
e-COMPlEI  AND  VITAMIN  C 
Eoeh  uhtfe  tablet  contains: 
Methyl  Testosterone  . 2 5 mg. 
Thyroid  Eit.C  4 gr.)  ..  IS  mg. 
Ascorbic  Acid  (Vit  C)  .250  mg. 

Thiamine  HCL  25  mg. 

ClutamicAcid  . 100  mg. 

Pyfidoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B'I2  2.5  meg. 

Riboflavin 5 mg. 

Pose:  2 tablets  daily 
Aiaitabte  Bottles  ol  60.  500. 


•M  of  **'**•' 


Wethtiieito(tr«orie  li 
'rUtmeM  St 

. A.  S ■’  trejt'"r  ><--oole 

L . Turnoff.  • , rutusbima.  D K . »nd  GaiTifhor.  1 
rvtcitm  c »l*rct  Of  onO'Ci!'-:';  i Cl  - Indocf  19  936. 
19M  5 firtii.  I.  I.  and  Cottoo.  S w {M*<t»  of  i *i«t-v—  ^e  on  »pew*to«e"o*ii. 

J Urol  79«63.  19«  6.  Otol  A . and  Tarrar,  6 I Uiiteo  r - • od  l-pe*neott.  Phila- 
delphia, 1955.  p U32.  7 Wefshul.  1.  P Seiual  l“~ * * *''■ 

III  *•*  - 


Bh-a,  1955,  p l< 
m9.  pp.  79^9* 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  impotence 
with  Methyitestosterone  Thyroid 
(100  patients — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


«« 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  wras  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 
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BOOK 

REVIEWS 

Progesterone.  (Ciba  Foundation).  Edited  by  G.  E.  W. 
Wolstenholme  and  Julie  Knight.  Baltimore,  1969, 
Williams  and  Wilkins.  Pp.  193.  Illustrated.  (Price  not 
stated) 

This  small  hook  contains  current  experimental  data  in 
one  of  the  most  intriguing  fields  of  physiologic  re- 
search: icgulation  of  the  pregnant  uterus  to  delay 
labor  until  term  and  then  to  initiate  it.  This  volume 
is  a report  of  a meeting  in  1969  of  the  Study  Group  on 
Progesterone.  .At  this  session,  a distinguished  interna- 
tional panel  presented  reports  and  engaged  in  discus- 
sions. Direct,  interdependent  effects  on  myometrial 
function  of  uterine  volume,  oxytocin,  estrogen,  and 
progesterone,  as  well  as  indirect  effects  of  maternal  and 
letal  endocrine  systems,  are  considered  in  general,  and 
then  diflerentially  in  early,  mid,  and  late  pregnancy. 
Related  findings  in  the  guinea  pig  and  rat  uteri  are 
described. 

The  reports  are  replete  with  laboratory  and  clinical 
data  on  normal  and  abnormal  pregnancies,  inllucnced 
and  uninfluenced  by  experimental  procedures.  The 
entire  subject  of  pregnancy  is  considered,  not  merely 
the  direct  and  indirect  effects  of  progesterone  (which 
are  substantial)  as  the  title  might  suggest,  and  one  is 
impressed  with  the  advances  in  the  field  over  the  past 
decade,  as  well  as  with  the  number  of  (piestions  still 
unanswered. 

Hv.m.\n  AV’.  Fisher,  M.D. 

Healers  in  Uniform.  Edward  Edelson.  New  York,  1971, 
Doubleday.  Pp.  184  ($3.95) 

.Any  reader  of  this  enjoyable  Irook  will  be  surprised 
that  there  were  Army  doctors  who  (in  spite  of  their 
daily  routine  work)  found  the  time  to  establish 
monumental  institutions  and  historic  medical  discov- 
eries. It  could  only  be  done  by  men  of  vision,  dedica- 
tion, and  determination. 

Mr.  Edelson  has  picked  twelve  military  doctors  who 
made  landmarks  in  medical  history.  They  persisted 
often  against  strong  opposition  and  they  were  re- 
sponsible for  several  contributions,  each  of  which 
alone  would  be  considered  a memorial.  Just  a few 
examples  will  have  to  suffice. 

William  Beaumont  visualized  the  great  opportunity 
jtresented  by  the  shot-gun  wound  of  .Alexis  Martin's 
stomach.  This  enabled  him  to  conduct  experiments 
which  resulted  in  his  book  that  was  the  basis  for  the 
science  of  dietetics  and  physiology  of  digestion  for  130 
years.  John  Billings,  in  the  Civil  War,  was  the  first  to 
place  hospitals  near  the  front  lines.  He  installed  a 
practical  system  of  evacuating  the  wounded.  He  estab- 
lished the  Xational  Library  of  Medicine  and  cataloged 
all  the  books,  pamphlets,  and  journals  from  around 
the  world.  He  not  only  built  modern  army  hospitals, 
but  also  the  Johns  Hopkins  Hospital  and  the  Xew 
A'oik  riiblic  Library. 

George  .Sternberg  became  one  of  the  world’s  leading 
bacteriologists.  His  “Manual  of  Bacteriologv ''  was  a 
standard  reference  for  manv  years.  ,A  great  monument 
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to  him  is  his  establishment  of  the  .Army  Medical 
School.  Then  there  was  Walter  Reed,  who  contributed 
to  the  elimination  of  yellow  fever,  and  Bailey  .Ashford, 
who  is  credited  for  the  control  of  hook-worm  disease. 
And  in  the  presetit  [leriod  of  aeioinedical  advances 
David  Grant  established  safe  aeromedical  e\acuation; 
William  Lovelace,  Hairy  .Armstrong,  and  |ohti  Stapp, 
many  times  at  the  risk  of  their  lives,  conducted  ex- 
periments that  brought  our  aviation  industry  and 
space  program  to  its  present  success. 

While  these  historic  events  were  sketchily  written,  this 
enjoyable  little  book  is  worth  possessing. 

Henry  .-\.  Brodkin,  Af.D. 

Infection  Control  in  the  Hospital.  Chicago,  1970, 
American  Hospital  Association.  Pp.  154.  (Price  not 
stated) 

Offered  here  is  a revision  of  the  first  edition  pub- 
lished in  1968.  It  is  a handy  desk  reference  for  the 
hospital  worker.  The  contents  include:  (1)  epidem- 
iology of  infection,  (2)  general  organization  of  re- 
sponsibility, (3)  specific  responsibilities  of  individuals 
and  hospital  departments,  (4)  general  methods  of  pre- 
vention and  control  of  infection,  and  (.5)  special  prob- 
lems in  the  control  of  infection,  Xew  sections  touch 
on  gamma  radiation,  intensive  care  units,  and  cathe- 
terization guidelines.  The  index  is  improved  and  the 
table  of  contents  is  reorganized.  4'here  is  also  a re- 
vision of  the  section  on  microbial  sampling  and  isola- 
tion [noted  tires. 

The  book  is  concise  and  authoritative  with  excellent 
charts,  sample  forms,  and  diagrams.  Of  special  value 
is  the  chapter  dealing  with  the  “infection  control 
(ommiltee.’  its  luiutions,  iis  composition,  the  im- 
portance of  the  hospital  epidemiologist  and  infec- 
tious control  nurse,  and  the  various  methods  of  mon- 
itoring infections  and  infective  situations. 

As  with  the  first  one,  this  edition  is  highly  recom- 
mended to  hospital  peisonnel  at  all  professional 
levels. 

Dominic  A.  Mauriello.  M.D 

Modern  Treatment.  (Vol.  7,  No.  3):  Systemic 

Mycoses,  John  P.  Ufz,  M.D..  Editor;  Calcium  Dis- 
orders, Gilbert  S.  Gordan,  M.D.,  Editor.  New  York, 
1970,  Harper  and  Row.  Pp.  212.  ($20  per  year,  by 
subscription) 

I bis  issue  concerns  two  separate  topics,  fungal  diseases 
and  c;ilcium  metabolism.  1 he  first  part  is  an  excellent 
[ireseniaiion  of  a to[)ic,  the  importance  of  which,  be- 
comes greater  each  day.  Lhese  fungal  infections  occur 
not  only  from  the  outside,  but  also  (in  these  days  of 
steroids,  antibiotics,  and  immunosuppressor.s)  fungi 
and  yeast  which  occur  normally  in  the  body,  often 
become  invasive.  This  text  attempts  to  clarify  many 
of  the  problems  of  these  diseases  and  prevent  the  all- 
loo-pre\alent  errors  in  establishing  a diagnosis.  Includ- 
ed is  an  excellent  article  by  Louria  and  .Armstrong  de- 
scribing the  logical  sequence  of  making  such  a diag- 
nosis. The  other  articles  arc  replete,  if  not  redundant, 
with  discussions  of  treatment  with  various  drugs,  main- 
ly .Amphotericin  B. 

I he  second  topic  is  an  interesting  review  of  calcium 
metabolism,  with  explicit  discussions  of  the  iliagnosis 
of  the  hypercalcemias,  hypeiqiarathyroidism,  and 
hypoparathyroidism. 

This  issue  is  an  excellent  addition  to  any  jiliysician’s 
library. 

Samufl  E.  Einhorn,  M.D. 
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WANTED 

Physician  in  North  Jersey 

Medical  doctor  in  expanding  town  of  ap- 
proximately 2600  residents  in  Sussex  County. 
Features  include  an  excellent  elementary 
school,  year-round  sports,  shopping  centers 
and  churches  of  all  denominations  in  area. 
Contact:  Borough  Clerk,  Highland  Avenue, 
Ogdensburg,  New  Jersey  07439,  telephone 
(201)  827-3444. 


MEDICAL  DIRECTOR 

Immediately  Available  Position 

New  209  bed  Health  and  Rehabilita- 
tion Center  in  Lawrenceville,  New 
Jersey  (between  Princeton  and  Tren- 
ton, New  Jersey  on  Route  206). 
Prefer  Board  Certified  in  Internal 
Medicine.  Full  or  part-time  arrange- 
ment may  be  negotiated.  Salary  and 
benefits  negotiable.  To  administer 
medical  and  administrative  services 
in  the  Department  of  Medicine-Medi- 
cal Advisory  Board  and  Board  of 
Trustees  at  the  Center.  Please  con- 
tact: 

Administrator 
Morris  Hall  Health 
& Rehabilitation  Center 
2831  Lawrenceville  Road 
Lawrenceville,  New  Jersey  08648 
Phone  Area  Code  609-896-0006 


STATE  OF  NEW  JERSEY 
PSYCHIATRIST  MEDICAL  DIRECTOR 

Career  opportunity  for  Medical  Director-Chief  Executive  Officer  at  an 
accredited  (JCAH)  3,000  bed  psychiatric  hospital.  Sectionalized  and  re- 
gionalized facility  with  good  community  interaction.  Master  planning  in 
progress  and  new  construction  under  way.  Approved  Residency  Train- 
ing Program.  Attractive  suburban  setting  within  easy  reach  of  New  York  and 
Philadelphia.  Candidates  must  possess  the  following  qualifications:  hold 
medical  licensure  (or  be  eligible  for  licensure)  in  New  Jersey;  be  certified 
in  psychiatry  by  the  American  Board  of  Psychiatry  and  Neurology;  pos- 
sess experience  in  medical  administration  in  a hospital  setting;  show  evi- 
dence of  capability  as  a clinical  psychiatrist.  Salary  range:  $26,204  to 
$34,064  plus  $1,000  maintenance.  Starting  salary  to  be  discussed. 

Please  contact:  Division  of  Mental  Health  and  Hospitals,  N.  J.  Depart- 
ment of  Institutions  and  Agencies,  Box  1237,  Trenton,  N.  J.  08625  Tele- 
phone (609)  292-4242 

An  Equal  Opportunity  Employer 
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CLASSIFIED  ADVERTISEMENTS 


ASSOCIATE  ANESTHESIOLOGIST-Waiitcd  for  cover- 
age 1-2  months  yearly  or  limited  work  schedule.  Fee 
for  serxice.  Xo  OB.  Bergen  County.  TVrite  Box  No. 
186,  c/o  I HE  JOI  RNAL, 


ANESTHESIOLOGIST  — Board  eligible,  university 
trained.  Seeks  group  or  partnership,  .'\vailahle  July. 
Write  Box  No. '200.  c/o  I HE  JOURNAL. 


ASSOCIATE  WANTED— July  1971,  internal  medicine 
practice.  Currently  includes  internal  medicine  and 
gastroenterology.  New  office  adjacent  to  hospital. 
Terms  negotiable.  Partnership  one  year.  F.  D.  Mc- 
Guire, M.D.,  1036  Amhov  .Avenue,  Edison,  New  Jersey 
08817  (201)  549-2299. 


INTERNIST— Seeks  partnership,  group  or  hospital  posi- 
tion in  north-central  New  Jersey.  Board  eligible  with 
sub-speciality  training  in  nephrology  and  henuKlialysis. 
M.  Rahman,  .M.l).,  275  Bav  37  Street.  Brooklyn,  New 
York  11214  or  call  (212)  966-5202  or  941-4700.' 


OBSTETRICIAN-GYNECOLOGIST-Seeks  group,  part- 
nership, institution  or  salaried  jrosition.  Board  eligible, 
certified  bv  Royal  College  of  Canada.  .Available  Oc- 
tober 197 L Write  Box  No.  201,  c/o  I HE  JOURNAL. 


PATHOLOGIST— Laboratory  Director  would  like  to  lo- 
cate in  New  Jersey.  Fixperienced,  41,  New  Jersey 
licensed,  both  .A.P.  and  C.P.  boards,  highest  qualifica- 
tions. TVrite  Box  No.  197,  c/o  I HE  JOURNAL. 


PHYSICIAN  INTERESTED  IN-Full  or  part-time  posi- 
tion in  emergency  room  or  general  practice  in  central 
New  Jersey.  .Availahle  immediately.  Flas  New  Jersey 
and  Pennsylvania  state  licenses.  Write  Box  No.  196, 
c/o  I HE  JOURNAL. 


OPHTHALMOLOGY  PRACTICE  AVAILABLE  - Fine 
suburban  community,  FXsex  county.  Fistablished  forty 
years.  Successful.  Diplomate  since  1936  and  F..A.C.S. 
•State  qualifications  and  date  available.  Write  Box  No. 
194,  c/o  I HE  JOURNAL. 


PRACTICE  AND  OFFICE  FOR  SALE-Atlantic  City,  In- 
ternal medicine  practice  and  completely  equipped 
office  for  sale.  Write  Box  No.  198,  c/o  FFIE  JOUR- 
NAL. 


HOME/OFFICE,  PRACTICE— Pediatric  practice.  New 
Jersey  suburbs,  high  fee  area.  15  year  large  established 
practice.  Home  and  fully  equipped  office  combination. 
Near  modern  hospital.  Excellent  coverage.  Leaving 
for  university  appointment.  .Available  July.  Write  Box 
No.  195,  c/o  THE  JOURNAL. 


FOR  SALE— X-ray  outfit  used  in  dermatological  treat- 
ment. Call  (201)  232-1263. 


FOR  SALE— Home  and  office.  Shore  area,  10-room 
home,  4-r(H>m  office.  TVithin  walking  distance  to 
schools,  shopping,  churches.  7 miles  from  ocean.  Phone 
201-747.3574. 


SPACE  AVAI LABLE— Edison,  New  Jersey,  new  pio- 
fe.ssional  building  adjacent  to  hospital.  Contact:  I-'.  D. 
■McC.uire,  M.D..  1036  .Amhov  .Avenue,  F'dison,  New 
Jersey  08817  (201)  549-2299.' 


OFFICE  SPACE  FOR  RENT— Entire  second  lloor  of 
corner  building  in  established  area  of  Newark.  Call 
(201)  731  121 1 after  3 P.M. 


FOR  RENT— F'ull  or  part-time.  Office  in  professional 
building,  fidly  cquijtped.  Share  expenses  with  estab- 
lished physician.  Write:  New  Milford  Physicians 

Group.  1033  River  Road,  New  Milford,  New  Jersey 
07646. 


FOR  RENT— Highland  Park,  vacated  professional  office, 
4 large  rooms,  .Al  location.  Call  alter  5 p.m.  (201) 
54.5-0875. 


OFFICE  SPACE— Middlesex  County,  Madison  Town- 
ship. Prime  professional  location,  np  to  1000  square 
feel.  Call  (201)  727-4545 


Informafion  for  Adverfisors — RATES:— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  ‘‘Write  Box  No.  000,  c/o  THE  JOURNAL“  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


THE  PRINCETON  HOUSE 


(A  service  of  The  New  Jersey  Rehabilitation  Care  Foundation) 


A private,  non-profit  hospital  licensed  by  the  State  of  New  Jersey  for  the 
Alcoholic  Rehabilitation  of  Men  and  Women.  Provides  detoxification  and 
rehabilitation  services  for  problem  drinkers,  including  intensive  and  com- 
prehensive medical  and  psychiatric  care. 


Peter  R.  Manes,  M.D. 
Clinical  Director 


905  Herrontown  Road  at  Route  206 
Princeton,  New  Jersey  08540 


For  admission  or  further  information  call  609-924-6767 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 
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ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


‘‘Prescribe  With  Confidence” 

KATES  BROS. 


SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  • CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


350  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


■)I2 


nil  joi  Rvu  oi  iHF  Mi  nic.M  sonriY  of  xfav  yFRSFV 


QUESTION 

CONSIDER 

CONSIDER 

CONSIDER 

CONSIDER 

CONSIDER 

CONSIDER 

ANSWER 


All  laboratories,  whether  they  are  "profit"”  or  "non-profit” , 
intend  to  be  financially  and  economically  successful. 

During  this  period  of  rising  costs,  most  modern  laboratories  have 
installed  automatic  equipment  as  an  aid  to  analysis.  Such  "automation” 
is  an  aid  to  laboratory  analysis,  but  it  does  not  by  itself,  assure 
quality  or  guarantee  accuracy. 

t\ot  automation,  but  only  subjective  experience  and  reasoning 
are  required  in  such  activities  as  cytology,  bacteriology,  and  differential 
counting.  A standard  of  quality  can  only  be  measured  by  critical 
evaluation  and  analysis. 

fT  ho  performs  and  supervises  the  work?  It  is  permanent,  responsible 
personnel  or  "moonlighting”  employees  "putting  in  time”? 

Is  the  paper  work  cost-free?  All  the  results  must  be  collated,  correlated 
and  forwarded;  records  must  be  kept;  reports  must  be  retrieved. 

How  much  does  the  pick-up,  supplies  and  other  services  cost 
the  laboratory?  This  must  be  added  to  the  final  cost. 

How  much  are 
laboratory  tests  worth? 

only  as  much  as  the  faith  and  trust 
you  have  in  your  laboratory 

In  short,  all  are  saying  in  everything  above  is  that  it  just  is  not  pos^^ible  to  supply  high 
quality  when  the  biggest  part  of  the  fee  paid  is  used  to  handle  the  record-keeping, 
pick-up  and  delivery,  etc. 

The  laboratories  of  Diagnostic  Sciences,  Inc.  has  served  their  coinmunities  for  an 
average  of  25  years  and  have  given  their  referring  physicians  and  their  patients 
modem,  innovative,  responsible  laboratory  services  at  reasonable  fees  compatible 
with  the  highest  standards  of  quality. 


Diagnostic  Sciences,  Inc. 

In  New  Jersey 


Biophasics,  Inc. 

Box  1317  R 

Morristoicn 

Dover  Diagnostic  Laboratory 
.38  W.  Blackwell  Street 
Dover 


Egan  Clinical  Laboratorv’ 
433  Belleme  Avenue 
Trenton 

Laboratory  of  Oinical 
Pathologv’ 

163  Market  Street 
Perth  Amboy 


Metuclien  Clinical  I.i»boratory 

469  Main  Street 

Metuchen 

Morristown  Oinical 
Laboratory- 
36  Elm  Street 
Morristou'n 


In  Connecticut 

Advanced  Biochemical 
Laboratory 
217  Barker  Street 
Hartford 

Consolidated  Bioanalysts 
217  Barker  Street 
Hartford 


Kingswood  Medical 
Laboratory- 

1007  Farmington  Avenue 
West  Hartford 

Regan  Clinical  Laboratory- 
27  Elm  Street 
\eic  Haven 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\alium  (diazepam)  , 

2-mg,  5-mg,  10-mg  tablets  ® ^ 

helps  relax  the  patient^ 
and  relieve  his  somatic  symptoms 


i 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
comi^laints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  hy  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  he  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants,  ^\’ithdrawal 
symptoms  (similar  to  tho.se  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  i^redisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazincs, 
narcotics,  oarbiturates,  MAO  inhibitors  and  otlier 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary' 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  an.xiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-tenn  therapy. 

Dosage:  Indixidualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  conxailsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2’/4  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2J2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  \"alium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose^  “'  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoftmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  liall  benefit  up  to  six  months) 

PLUS  Sickness:  from  8tb  day,  up  to  2 years 

Accident:  may  be  EXThiNDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN, 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15tb,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20 -$30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACQDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DEIaware  3-4340 
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WHY 

OVER  6,000 

N.J.  DOCTORS 

HAVE  CLEARLY  SEEN  THE 

ADVANTAGES  OF  PARTICIPATING  IN 

THE  BLUE  SHIELD  PREVAILING  FEE  PROGRAM 


Because  they  receive  their  usual  and  customary  fees,  whether  the  subscriber’s  in- 
come is  above  or  below  $7,500,  and  the  patient  has  his  bill  paid  in  full.  Because 
their  participation  encourages  Groups  to  pay  the  extra  premium  that  guarantees  full 
payment  for  covered  services,  rather  than  purchasing  a fixed  fee  program  where 
full  coverage  applies  only  within  specific  income  limits. 

Prevailing  Fee  participation  is  separate 
and  apart  from  the  fixed  fee  programs. 

For  an  application  call  (201 ) 371  -4191  or 
send  coupon  below. 


BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 


r—-.z rnr:." 

I Physician  Relations  Section 
I Medical-Surgical  Plan  of  New  Jersey 
I Box  420 

' Newark,  New  Jersey  07102 

I Please  send  me  an  application  to  participate  in  the  Prevailing  Fee  Program. 


1 


Name. 


I Address 


(Please  Print) 


Degree 

Specialty. 


a - 
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know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
aerforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
i*^‘^™‘nation  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
I patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  /I ncrage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  Hotv  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 


I 


Guide  his  hand 
to  quality 
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DELTASONE®!  JLETS-2.5  & 5 mg. 

(prednisone,  U ohn) 

The  potency  o prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflamm  cry  activity  by  about  five  times  on  a weight  basis,  but 
is  consider  jly  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indicat'jns  are  the  same  as  those  for  other  anti-inflammatory 
steroids  i^epresentative  uses  include  collagen  diseases,  allergic 
diseasrs,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, ertain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nepi  osis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
pei  lie  agent  influencing  the  biochemical  behavior  of  most,  if  not 
al  . tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute—herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— acWwe  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anoma'ies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effe(  ' 
in  mind  and  perform  periodic  serum  potassium  determinations  i 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occu.| 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbanc; 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sutj 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidenc 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Rs' 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re^ 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  ha 
been  noted  in  children  on  corticoids  for  six  months  or  more.  FoIIo\a 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoi 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recover 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoid 
during  pregnancy,  since  spontaneous  remission  of  some  disease 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therap 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-ray 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  anc 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom: 
mended.  Since  prednisone  causes  less  salt  and  water  retentio 
than  many  other  glucocorticoids,  patients  should  be  observe- 
closely  for  development  of  undesirable  hormonal  effects  that  ar 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper 
tension  due  to  salt  and  water  retention.  Continued  supervision  c 
patients  after  cessation  of  therapy  is  essential,  since  there  may  br 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti 
coids  include;  Cushing's  syndrome,  moon  facies, 'supraclavicula 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  oi 
severe  illness;  protein  catabolism  with  negative  nitrogen  balancei 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuria} 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra 
vation  or  masking  of  infection;  increased  blood  pressure 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomnia 
psychic  disturbances  especially  abnormal  euphoria;  nervousness 
posterior  subcapsular  cataracts  occasionally  requiring  extraction 
increased  intraocular  tension;  increased  intracranial  pressure  witf- 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac- 
tions; ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored- 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foi 
strips. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  MCO  B-IS  (KQS-e; 
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Deltasone®  5 mg. 
(prednisone,  Upjohn) 

an  economical 
prednisone 
that's  made 
a name  for  itself 


and  mie  ne^jiam^/ 

as  you  would  hope  to  find  it... 

natural  * unspoiled  * away  from  the  crowds 


Hard  to  believe ...  a natural  beauty  spot  like  this . . . within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A 2Vi-mile  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its  finest.  $250,000  private  Lake  Naomi  Club  with  teen  center, 
ballroom,  cocktail  lounge,  and  dining  room  overlooking  the  lake.  Great  sailing,  fishing, 

horseback  riding.  Six  sand  beaches  with  lifeguards. 
New  $200,000  Olympic-size  swimming  pool,  tennis 
and  basketball  courts.  Championship  Pocono 
Manor  golf  courses  at  your  doorstep,  also  famous 
Camelback  ski  area. 


PHYSICIANS 

it’s  time  that 
you  discovered 

LAKE  NAOMI 

the  incomparable 
second-home  retreat 


Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 


Office  and  house  models  open  till  9 P.M.  daily  on 
Rt.  940  at  Pocono  Pines.  Reached  via  80  & 81E 
or  by  N.E.  Ext.  of  Pa.  Turnpike.  Phone  717- 
646-2222. 
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Loridine  LM. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

relatively  painless  I.M. 
injection 


*due  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1 . Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

Daring  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output,  BUN, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 
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Actions:  All  tef  d strains  of  group  A strep- 
tococci, pneu  lococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  ('  phaloridine,  Lilly).  However, 
some  stra  .s  of  penicillinase-producing 
staphyloc  -ci  are  resistant  in  vitro  to  con- 
centratic  s of  Loridine  that  can  be  achieved 
in  the  irum.  The  majority  of  strains  of 
Memo  tilus  influenzae,  Proieus  mtrabilis, 
Eschr.  ichia  coli,  and  Klebsiella  are  also  sus- 
cepf  Ae  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated {see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
jsually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  {see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  In  the  spectrum  of  Loridine,  par- 


^ Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks 
no  significant  changes  were  observed  ii 
BUN,  alkaline  phosphatase,  SGOT,  retie 
ulocyte  count,  or  monocyte  count  in  th( 
blood.  No  disturbances  in  hemoglobin  o 
red-blood-cell  count  were  ascribable  to  ad 
ministration  of  Loridine.  However,  all  o 
five  nonazotemic  patients  with  chronic  bac 
teriuria  who  had  careful  renal  function  eval 
nation  before  and  after  a ten-day  course  o 
cephaloridine  in  dosages  of  2 Gm.  per  day  de 
veloped  impairment  in  free  water  clearance i 
Severe,  acute  renal  failure,  in  some  case;, 
terminating  in  death,  has  occurred  in  a smal 
number  of  patients.  The  possi 
bility  of  this  complication  seem 
to  be  greater  in  seriously  il 
patients  given  more  than  recom. 

mended  doses.  Acute  tubula 
necrosis  has  been  found  in  affect 
ed  patients  coming  to  autopsy.  Rani 
cases  of  nausea  and  vomiting  havi 
occurred.  Pain  in  association  with  in 
tramuscular  injection  was  noted  in  less  that 
3 percent  of  patients.  In  only  one  patient  ir 
a series  of  623  was  the  route  changed  or' 
this  account.  Phlebitis  at  the  site  of  intrai 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— Be 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— Lovidine  is  usu- 
ally injected  into  a large  muscle  mass.  , 
The  usual  adult  dosage  for  many  infect 
tions  of  moderate  severity  is  500  mg.  to  1 Gmi, 
three  times  a day  at  equally  spaced  intervals] 
Milder  and  more  susceptible  infections  hav« 
been  treated  with  250  to  500  mg.  given  twe] 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  foui 
times  a day.  A single  2-Gm.  dose  is  recomj 
mended  for  the  treatment  of  acute  gonor-i 
rhea.  Early  syphilis  may  be  treated  with  50C 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days] 
Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  tha^ 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  Foi 
this  reason,  Keflin®  (sodium  cephalothin, | 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be] 
employed  in  patients  with  known  or  sus-| 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms! 
and  for  serious  infections,  2 to  4 Gm.  peri 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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I A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
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The  Roche  Professional  Representative  welcomes  the  opportunity  to  introduce  our  laboratory  service  to  you. 
Please  fill  in  the  coupon  below  for  additional  information. 
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Roche  Clinical  Laboratories,  Inc. 

1 Fairfield  Crescent,  West  Caldwell,  New  Jersey  07006 


Gentlemen: 

I am  interested  in  learning  more  about 
Roche  Clinical  Laboratories’  Services. 

□ Please  send  the  Roche  Clinical  Laboratories 
Reference  Manual. 


□ Please  have  a Roche  Professional  Representative 
contact  me. 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 
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WSOdlM 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators''^  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement’’*  and  observation  of  clinical  improvement.’’’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark- 
son, I.  S.,  and  LePere,  D.  M. : Angiology  77:190-192  (June)  1960.  2.  Hortop,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R.:  Angiology  75:82-87 
(Feb.)  1964.  uaboratories 
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EDITORIALS 

Declining  Attendance 
At  Medical  Meetings 

It  seems  that  everybody  but  the  members 
themselves  have  been  asked  to  explain  de- 
clining attendance  at  medical  meetings.  Our 
own  Society’s  record  is  not  too  bad,  but  even 
here  there  was  a drop.  In  1968,  w’e  registered 
1,112  physicians  at  the  .Annual  Meeting,  and 
at  the  .Annual  Meeting  just  past,  the  numl>er 
of  M.D.s  registered  was  only  966.  In  June  1970, 
the  AM  A registered  8,100,  whereas  in  1969  the 
registration  was  over  16,000.  This  diminishing 
attendance  record  applies  at  all  levels — 
county,  state,  and  AM.A,  and  in  all  specialties 
and  among  general  practitioners. 

Official  explanations  run  the  whole  spectrum 
from  rising  costs  (hotels,  transportation,  and 
restaurants)  to  "impractical”  programs.  Some 
think  that  the  locale  of  the  meeting  makes 
a difference,  too.  Generally,  resort  towns 
(Miami,  Atlantic  City,  and  so  on)  outdraw 
big  cities.  In  fact,  doctors  from  some  semi- 
rural,  suburban,  and  other  communities  say 
that  they  are  actually  afraid  to  go  to  meetings 
in  New  York,  Chicago,  or  San  Francisco.  It 
is  sometimes  suggested  that  with  the  rising 
tide  of  medical  journals,  and  the  increasing 
number  of  graduate  programs,  the  practi- 
tioner can  acquire  information  by  reading  or 
taking  courses  and  doesn’t  have  to  travel  very 
far  to  do  either.  Another  thought  is  that  with 
hospitals  and  specialty  societies  all  demanding 
attendance  at  meetings,  the  county  and  state 
societies  are  bound  to  lose  participants. 

Most  medical  conventions  have  to  depend  on 
the  rent  of  exhibit  space  to  help  meet  the 
costs  of  the  big  meetings.  But  some  of  the 
exhibitors  are  becoming  critical  of  the  poor 
attendance  and  some  are  simply  withdrawing 
exhibits,  so  the  process  is  a circular  one. 
Another  criticism  is  the  scheduling  of  so  many 
simultaneous  sessions  that  the  program  looks 


like  an  eight-ring  circus.  If,  for  example,  five 
scientific  sessions  are  held  on  the  same  after- 
noon, a respectable  attendance  of  60  doctors  is 
cut  to  a pathetic  12  per  session — often  in  a 
hall  made  to  accommodate  100. 

.All  kinds  of  suggestions  have  been  advanced 
by  organizational  leaders  and  public  relations 
experts.  One  obvious  suggestion  is  to  reduce 
the  number  of  simultaneous  sessions.  Another 
is  to  hold  fewer  lectures  but  more  panel  dis- 
cussions with  emphasis  on  face  to  face  talks 
between  knowledgeable  specialists  and  inter- 
ested practitioners.  In  some  places  breakfast 
discussions  have  been  remarkably  successful, 
partly  because  most  of  us  are  at  maximum 
alertness  after  breakfast,  and  also  because  of 
their  informality  and  the  fact  that  there  is  a 
built-in  terminal  point  to  a breakfast  meeting. 
Some  organizations  have  developed  a “Quiz 
the  Experts”  program,  inviting  tough  ques- 
tions from  the  floor. 

It  is  truism  that  the  members  should  have 
what  they  really  want  in  a session.  But  how  do 
your  organizational  leatlers  know  what  you 
want?  Tell  them.  A letter  directed  to  your 
Society’s  officers,  or  one  sent  in  for  publication 
in  this  Journal  are  two  ways  of  writing  your 
prescription  for  better  medical  meetings. 


The  Mythical 
Athletic  Heart* 

W’illiam  James  was  once  described  by  one  of 
his  students  as  an  “irresistible  gust  of  life.”  For 
James,  who  was  a constant  seeker  after  man’s 
potential,  the  coexistence  of  bodily  and  spirit- 
ual irerfection  was  not  a coincidence.  This 
theme,  that  saints  are  athletic  and  that  ath- 
letes are,  in  some  measure,  saintly,  and  the 
common  man  can  aspire  to  be  both,  never 
received  the  attention  it  deserved.  Physicians, 
preoccupied  with  disease,  consider  the  athlete 
a physiological  freak. 

♦.Abstracted  from  the  March  24,  1971  issue  of  the  Red 
Hank  Register. 
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MacMillan  has  just  published  the  Ency- 
clopedia of  Sports  Medicine.  It  runs  to  1,707 
pages  and  embraces  just  about  as  many 
manuscripts  filled  with  fact  and,  unfortunate- 
ly, a great  deal  of  speculation.  “Probably  50 
per  cent  of  the  topics,’’  says  editor  Albert 
Hyman,  “lack  solid  research  data.’’  Such  re- 
freshing honesty  doesn’t  obscure  the  fact  that 
what  is  contained  will  shake  many  long-held 
theories  in  medicine. 

One  of  these  is  the  danger  that  athletics,  if 
taken  in  large  amounts,  can  lead  to  the  de- 
velopment of  the  dreaded  “athletic  heart.’’ 
The  athletic  heart,  according  to  Dr.  Dale 
Groom,  does  not  exist  and  he  has  the  Tara- 
humara  Indians  to  prove  it.  He  explains  why, 
in  a long  report  on  the  distance-running  ac- 
tivities of  the  Tarahumara,  reprinted  in  the 
American  Heart  Journal.  For  the  Tarahn- 
mara,  running  is  the  principal  sport.  It  is  at 
the  same  time  his  livelihood,  his  recreation, 
and  his  criterion  for  success,  since  he  hunts 
deer  by  the  simple  method  of  running  after 
him  relentlessly  for  a couple  of  days  until  the 
animal  drops  from  exhaustion.  He  also 
catches  wild  turkeys  by  pursuing  them  until 
they  can  no  longer  rise  from  the  ground  in 
flight. 

.\t  play,  he  does  even  more  prodigious  feats. 
His  “kickball  games,”  played  by  teams  of  men 
kicking  a wooden  ball  about  the  size  of  a 
tennis  ball  carved  by  a machete,  extend  for 
distances  iip  to  150  miles.  And  this  is  no 
relay,  each  man  runs  the  route. 

The  Indians  examined  by  Groom  were  all 
lean  and  fit  (what  else?)  and  had  almost  no 
body  fat.  These  men  with  a lifetime  of  jjrodi- 
gious  endurance  activity  all  had  normal-sized 
hearts  on  x-rays  and  normal  electrocardio- 
grams. Groom  could  find  no  instance  ^vhere 
anyone  had  dropped  dead  or  became  fatally 
ill  from  any  of  these  almost  interminable  run- 
ning .sessions. 

“Obviously,  more  questions  than  answers  have 
been  raised  by  this  work,”  writes  Groom. 
\Vhere,  for  instance,  do  the  Tarahumara  get 
the  11,000  calories  needed  for  the  hundred 


mile  race?  Physiologists  had  already  estab- 
lished that  this  is  beyond  the  limit  that  can 
be  expended  by  the  body  in  a 24-hour  period. 
“Have  the  Tarahumaras,”  asks  Groom,  “re- 
ceived a special  dispensation  from  some  of 
the  human  limitations  known  to  us?”  If  they 
have,  I suspect  it  is  because  these  limitations 
are  artificial  and  have  been  set  up  by  our 
imperfect  image  of  Avhat  man  can  and  can- 
not do.  This  physical  image  carries  the  im- 
perfections of  the  spiritual  potential  of  man 
offered  to  us  before  the  Ne^v  Theolog)'. 

Quite  ordinary  men,  Avho  would  be  surprised 
to  be  called  athletes,  have  taken  to  running  25 
and  even  50  miles  at  a clip — and  on  Earth 
Day,  241  normal  human  beings  spent  upward 
to  five  hours  running  the  marathon  distance 
of  26  miles,  380  yards,  around  Central  Park. 
^Vith  them,  as  with  the  Tarahumaras  (to  the 
amazement  of  the  physicians),  the  end  point 
of  endurance  is  not  heart  symptoms  or  short- 
ness of  breath,  but  leg  and  muscle  pains. 

This  modest  start  in  Central  Park  echoes  the 
findings  of  centuries  of  custom  and  competi- 
tion in  the  Mexican  mountains.  “The  phenom- 
enal feats  of  these  primitive  Indians,”  con- 
cludes Dr.  Groom,  “afford  convincing  evi- 
dence that  most  of  us  brought  up  in  this 
sedentary  comfortable  civilization  of  today  ac- 
tually develop  and  use  only  a fraction  of  our 
cardiac  reserve.” 

We  are  about  to  come  full  circle.  Man,  who 
originally  lived  or  died  on  the  basis  of  his 
bodily  skills,  is  faced  Avith  this  same  decision 
again.  His  life  expectancy — that  of  living  each 
tlay  at  the  top  of  his  potvers  rather  than 
longevity — depends  on  getting  the  utmost  out 
of  his  body.  Eat,  drink,  and  be  inerrs  for 
tomorroAv  von  die  would  be  okav  if  it  were 
true.  It  isn’t.  The  truth  is — eat,  drink,  and  be 
merry  and  tomorrotv  you’re  gross.  .And  gross, 
unfortunately,  in  e\ery  dimension,  just  as 
James  said. 

.Anyone  for  an  80-mile  kickball  game? 

George  -A.  .Sheehan,  M.D. 
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CAMPBELL’S  SOUPS  !N  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


■ These  recommi-ndatioiis  ai>-  hasisl  on  a om  . //;>  imi  lum  when  prepared 
according  to  directions  on  the  lahel.  If  milk  iiseii  m the  preparation, 
use  part  of  your  daily  requirement 


Eichange  Substitution  for 
1 Bread  and  '2  Fat 
Tomato 

Tomato.  Bisque  ot 
Tomato  Ric?  Old  Fashioned 


Eichange  Substitution  for 
1 Meat  and  IG  Bread 

- ' De;  Bee 
- 1 Pe..  f!  Ham 


Exchange  Substitution  for 
'2  Bread  and  '2  Fat 

Asoaragus,  Cream  of 


Exchange  Substitution  for 
'1  Meat  and  '2  Bread 

“ 'lumhj 


( ampbeirs  .Soups  are  appetizing  and  enjoyable  and. 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  ‘'Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  NJ.  08101. 


[here’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal 
and,  it's  made  by 


In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity;  the 
"battered  child"  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
"battered"  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
(all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


Original  contributions 
to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen**  Demulen" 

Each  white  tablet  contains;  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®  and  Demulen®  -28  is  a placebo,  containing  no  active  ingredients 

Demulen . . .for  its  low  estrogen  and  Searle’s  progestin -or  Ovulen . . .with  its  wide  physician 
and  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
low  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
"Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
put of  both  the  follicle-stimulating  hormone  CFSH]  and  the  luteinizing 
hormone  CLH]. 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products  Both  types  provide  almost  completely  effective  con- 
traception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
mate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication-  Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders. cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  Ohrombophlebitis.  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortalityconducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
bral thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
been  three  principal  studies  in  Britain”  leading  to  this  conclusion,  and  one'  in 
this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vesseyand  DolF  wasabout  sevenfold, while  Sartwell  and  associates'  in  the  United 
Statesfound  a relative  risk  of  4 4,  meaning  that  the  users  are  several  times  as  likely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration 
The  American  study  was  notdesignedtoevaluate  a difference  between  products 
However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
boembolic disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
tated. and  further  studies  to  confirm  this  finding  are  desirable 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated. It  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
men If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  penod 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
fied inthemilkofmothersreceivingthesedrugs  The  long-rangeeffecttothe  nurs- 
ing infant  cannot  be  determined  at  this  time 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
colaou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore. if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen.  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degreeof  fluid  retention,  conditions  which  might  beinfluencedbythistactor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated.  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase  In  blood  pressure  following 
administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  [>artum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in,  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophtha  lein  retention  and  other  tests: 
coagulation  tests  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X,  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T^  uptake  values,  metyrapone  test  and  prognanediol  determination 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract  /3;267-279  (May)  1967  2. 

Inman,  W H W,  and  Vessey,  M,  P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age. Brit, Med  J. 2: 193-199 (April 27)  1968  3. Vessiay.M  P.andDoll.R  Inves- 
tigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Eurther  Report,  Brit  Med  J 2 651-657  (June  14)  1969  4.  Sartwell, 

P E ; Masi,  A T,  Arlhes,  E G ; Greene.  G R.,  and  Smith,  H E . Thromboembo- 
lism and  Oral  Contraceptives  An  Epidemiologic  (Jase-Control  Study,  Amer  J 
Epidem  90;365-380(Nov.)1969  1A5 
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ANNUAL  REPORTS 


President 

Emanuel  M.  Satulsky,  M.D.,  Elizabeth 

(Reference  Committee  “A”) 


The  annual  report  of  the  President  of  The 
Medical  Society  of  New  Jersey  is  actually  a 
factual  accounting  of  his  stewardship.  It  has 
been  a great  honor  and  privilege  to  serve  as 
the  one  hundred  and  seventy-eighth  president 
of  this  honorable  Society,  and  I am  truly 
grateful  for  the  trust  and  confidence  that  you 
reposed  in  me.  As  I assumed  office  in  May 
1970  I pledged  you  my  constant  and  sincere 
efforts  to  maintain  and  uphold  the  dignity  of 
our  Society  and  to  promote  its  welfare  and 
objectives.  I have  kept  that  pledge  to  the  best 
of  my  ability,  and  I trust  that  in  the  dis- 
charge of  my  duties  and  multitudinous  re- 
sponsibilities you  have  found  me  honorable 
and  just. 

1970  was  a year  replete  with  problems.  Many 
times  during  this  term  of  office  I have  been 
grateful  for  the  years  of  training  and  experi- 
ence gained  on  the  Judicial  Council,  the 
Board  of  Trustees,  and  the  presidential 
offices,  ^vhich  enabled  me  more  fully  to  meet 
and  cope  with  these  problems.  My  first  objec- 
tive was  to  achieve  stability  and  continuity, 
followed  by  constant  efforts  to  keep  apace  on 
the  state  and  national  levels,  to  study  prob- 
lems as  they  evolved,  and  to  prepare  for  oth- 
ers prior  to  their  onslaught.  None  of  these 
accomplishments  would  have  been  possible 
without  the  dedicated,  efficient,  and  devoted 
efforts  of  our  administrative  staff  and  all 
those  Avho  served  so  selflessly  on  the  nu- 
merous councils  and  committees  within  our 
organizational  structure.  They  have  inspired 
me  and  have  made  me  more  fully  aware  of 
the  extent  of  our  indebtedness  to  them.  I 
shall  never  cease  to  be  grateful  to  all  these 
talented  and  efficient  people. 


This  has  been  a challenging,  fascinating,  and 
enriching  year  for  me  but  it  has  passed  much 
too  quickly.  Many  of  my  hopes  and  aspira- 
tions have  not  been  fulfilled,  many  projects 
remain  uncompleted  and  many  discussions 
still  unresohed.  There  have  been,  however, 
many  worthy  accomplishments  and  definite 
satisfactions,  many  hopes  have  been  achieved 
and  many  fears  allayed.  I am  pleased  with  our 
continuing  progress  but  do  not  wish  to  appear 
as  vain  as  the  flea  riding  on  the  axle  of  a 
speeding  chariot  who  turned  to  his  com- 
panions and  said,  “Lo,  what  a mighty  dust  we 
have  raised.” 

As  your  president,  and  as  an  elected  member 
of  our  .\M.\  delegation,  I have  attended  the 
annual  and  interim  sessions  of  the  .\MA  in 
Chicago  and  Boston,  have  participated  in  the 
deliberations  of  our  delegation  and  have 
jM'csented  some  of  our  views,  opinions,  and 
proposals  before  the  appropriate  reference 
committees.  It  was  a rare  honor  and  privilege 
for  me  to  visit  and  participate  in  the  annual 
meetings  of  the  Medical  Societies  of  Pennsyl- 
vania, New  \ork,  Delaware,  and  Maryland, 
where  I had  the  opportunity  to  address  their 
delegates  and  to  observe  their  problems  and 
the  manner  in  which  thev  proposed  to  solve 
them.  In  all  instances  I was  received  with 
great  friendliness  and  respect  and  was  im- 
pressed with  the  high  esteem  in  which  The 
Medical  Society  of  New  Jersey  is  held  by 
these  neighboring  states. 

It  was  a source  of  great  satisfaction  to  me  to 
be  able  to  visit  many  of  our  component  socie- 
ties at  their  business  meetings  and  social 
functions.  I am  truly  grateful  for  the  genuine 
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liO'Spitality  and  courlesy  with  which  1 was 
constantly  received,  and  1 sincerely  regret  the 
rare  occasion  when  I was  unable  to  accept  an 
invitation  because  ol  a long-standing  previous 
commitment.  My  jmesentations  at  such  meet- 
ings were  invarialjly  received  with  great  inter- 
est as  I attempted  to  review  and  discuss  the 
problems  crl  organi/ed  medicine  and  my  con- 
cepts of  its  future  role,  the  functions  and 
activities  of  The  Medical  Society  of  New  Jer- 
sey and  my  plea  for  a more  active  and  coop- 
erative spirit  amcrng  its  members.  We  have 
made  an  earnest  efiort  to  improve  communi- 
cation among  the  component  societies.  The 
Journal,  the  Membership  Nexus  Letter,  the 
distribution  of  the  rninntes  of  the  Board  of 
Trustees,  special  news  releases,  the  bi-annual 
meetings  with  county  officers  and  the  Board 
of  Trustees — all  these  were  continuing  efforts 
to  keep  the  membership  abreast  of  all  de- 
velopments and  decisions.  We  became  aware 
of  distinct  problems  of  certain  specialty 
groups  and  have  exerted  every  reasonable 
effort  to  assist  them  in  reaching  a solution.  On 
several  occasions  their  representatives  were 
invited  to  meet  cvith  the  Board  of  Trustees  to 
present  their  problems  and  we  have  assigned 
a member  of  tlie  Board  to  aid  and  properly 
assist  them. 

I have  brought  to  the  attention  of  the  county 
presidents  and  the  Board  of  Trustees  that  a 
Trustee  is  elected  as  a representative  of  a 
Judicial  District  and  not  from  an  individual 
or  particular  county.  He  should  be  invited  to 
meetings  of  the  component  societies  within 
the  district  and  should  be  available  for  con- 
sultation and  guidance  at  all  times.  I would 
urge  and  recommend  that  each  component 
society  study  and  coojrerate  in  the  function- 
ing of  the  legislative  key-man  system  to  make 
it  a more  efficient  and  re.sponsive  mechanism 
attuned  to  the  problems  we  must  attempt  to 
solve  with  its  help. 

During  this  year  1 served  as  a member  of  the 
Board  ol  Trustees  of  Blue  Shield  and  its  Fee 
Review  Ciommiiiee  and  ))ai  ticipated  in  many 
discussions  concerned  rvith  developing  new 
procedures  to  meet  die  many  demands  for 


chatrge.  A\T  have  met  on  several  occasions 
with  official  representatives  of  the  Academy 
of  Medicine  of  New  Jersey  to  define  more 
precisely  our  relationship  and  cooperative 
efforts  in  continuing  medical  education.  The 
jrresident  of  the  Academy  has  been  invited  to 
make  a short  jrresentation  at  the  Annual 
Meeting.  We  have  consulted  with  the  Deans 
and  repre.sentatives  of  the  medical  schools  to 
discuss  problems  relating  to  the  Medical  Stu- 
dent Loan  Fund  and  have  consistently  sup- 
ported both  schools  in  their  efforts  and  plans 
to  provide  outstanding  and  innovative  pro- 
grams. As  your  president,  I appeared  before 
the  Board  of  Trustees  of  the  New  Jersey  Col- 
lege of  Medicine  and  Dentistry  and  the  Mayor 
of  Newark  to  urge  the  development  and  ex- 
pansion of  that  school  and  other  schools  in 
New  Jersey  and  issued  a press  release  which 
w'as  sent  to  the  governor  and  legislators  re- 
garding our  sentiments  and  convictions  in  this 
regard. 

The  activities  during  a jnesident’s  year  are 
interesting  and  extremely  diversified.  "WT  of 
the  Society  have  continued  to  play  an  active 
role  in  discussions  and  negotiations  with  the 
Department  of  Institutions  and  Agencies  and 
the  Prudential  Insurance  Company  regarding 
jjrocedures,  fees,  and  utilization  in  the  Medic- 
aid and  Medicare  programs.  Our  relation- 
ship with  these  organizations  has  been  most 
cordial,  cooperative,  and  productive.  ^Ve  re- 
activated a closer  liaison  with  the  New  Jersey 
Bar  Association  and  have  also  presented  rec- 
ommendations from  the  House  of  Delegates 
at  conferences  with  the  Judiciary  and  Bar. 
We  also  maintained  a continuing  interest  in 
federal  and  state  legislation  and  made  person- 
al appearances  before  New  Jersey  legislative 
commissions  to  express  our  views  and  convic- 
tions particularly  in  regard  to  S-2015  and  S- 
2088.  A study  of  the  comprehensive  report  of 
the  Council  on  Legislation  will  reveal  the 
detailed  analyses  involved  and  the  outstand- 
ing legislative  residts  achieved  during  this 
year. 

-As  your  president  I attended  a Regional  Pro- 
gram on  Peer  Review  and  Utilization  sjx)ii- 
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sored  by  the  Council  on  Medical  Services  ot 
the  AMA  in  \Vashington,  D.C.  and  returned 
there  recently  to  discuss  the  proposed  Medi- 
credit  Bill  and  to  participate  in  a political- 
action  Avorkshop  sponsored  by  AMPAC  and 
the  AMA.  Ahead  lie  the  National  Congress 
on  the  Socio-Economics  of  Health  Care  in 
Las  \’egas,  the  Annual  Meeting  of  Medical 
Assistants  Association  in  Atlantic  City,  a 
meeting  to  discuss  the  chiropractic  problem, 
several  meetings  with  component  societies, 
and  other  meetings  and  conferences  at  which 
The  Medical  Society  of  New  Jersey  will  be 
represented  and  its  \iews  expounded. 

I have  appointed  a committee  to  investigate 
and  study  the  future  relationship  betAveen 
our  Society  and  politics.  In  addition,  a vital 
committee  on  Long-Range  Planning  and  De- 
velopment has  been  appointed  Avith  a charge 
to  study  in  dejJth  the  foundation  concept, 
utilization  and  jreer  revicAv  mechanisms  and 
guidelines,  national  health  insurance  ]>ro- 
posals  and  the  structure  and  organization  of 
this  Society.  The  committee  Avhich  Avas  a[> 
pointed  to  establish  the  Physician’s  Relief 
Fund  has  submitted  its  report  Avith  definitive 
proposals  and  recommendations  to  the  Board 
of  Trustees  and  is  prepared  to  function  as 
soon  as  the  House  of  Delegates  indicates  its 
apjjroval.  1 have  tried  to  respond  promptly 
and  Avith  vigor  in  the  press  and  by  personal 
communication  against  uiiAvarraiued  criticism 


and  condemnation  of  our  prolession  by  cer- 
tain critics. 

This  has  been  a kaleidoscopic  revieiv  of  com- 
mitments, travels,  council  and  committee 
meetings,  responsibilities,  and  duties  almost 
beyond  count.  Included  in  the  problems 
being  siir\eyed  are:  manpoAver — medical  and 
allied  health  personnel,  medical  education, 
continuing  education,  deliAery  of  health 
care,  peer  revieAV  and  utilization,  medical 
malpractice  insurance,  renovation  of  our 
present  headquarters  building,  and  many  oth- 
er important  subjects.  I Avould  urge  that  you 
examine  and  consider  the  splendid  Avork  of 
your  other  officers,  councils,  and  committees 
in  the  appropriate  -Annual  Reports.  I have 
made  an  effort  not  to  be  over-detailed  and 
not  to  duplicate  items  referred  to  in  other 
reports  except  in  a general  Avay. 

It  has  been  a cherished  privilege  to  serve  as 
the  President  of  The  Medical  Society  of  NeAv 
Jersey.  You  have  giAen  me  an  opportunity  to 
rejiay  a jiorlion  of  the  debt  I one  to  this 
noble  profession.  I shall  ahvays  be  grateful  to 
you  for  permitting  me  to  extend  the  Avork  of 
my  illustrious  predecessors  and  I sincerely 
hope  that  you  Avill  judge  my  lerm  in  office 
one  of  real  Avorih  and  accomplishment. 

Approved  (page  Tr  130) 
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Secretary 

Louis  F.  Albright,  M.D.,  Spring  Lake 
(Reference  Committee  “A”) 


The  office  of  the  Secretary  has  continued  its 
usual  routines,  primarily  involving  mainte- 
nance of  membership  records,  correspond- 
ence, telephone  inquiries,  and  completion  of 
numerous  questionnaires  originating  from 
various  sources. 

During  the  administrative  year,  the  Secretary 
attended  the  annual  meeting  of  the  American 
Medical  Association  in  Chicago  and  the 
clinical  meeting  in  Boston,  Massachusetts — 
serving  in  a dual  role  as  MSN}  Secretary  and 
an  AMA  Alternate  Delegate.  At  state  level, 
the  Secretary  attended  the  meetings  of  the 
Board  of  Trustees  and  the  several  committees 
of  which  he  is  chairman,  member,  or  advisor. 

Membership 

(As  of  December  31,  1970) 

Active:  Paid  6,711 

Exempt  497  7,208* 


Associate;  Paid  528 

Exempt  30  558* 


State  Emeritus 248 

State  Honorary 8 

New  and  Reinstated  Members: 

-Active  138 

■Associate  312  450 


Transfers  within  the  state 25 

Transfers  out-of-state  and  resigna- 
tions   71 

Members  deceased 113 

Members  drojiped: 

.Active  (non-paynieiit  ol 

dues)  47 

(N.  [.  liteiisure  re\oked)  ...  1 

Associate  (iion-pa\ ment  of 
dues)  II  59 

*.Ailjusied  lor  transfers  out-of-state,  resigna- 
tions, and  deaths. 


AMA  Membership 

•A  total  of  6,124  members  of  The  Medical  So- 
ciety of  New  Jersey  maintain  active  member- 
ship in  rfie  AMA.  The  Society’s  representa- 
tion in  the  AMA  House  of  Delegates  con- 
tinued to  total  seven  delegates — one  for  each 
thousand  members,  or  fraction  thereof. 

Membership  Directory 

In  October  1970,  the  completion  of  the  1970- 
71  edition  of  the  Membership  Directory  was 
announced.  Distribution  to  the  entire  mem- 
bership was  made  the  same  month. 

Basically  the  new  Directory  embodies  the 
same  features  as  that  of  the  1968-69  edition, 
which  include: 

The  supplement  section — available  only  in 
copies  prepared  for  members — has  had  added 
to  it  Guides  for  Physician-Hospital  Relation- 
ships in  New  Jersey.  It  also  contains  the  Con- 
stitution and  Bylaws  of  MSNJ,  the  AMA 
Principles  of  Medical  Ethics,  the  Basic  Con- 
cepts Underlying  the  Provision  of  Professional 
Medical  Care,  Legal  Obligations  Affecting 
Practitioners,  and  a list  of  Poison  Control 
Cienters  in  New  Jersey. 

.Again,  an  expression  of  gratitude  is  in  order 
for  the  cooperation  received  from  the  mem- 
mership  in  assisting  us  to  produce  this  Di- 
rectory. 


Approved  (page  Tr  130) 
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Treasurer 

Samuel  J.  Lloyd,  M.D.,  Trenton 
(Reference  Committee  “B”) 


This  1971  interim  report  of  your  Treasurer 
has  been  prepared  from  the  books  and  records 
of  The  Medical  Society  of  New  Jersey. 

The  Comparative  Balance  Sheet  is  presented 
as  of  30  April  1971  and  30  April  1970  without 
audit  or  opinion,  for  the  reason  that  the  cur- 
rent fiscal  year  of  the  Society  does  not  end 
until  31  May  1971.  Audited  figures  and  a re- 
{x>rt  of  audit  will  be  submitted  for  the  year 
ended  31  May  1971  at  a subsequent  date. 

The  Comparative  Statement  of  Revenue, 
Expenditures,  and  General  Surplus  Unappro- 
priated presents  the  transactions  of  the  Society 
for  the  eleven-month  periods  ended  30  April 
1971  and  30  April  1970. 

Revenues  have  been  checked,  by  the  Society’s 


independent  accountants,  in  full  for  the 
period  and  disbursements  test-checked  to  sup- 
porting approved  vouchers.  The  cash  balances 
at  30  April  1971  were  reconciled  with  the 
bank  statements  but  were  not  confirmed 
directly  with  the  depositories.  Revenue  from 
counties  for  dues’  assessments  was  checked 
in  detail  to  reports  on  file,  but  was  not  con- 
firmed with  County  Treasurers  at  this  time. 
Investments  were  not  physically  examined  or 
confirmed. 

These  interim  statements  have  been  prepared 
in  a form  similar  to  the  annual  audit  report 
in  order  to  show  in  greater  detail  the  assets, 
liabilities  and  fund  balances,  operating 
revenue,  and  expenditures  of  the  Society,  in 
conformity  with  Resolution  :^28  approved 
by  the  1968  House  of  Delegates  under  the 
heading  “Annual  Financial  Report.’’ 


GENER.\L  FUND 

COMP.ARATIVE  BAL.WCE  SHEET 


ASSETS 


30  April 


Cash  (Page  Tr  13) 

Certificates  of  deposit  (Page  Tr  13)  

Investments— at  cost  (Page  Tr  14)  

Accounts  receivable  

Inventories: 

Maternal  Service  Record  Books  (contra) 

"The  Healing  Art”  books  (contra)  

Land,  buildings,  and  equipment  (contra) 
Accrued  interest  and  other  assets 


LIABILITIES.  SPECIAL  FUNDS  AND  GENERAL  SURPLI  S UNAPPROPRIATED 
Liabilities: 

Unexpended  budget  appropriations  (Page  Tr  10)  

.American  Medical  Association  (Page  Tr  12)  

Library  of  Academy  of  Medicine  (Page  Tr  12)  

Journal  Publication  

Other  current  liabilities  

Special  Funds: 

Provision  for  Medical  Journal  losses  


Membership  Directory- 

Annual  Meeting  

“The  Healing  .Art”  books  (contra)  

House  Restoration  and  Replacement  

Maternal  Service  Record  Books  (contra)  . . . 
Land,  buildings  and  equipment  (contra)  . . 
General  surplus  unappropriated  (Page  Tr  10) 


1971 

1970 

$104,742.37 

$ 66,845.37 

335,000.00 

45,000.00 

170,433.00 

425,466.62 

9,513.95 

7,030.16 

2,361.60 

3,115.31 

8.474.80 

8.506.96 

166.255.66 

165,215.36 

5,803.45 

8,569.11 

S802..584.83 

.$729,748.89 

I.APPROPRIATED 

$101,595.49 

$ 88,356.20 

66,880.00 

280.00 

95.00 

25.00 

— 

5,000.00 

4,375.89 

3,269.74 

10,000.00 

10,000.00 

218,134.58 

208,478.38 

1,115.64 

3,077.00 

21.603.99 

24,570.57 

8,474.80 

8,506.96 

39.24 

6,960.74 

2. ,36 1.60 

3,115.31 

166,255.66 

165,215.36 

201 ,652.94 

202,893.63 

$802,584.83 

$729,748.89 
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COMPARATIVE  STATEMENT  OF  REVENT'E, 

EXPENDITURES  AND  GENERAL  SURPLUS  UNAPPROPRIATED 

For  the  Eleven  Months 
Ended  30  April 


Revenue: 

Assessments  earned  (Page  Tr  12)  

Income  on  Savings  Accounts  (Page  Tr  13) 

1971 

$389,612.84 

4,190.76 

1970 

$357,175.09 

2,701.26 

18,301.78 

673.09 

69.34 

Income  from  Investments  (Page  Tr  14)  

Maternal  Service  Record  Book  Sales  

15,882.35 

688.80 

Miscellaneous  Income  

64.48 

'I'otal  Revenue  

Less  Approved  Budget  for  Year  (below)  

$410,439.23 

407,067.00 

$378,920.56 

373.576.00 

Excess  of  Revenue  over  Approved  Budget 

Dcdtict  Medical  Journal  deficit  (Page  Tr  11)  

$ 3,372.23 

29,699.25 

5,344.56 

24,811.62 

Net  Deficit  

Transfers  and  Surplus  Adjustments— net  

$ 26,327.02 

$(  233.97) 

$ 19,467.06 
$ 198.78 

General  Surplus  Unappropriated: 

Balance  June  1 

$ 26,560.99 
$228,213.93 

$ 19,268.28 
$222,161.91 

Balance  April  30  

$201,652.94 

$202,893.63 

STATEMENT  OF  EXPEND ITURES-GENERAL  FUND 
For  the  Eleven  Months  Ended  30  April  1971 


Administrative  and  Executive: 

Executive  Salaries  

General  Staff  Salaries  

General  Executive  Office  Expenses  

Executive  Travel  

House  Maintenance 

Treasurer  

Finance  and  Budget  Committee 

Secretary  

Salary  Taxes  

Insurance  

House  Reserve  

MSNJ  Pension  Plan  . 

Welfare  : 

Legislation  Council  

Public  Health  Council  

Public  Relations  Council 

Medical  Services  Council 

Mental  Health  Council  

Special: 

President  and  Presidential  Officers  

AMA  Delegates  

Woman’s  Auxiliary  

Medical  Education  Committee 

Conference  Groups  

Membership  Directory  

Emergency  Medical  Care  Committee 
Credentials  and  Membership  Committee 

Archives  and  History  

Project  Hope— Vietnam  

Medical  Defense  and  Instirance  Com. 

Other: 

Board  of  I rustees  

Contingent  

Judicial  Council  

Legal  

Health  Facilities  Planning  Council 
Medical  Student  Loan  Fund 
Reimbursement  for  Rep.  to  Meetings 

Total  Budget  Expenditures 


Adopted 

Total 

Balance 

Budget 

Expended 

Unexpended 

$ 66,710.40 

$ 61,411.14 

$ 5,299.26 

113,277.24 

97,081.72 

16,195.51 

17,000.0 

14,429.00 

2,571.00 

3,200.00 

2,248.57 

951.43 

19,000.00 

16,895.97 

2.104.03 

6,600.00 

5,644.25 

955.75 

75.00 

4.58 

70.42 

400.00 

49.90 

3,50.10 

8.749.36 

7,427.80 

1.321.56 

10,200.00 

8,986.07 

1,213.93 

6,500.00 

2.269.59 

4,230.41 

1 ,400.00 

602.39 

797.61 

8,400.00 

5,097.47 

3,302.53 

2,600.00 

1 ,080.44 

1 .519.56 

6,800.00 

4.263.86 

2,536.14 

700.00 

176.62 

523.38 

1,400.00 

351.20 

1,048.80 

15,000.00 

12,119.44 

2,880.56 

12,650.00 

8,983.87 

3,666.13 

4,805.00 

3,921.78 

883.22 

35,200.00 

17,505.43 

17,694.57 

500.00 

63.71 

436.29 

14,000.00 

14,000.00 

300.00 

1.30.40 

169.60 

600.00 

716.84 

(116.84) 

100.00 

— 

100.00 

6,000.00 

1.000.00 

5.000,00 

500.00 

241.47 

258.53 

6.100.00 

2.487.85 

3.612.15 

10.000.00 

4,489.87 

5,510.13 

500.00 

95.34 

404.66 

7,300.00 

5.750.00 

1 .550.00 

5,000.00 

5.000.00 

12,000.00 

12.000.00 

3.500.00 

944.93 

2,5.55.07 

$407,067.00 

$305,471.51 

$101,595.49 
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COMPARATIVE  STATEMENT  OF  REVENUE  AND 
EXPENDITURES-MEDICAL  JOURNAL 


For  the  Eleven  Months 
Ended  30  Ajiril 

Revenue:  J971  1970 

Advertising; 

State  Medical  Journal  Advertising  Bureau  - § 39,763.63  $ 36,265.57 

Local  11,504.99  11,473.09 

Cooperative  Rebate  2,787.80  2,172.86 

Classified  282.10  454.80 

Subscriptions  and  Extra  Copies 1,442.31  1,624.36 

Illustrations  411.00  606.16 

Reprints— net  910.70  1,132.85 


Total  Revenue  $ 57,102.53  S 53,729.69 


Expenditures: 

Publication  $ 59,234.93  S 52.283.45 

Salaries  15,407.35  14.120.00 

Advertising  Manager’s  Commission  4,705.49  4.892.62 

Local  Commissions  3,775.08  2,886.15 

Discounts  900.66  898.32 

Administrative  Expenses  1.014.81  1.154.41 

Payroll  Taxes  876.66  830.40 

Insurance  275.28  338.55 

Travel  87.12  216.63 

Illustration  Expense 459.08  898.72 

Office  Expenses  65.32  22.06 


Total  Expenditures $ 86.801.78  $ 78.541.31 


Excess  of  Expenditures  over  Revenue 8 29.699.25  S 24.81 1 .62 


MEDICAL  .STUDENT  LOAN  FUND 
COMPARATIVE  BALANCE  SHEE  1 

30  Al>ril 

ASSETS  1971  T170 

Cash  (Page  Tr  13)  .5  24.844.22  .S  38,343.08 

Certificates  of  Deposit  (Page  Tr  14)  130,000.00  

Investments— at  cost  111,728.70 

Notes  Receivable— seat  red  by  Life  Insurance  Policies  199,811.50  190.369.00 

Accrued  Interest  on  Investments  ...  363.00  1,044.33 


Fund  Balance  .8355,018.72  $341 ,485.1 1 


Note:  The  fund  balance  includes  $6,562.00  designated  as  the  A.  Barker  Kump  Memorial  (bant 
and  $5,064.17  designated  as  the  Joseph  E.  .Mott  Memorial  Grant. 

MEDICAL  STl  DENT  LOAN  FUND 
COMPAR.\l  IVE  SI  ATEMENT  OF  REVENUE  AND  FUND  B.XI.ANCE 

30  A [nil 

Revenue:  I ‘17 1 1970 

Contributions; 

General . $ 3.107.30  .$  3,484.52 

Budget  Appropriation  from  General  Fund  5,(XK).00 

A.  Barker  Kump  Memorial  250.00  

Joseph  E.  Mott  Memorial  34.17  — T 

Income  from  Certificates  of  Deposit  and  Investments  (Page  Tr  14)  7,108.30  6.473.8.-) 

Interest  on  Savings  Accounts  (Page  Tr  13)  678.88  1.273.03 

Interest  on  Notes  Receivable  234.31  252.39 

Total  Revenue  S 11, 7 12.91)  S 16,483.79 

Bad  Debt  Recovered  50.00  140.00 


Net  Revenue  . . $ 11,762.96  $ 16,623.79 

Fund  Balance: 

June  1 .343,255.76  324,861.32 


April  30 .$.3.55,018.72  $.34 1,485. 11 
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SCHEDULE  OF  STATE  ASSESSMENTS  COLLECTED 
For  the  Eleven  Months  Ended  30  April  1971 


1971 

1970 

Net  State 

County 

Dues 

Dues 

Assessmen  ts 

Atlantic  

. $ 8,910.00 

$ 430.88 

$ 9,340.88 

Bergen  

46,750.00 

1,026.87 

47,776.87 

Burlington  

9,900.00 

330.05 

10,230.05 

Camden  

22,550.00 

458.40 

23,008.40 

Cape  May  

2,035.00 

2,035.00 

Cumberland  

5,115.00 

110.00 

5,225.00 

Essex  

78,870.00 

2.988.51 

81.858.51 

Gloucester  

5,115.00 

110.02 

5,225.02 

Hudson  

25,025.00 

1,503.36 

26,528.36 

Hunterdon  

2,420.00 

2,420.00 

Mercer  

18,260.00 

4,354.23 

22,614.23 

Middlesex  

22,220.00 

412.55 

22,632.55 

Monmouth  

19,690.00 

2,640.09 

22,330.09 

Morris  

20,900.00 

705.93 

21,605.93 

Ocean  

7,095.00 

971.71 

8,066.71 

Passaic 

32,285.00 

504.22 

32,789.22 

Salem  

2,200.00 

55.00 

2,255.00 

Somerset 

4,785.00 

788.35 

5,573.35 

Sussex  

2,695.00 

238.34 

2,933.34 

Union  

34,925.00 

403.36 

35,328.36 

4Varren  

2,200.00 

73.35 

2,273.35 

Total  

. .3373,945.00 

$18,105.22 

$393„505.22 

RECONGILIATION  OF  STATE  ASSESSMENT  ACCOUNT 

For  the  Eleven  Months  Ended  30  April 

1971 

Unearned  Assessments,  31  May  1970  

$215,697.20 

Collections,  net  of  refunds: 

Members  and  Associate  Dues  

392,050.22 

$607,747.42 

Less  1971  assessments  applicable  to  year  ending 

31  May  1972  (7/12  of  $373,945.00)  

218,134.58 

Earned  assessments  for  the  period  ended  30  April 

1971 

$389,612.84 

County 


SCHEDULE  OF  SPECIAL  ASSESSMENTS  COLLECTED 
For  the  Eleven  Months  Ended  30  April  1971 


American  Medical 
Association 
Dues 


Library  of  Academy 
of  Medicine 
Assessments 


Atlantic 

Bergen 

Burlington 

Camden 

Cape  May 

Cumberland 

Essex  . 

Gloucester 

Hudson 

Hunterdon 

Mercer 

Middlesex 

Monmouth 

Morris  . . 

Ocean  . . 

Passaic 

Salem  .... 

Somerset 

Sussex  . . 

Union 

Warren 


$ 15,900.00 

55.690.00 

16.2.30.00 

39.740.00 

3.300.00 

8.1.30.00 
117,490.00 

9.020.00 
.3.3,140.00 

,3.080.(M1 

35.780.00 
.35,910.00 

21.290.00 

32.545.00 
12,1(K).(K) 
.32,070.00 

4.360.00 
8,1  lO.(K) 
4,140.(K) 

55.930.00 

3.850.00 


Total 


3547,805.00 


$ 5.00 


5.00 


5.00 


315.00 
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RECONCILIATION  OF  SPECIAL  ASSESSMENT  ACCOUNTS 
For  the  Eleven  Months  Ended  30  April  1971 


Balance  Payable,  31  May  1970 
Assessment  collected  per  above 


Remitted  to  Organizations  . . . 
Balance  Payable,  30  April  1971 


American 
Medical 
Association 
$ 490.00 

547,805.00 


$548,295.00 

481,415.00 

$ 66,880.00 


Library  of 
Academy  of 
Medicine 
$ 80.00 
15.00 


$ 95.00 


$ 95.00 


ANALYSIS  OF  CASH,  S.WINGS  ACCOUNTS  AND  INCOME  THEREON 

30  April  1971 

General  Fund: 

New  Jersey  National  Bank: 

Treasurer’s  General  Checking 
Executive  .Account  Checking 
Office  Petty  Cash  Fund 


$ 89,742.37 
14,500.00 
500.00 


Total 


$104,742.37 


Medical  Student  Loan  Fund: 

New  Jersey  National  Bank: 
Treasurer’s  Checking  Account 
Savings  .Account 


Balances 
30  April  1971 


Rate  of  Interest 

Interest  Income 


$ 9,844.22 

15,000.00  41/2%  $ 678.88 


Total 


$ 24.844.22 


$ 678.88 


ANALYSIS  OF  CERTIFICATES  OF  DEPOSIT  AND  INCOME  THEREON 


Date 

Balances 

Rate  of 

Interest 

Due 

30  April  1971 

Interest 

Income 

General  Fund: 

New  Jersey  National  Bank: 
Certificate  Number 

56213 

$15,000.00 

5% 

5% 

$ 752.32 

562 

5/21/71 

35,000.00 

340.37 

66367 

5/26/71 

30.000.00 

5% 

263.01 

C570 

6/08/71 

35,000.00 

4% 

203.29 

C587 

7/19/71 

35.000.00 

4% 

164.93 

66392 

6/23/71 

30,000.00 

5% 

147.94 

C590 

8/07/71 

35.000.00 

4% 

138.08 

66397 

7/01/71 

30.000.00 

5% 

119.18 

C602 

9/08/71 

30,000.00 

4% 

72.33 

66.341 

7/21/71 

30,000.00 

5% 

414.31 

First  National  Bank  of  Sprine  Lake: 

Number  1242 

15,000.00 

5>/2% 

825.00 

.South  lersev  National  Bank: 

Number  2101 

15,000.00 

$335,000.00 

5% 

750.00 

$4,190.76 
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ANALYSIS  OF  CER  I IFICATES  OF  DEPOSIT  AND  INCOME  THEREON 


Balances 

Rate  of 

Interest 

.Medical  Student  Loan  Fund; 
('ertificate  Number 

30  April  1971 

Interest 

Income 

66334 

$ 30,000.00 

5% 

$ 426.64 

66385 

20,000.00 

5% 

117.81 

66393 

40,000.00 

5% 

158.90 

71034 

Total 

Income  from  Investments  Redeemed  during  the  period 
Total  Interest  from  Investments 

40,000.00 

$130,000.00 

5% 

49.31 

6,655.64 

$7,408.30 

SCHEDULE  OF  INVESTMENTS  AND  INCOME  EARNED 
30  April  1971 


Yield  to 

Maturity 

Interest 

Description 
Ccneral  Fund: 

.Southern  Railway  Equipment  Frust 

Maturity 

Cost 

Value 

Income 

Certificates,  due  11/1/72 
Cireat  Northern  Railway  Equipment 

6.125 

$ 19,465.00 

$ 20,000.00 

$ 1,122.92 

Frust  Certificates,  due  3/1/73 
Export-Import  Bank  Debentures 

6.00 

20,000.00 

20,000.00 

1,100.00 

due  4/20/73 

F'ederal  Intermediate  Credit  Bank 

6.15 

20,000.00 

20,000.00 

1,127.50 

Debentures,  due  7/1/71 
Federal  Intermediate  Credit  Bank 

7.10 

50,125.00 

50,000.00 

2,042.46 

Debentures,  due  10/4/71 
Union  Pacific  Railroad  Equipment 

5.30 

20,000.00 

20,000.00 

264.27 

Trust  Certificates,  due  2/1  /74 
Federal  National  Mortgage 

7.00 

20,843.00 

20,000.00 

181.93 

Association,  due  6/10/75 

5.25 

20,000.00 

20,000.00 

48.90 

Total  Investments 

$170,433.00 

$170,000.00 

5,887.98 

liuoinc  from  investments  redeemed  and  sold  during  the  period 
'Total  Interest  from  Investments 

9,994.37 

$15,882.35 

Approved,  with  commendation  to  the  Treasurer  and  the  added  observation  "that  the  Executive  Offices  need 
additional  facilities,  and  that  an  assessment  would  be  required  in  future  years  to  pay  for  the  cost  thereof." 
(paqe  Tr  133) 
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Board  of  Trustees 

Thomas  C.  DeCecio,  M.D.,  Chairman,  Cliffside  Park 

(Reference  Committee  "A”) 


Full  minutes  of  the  meetings  of  the  Board  of 
Trustees  have  been  distributed  regularly  to 
component  societies,  and  summaries  of  the 
Board’s  significant  actions  have  been  high- 
lighted in  The  Journal.  Therefore,  as  has 
been  the  custom,  this  report  of  the  Board  of 
Trustees  will  cover  only  those  items  of  par- 
ticular import  that  are  not  reflected  elsewhere 
in  the  individual  reports  of  councils  and  com- 
mittees. 

Since  its  last  report  to  the  House,  a total  of 
10  meetings  of  the  Board  will  have  been  held. 
Board  attendance  at  these  meetings  was  ex- 
cellent. 

Dr.  George  E.  Barbour  of  Somerville  was 
elected  by  the  Board  to  sene  as  its  Secretan 
during  the  past  year.  Special  commendation  is 
due  him  for  his  conscientious  j:>erformance  in 
processing  all  Board  correspondence  and  meet- 
ing notices. 

The  Board  has  dealt  with  matters  of  all 
kinds  arising  out  of  its  responsibilities  or 
brought  to  its  attention,  including  corre- 
spondence and  resolutions  from  members, 
component  societies,  the  American  Medical 
•Association,  and  outside  organizations.  It  has 
appointed  representatives  to  local,  state  and 
national  meetings  of  concern  to  MSNJ;  acted 
on  reports  and  recommendations  of  the  So- 
ciety’s councils  and  committees:  and  cooper- 
ated with  allied  organizations  and  various  de- 
partments of  state  government. 

The  Board  recorded  its  profound  grief — as  set 
forth  in  individual  resolutions — in  the  deaths 
during  the  past  year  of  David  B.  .Allman, 
M.D.,  who  served  as  President  of  the  .Ameri- 
can Medical  .Association  from  1957-1958,  and 
Louis  S.  ^V’egr^'n,  M.D.,  who  sened  as  the 
1 70th  Ihesident  of  The  Medical  Society 
of  New  Jersey.  The  memorial  resolutions 
adopted  by  (he  Board  will  be  submitted  as  the 


first  order  of  business  at  the  1971  House  of 
Delegates  for  concurrence. 

The  Board  of  Trustees  tvill  have  two  more 
meetings  before  the  first  session  of  the  House 
of  Delegates.  The  items  from  those  meetings 
which  must  be  directed  to  your  attention  will 
l>e  the  subject  of  a supplemental  report. 

Approved  (poqe  Tr  130) 

Committee  on  Long  R.\nge  Pi..\nntng 
.\.\D  Development 
(Reference  Committee  "A”) 

.At  the  request  of  the  President,  the  Board  of 
Trustees  authorized  the  establishment  of  a 
Committee  on  Long  Range  Planning  and 
Development.  The  charge  to  this  Committee 
is  to  look  to  the  future  to  devise  policies  and 
strategies  which  will  improve  the  structure 
and  operations  of  MSN  J.  Other  areas  that  may 
be  explored  by  the  Committe  include:  investi- 
gation of  the  foundation  concept  of  medicine; 
consideration  as  to  whether  or  not  MSNJ’s 
judicial  mechanism  should  be  separated  from 
problems  of  fees  and  utilization;  consideration 
of  whether  or  not  the  Society  should  establish 
a disciplinary  mechanism  to  fit  between  the 
judicial  mechanism  and  the  revised  State 
Board  of  Medical  Examiners;  and  administra- 
tive services. 

Approved  (page  Tr  130) 

First-.Aid  St.vtion  for  Legisi..\tors 
(Reference  Committee  "A”) 

The  Board  of  Trustees  has  been  investigating 
the  feasibility  and  desirability  of  making 
arrangements  icith  the  proj^er  officers  of  the 
New  Jersey  legislature  for  members  of  the 
Societv  to  man  the  first-aid  station  in  the 
State  House  on  days  when  the  legislature  is  in 
session  as  a senice  to  the  legislators.  The  re- 
sjxjnse  of  leaders  of  the  legislature  to  the  pro- 
posal has  been  favorable. 
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Therefore,  at  its  meeting  on  21  February,  the 
Board  of  Trustees  directed  that  each  com- 
ponent society  be  asked  (a)  to  indicate  its 
reaction  to  the  proposal,  and  (b)  to  supply  a 
list  of  its  members  who  would  be  willing  to 
serve  as  physicians-in-charge  of  the  first-aid 
station  on  session  days  (Mondays  and  Thurs- 
days) through  the  legislative  year.  It  is  con- 
templated that  no  member  would  be  called 
upon  to  serve  more  than  one  dav  in  the  year. 

Approved  (page  Tr  130) 

Joint  Conference  avtth  Presidents  and 

PrESIDENTS-Ei  ECT  OF  COMPONENT  SOCIETIES 
(■Reference  Committee  "A”) 

The  Board  continued  the  precedent  of  sjx)ii- 
soring,  in  the  fall  and  spring,  informal  con- 
ferences for  presidents  and  presidents-elect  of 
component  societies.  The  first  conference  was 
held  on  Sunday,  18  October  1970.  A total  of 
29  presidents  and/or  presidents-elect  repre- 
sented 17  component  societies.  The  second 
conference  was  held  on  Sunday,  21  March 
1971.  A total  of  27  presidents  and/or  presi- 
dents-elect represented  18  component  societies. 

Underlying  the  conference  is  the  realization 
that  since  component  societies  have  many 
common  problems  to  resolve  and  similar  situ- 
ations to  deal  with,  it  would  be  infomiative 
and  profitable  for  presidents  and  presidents- 
elect  to  learn  how  other  component  societies 
are  proceeding  and  the  experiences  that  have 
been  developed. 

The  subsecpient  meeting  with  the  Board, 
which  follows  the  informal  meeting  of  presi- 
dents and  presidents-elect,  is  intended  to  pro- 
vide the  conferees  with  an  appreciation  of  the 
scope  and  operations  of  the  Board  of  Trustees 
and  to  afford  the  opportunity  for  exchange  of 
constructive  ideas. 

It  is  the  opinion  of  the  conferees  that  these 
meetings  continue  to  be  successful  and  profit- 
able and  should  be  continued. 

Approved  (page  Tr  130] 


National  Bicentennial  Celebr.ation 
(Reference  Committee  “A”) 

A Committee  on  National  Bicentennial  Cele- 
bration was  established  by  the  Board  to  in- 
vestigate the  possibility  of  the  Society’s  par- 
ticipation in  the  National  Bicentennial  Cele- 
bration in  1976.  At  its  meeting  on  15  Novem- 
ber 1970,  at  the  suggestion  of  the  Committee, 
the  Board  unanimously  agreed  that  MSNJ 
should  officially  participate  in  the  celebration. 

Approved  (page  Tr  130) 

The  .Active  Practice  of  Medicine 
(Reference  Committee  “A”) 

The  Secretary  of  The  Medical  Society  of  Netv 
Jersey  received  a request  from  the  Camden 
County  Medical  Society  for  a definition  of  the 
term,  “the  active  practice  of  medicine’’  as  it 
is  used  in  Article  IV,  Section  6 of  the  MSNJ 
Constitution,  dealing  with  “Emeritus  Mem- 
bers.’’ The  Secretary  supplied  the  following  as 
the  definition  that  he  considers  applicable  and 
accurate; 

“The  active  practice  of  medicine  consists  of  the 
earnings  of  one’s  livelihood  by  the  performance  of 
such  work  and  the  rendering  of  such  services  as 
require  the  knowledge  and/or  skills  proper  only  to 
members  of  the  medical  profession.” 

The  Board  subsequently  concurred  in  the 
Secretary’s  definition. 

Approved  (page  Tr  130) 

.\d  Hoc  Committee  on  St.vtewide  .Auto- 
mated Bookkeeping,  .Accounting,  and 
Billing  System 
(Reference  Committee  “B”) 

At  the  1970  .Annual  Meeting,  the  House  of 
Delegates  adopted,  as  amended.  Resolution 
:fi4  (Statewide  .Automated  Bookkeeping,  Ac- 
counting, and  Billing  System).  The  “resolved” 
portion  of  that  resolution  reads  as  follotvs: 

RESOLVED,  that  The  Medical  Society  of  New  Jer- 
sey investigate  an  automated  modem  system  of  book- 
keeping, accounting,  and  billing,  and  make  the  ad- 
vantages of  such  system  available  to  all  component 
societies  on  a fair  basis  of  cost,  if  found  feasible. 
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and  that  the  Board  of  Trustees  be  empowered  to 
put  such  automated  system  into  effect. 

At  its  reorganization  meeting  on  20  May  1970, 
the  Board  was  informed  that  preliminary  in- 
vestigations had  already  been  made  by  the 
Business  Manager.  Thereujx)n,  the  Board 
directed  that  a committee  composed  of  the 
Treasurer,  the  Secretary,  the  Chainnan  of  the 
Committee  on  Finance  and  Budget  and  the 
Business  Manager  be  established  to  review  de- 
velopments to  date  and  to  continue  to  investi- 
gate the  procedures  required  to  implement 
such  systems. 


Estimated  Expenditures: 

(1)  Data  Processing  System  and 
Form  design  and  printing 

(2)  .Additional  Staff  Member 
• (3)  First  Class  Postage— 

(12,000  @ $.17) 

(4)  Contingent 


$5,500.00 

6,000.00 

2,040.00 

1,000.00 


$14,540.00 


Estimated  Revenue: 

••(2)  AMA  1%  Rebate  $ 4,950.00 

•*•(2)  Component  Societies 

per  capita  share  of  cost  9,590.00 


$14,540.00 

•Postage  is  reflected  on  the  basis  of  8,000  members, 
postage  both  ways,  50%  second  billing. 


At  the  21  March  1971  meeting  of  the  Board 
of  Trustees,  the  Committee  presented  a de- 
tailed report  for  the  Board’s  consideration. 
Items  which  the  Board  considered  dealt 
with:  (1)  results  of  the  survey  made  of  com- 
ponent medical  societies;  (2)  review  of  three 
quotations  obtained  from  data  processing 
firms;  (3)  review  outline  of  MSNJ  procedures 
in  processing  county,  state,  and  .\M.\  dues; 
and  (4)  review  outline  of  MSNJ  expected  ex- 
p>enditures  and  revenue  to  arrive  at  a break- 
even point. 

The  survey  results,  showing  the  county  and 
membership  are  as  follows: 


••Based  on  1970  AMA  1%  rebate  on  5,057  members 
@ $.75  or  $3,792.75  reduc^  to  allow  for  anticipated 
loss  in  .AM.A  members  in  1971—4500  @$1.10  or 
$4,950.00 

•••Based  on  8,000  members,  per  capita  share  of  ap- 
proximately $1.20  is  estimated.  Based  on  7,260  pay- 
ing members,  per  capita  share  of  approximately 
$1.32  is  estimated. 

.At  the  meeting  on  21  March  1971,  the  Board 
agreed  that  the  results  of  the  Committee’s  in- 
vestigation should  be  reported  to  the  1971 
House  of  Delegates. 

Approved.  The  House  also  approved  a second  recommenda- 
tion ot  the  Reference  Committee  ''that  a further  survey  of 
counties  be  taken  informing  them  of  the  cost  factors  in- 
volved and  of  the  advantages  accruing  from  such  a system 
before  final  action  is  taken  by  the  Board  of  Trustees, 
(page  Tr  132) 


County 

Yes 

County 

No 

Bergen 

946 

Burlington 

206 

Camden 

454 

Cape  May 

48 

Essex 

1673 

Cumberland 

107 

Mercer 

521 

Gloucester 

94 

Monmouth  445 

Hudson 

596 

Morris 

429 

Hunterdon 

59 

Ocean 

147 

Passaic 

663 

— 

Salem 

42 

Seven— Total  4,615 

Somerset 

142 

Nine— Total 

1,957 

Non- 

County 

Committal 

County 

No  Reply 

Union 

716 

■Atlantic 

197 

— 

Middlesex 

446 

One— Total 

716 

Sussex 

55 

Warren 

47 

Four— Total 

745 

8,033  Total 

Membership 

as  above— 28  February  1971 

The  estimated  expenditures  and  revenue  for 
the  statewide  billing  system  are  as  follows: 


Physician’s  Relief  Fund 
(Reference  Committee  “B”) 

.At  the  1970  .Annual  Meeting,  Reference  Com- 
mittee “B”  recommended  that  Resolution 
^16  (Physicians’  Welfare  Fund)  be  disap- 
proved, and  the  House  adopted  that  recom- 
mendation. However,  the  Reference  Commit- 
tee agreed  with  the  intent  of  the  resolution  and 
suggested  that  the  Board  of  Trustees  appoint 
a Committee  to  define  the  terais  of  the  ad- 
ministration of  such  a fund  and  that  it  be 
financed  annually  by  a dollar  per  capita  taken 
from  surplus.  The  House  approved  the  sug- 
gestion of  the  Reference  Committee. 

The  Board  of  Trustees,  in  fulfillment  of  the 
directive  of  the  House  authorized  the  Presi- 
dent to  ap|X)int  a five-man  committee  (one 
from  each  judicial  district)  to  investigate  the 
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matter  and  report  back  to  the  Board.  The 
President  appointed  the  following  to  serve  on 
that  Committee: 

Joseph  J.  Kline,  M.D.,  Chairman  (3rd  district) 

John  J.  Bedrick,  M.D.  (2nd  district) 

A.  Guy  Campo,  M.D.  (5th  district) 

Richard  R.  Chamberlain,  M.D.  (1st  district) 
Frederick  W.  Durham,  M.D.  (4th  district) 


After  a series  of  meetings  in  which  all  aspects 
of  the  proposal  and  programs  already  opera- 
tive under  the  aegis  of  other  agencies  were 
considered,  the  Committee  submitted  the  fol- 
lowing items  to  the  Board  of  Trustees  for 
consideration: 


1.  That  a program  known  as  the  "Physicians’  Relief 
Fund  of  The  Medical  Society  of  New  Jersey”  be 
established. 

2.  That  it  be  administered  by  a committee  of  The 
Medical  Society  of  New  Jersey,  similar  to  that  of 
the  Medical  Student  Loan  Fund,  with  each  judicial 
district  represented,  and  with  a member  of  the  staff 
assigned  to  be  responsible  for  the  maintenance  of 
records  and  for  supervision  of  the  administration 
of  the  Relief  Fund. 

3.  That  the  Committee  consist  of  five  (5)  members, 
appointed  from  the  respective  judicial  districts  by 
the  Board  of  Trustees,  and  that  in  addition  to  its 
normal  administrative  powers,  the  Committee  be 
authorized  to  appoint  one  or  more  "Fund”  repre- 
sentatives from  each  of  the  component  societies. 

4.  That  the  Committee,  as  its  first  order  of  business, 
be  charged  with  the  responsibility  of  drafting  a 
statement  of  purpose  and  policy  to  govern  the 
operations  of  the  Fund,  together  with  suggested 
rules  and  regulations  concerning  financing,  eligibility, 
and  bestowal  and  limitations  of  benefits— all  for  sub- 
mission to  and  clearance  by  the  Board  of  Trustees 
and/or  the  House  of  Delegates. 

.5.  That  the  Fund  be  financed  by  an  initial  alloca- 
tion determined  by  the  Committee  on  Finance  and 
Budget  in  an  amount  not  to  exceed  $35,0(X). 

.\t  its  meeting  on  20  December  1970,  the 
Bftard  of  Trustees  approved  the  establishment 
of  a program  to  be  known  as  the  “Physicians’ 
Relief  I'uud  of  The  Medical  .Society  of  New 
Jersey.”  In  implementation  of  the  foregoing 
decision  the  Board  proj)oses  an  amendment  to 
the  Bylaws  ("Chapter  IX — .Administrative 
Councils  and  Committees).  The  proposed 
amendment  is  contained  in  the  annual  report 
of  the  Committee  on  Re\  ision  of  (ionstitutiou 
and  B\laws. 


Proposed  National  Academv  of  the 
Health  Professions  for  Research  and 
Policy 

(Reference  Committee  "D”) 

This  resolution  (Essex  County)  called  upon 
The  Medical  Society  of  New  Jersey  to  urge 
that  in  structuring  the  pro]X)sed  National 
.Academy  of  the  Health  Professions  for  Re- 
search and  Policy  the  .American  Medical 
Association  be  called  upon  to  include  repre- 
sentatives of  hospital  chaplains. 

The  Board  directed  the  resolution  to  the 
.AM.A  Delegates  for  transmittal  to  the  .AM.A. 
No  steps  toward  the  structuring  of  such 
.Academy  have  been  reported. 

Approved  (page  Tr  136) 


Committee  on  E.xtension  to  Interns 
AND  Residents  of  Power  to  Sign  Certain 
Legal  Documents 

(Reference  Committee  "E”) 

In  the  1970  annual  report  of  the  Board  of 
Trustees,  it  was  stated  that  the  .Attorney  Gen- 
eral, acting  in  concern  for  certain  welfare 
patients  in  Essex  County,  issued  an  informal 
opinion  to  the  New  Jersey  Phannac)'  Board 
which  declared  that  prescriptions  signed  by 
interns  and  residents  of  the  Mai  tland  Medical 
Center  in  Newark  may  be  legally  hlled  in  re- 
tail pharmacies  of  the  area.  In  all  other  areas 
of  the  State  this  privilege  does  not  apply. 

Reference  Committee  “E”  recommended  ap- 
proval of  the  report;  however,  it  felt  that  the 
privilege  should  be  extended  to  all  New  Jersey 
hospitals.  It  therefore  recommended  that  The 
Medical  Society  of  New  Jersey  request  the 
State  Board  of  Medical  Examiners  to  obtain  a 
formal  opinion  from  the  .Attorney  General 
relevant  to  this  matter.  To  date  no  reply  has 
been  received  from  the  State  Board  of  Medi- 
cal Examiners. 

Approved.  The  Reference  Commiffee  urged  that  further 
efforts  be  made  to  obtain  a finol  opinion  from  the  Attorney 
General,  (page  Tr  137) 


Approved  (poge  Tr  133) 
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MSP  Board  of  Trustees — Nominations 

(Reference  Committee  "C”) 

The  following  nominations  were  approved  by 
the  Board  and  are  referred  to  the  House  of 
Delegates  for  action: 

Not  included  in  this  printed  list  of  members 
serving  on  the  Board  of  Trustees  are  the  fol- 
lowing: Chairman  of  the  Board  of  Trustees 


of  Hospital  Service  Plan  of  New  Jersey,  and 
the  President  of  The  Medical  Society  of  New 
Jersey.  These  individuals  serve  during  their 
respective  terms  of  office  of  the  organization 
indicated. 

■\lso  listed  are  persons  who  will  continue 
membership  on  the  Board  until  the  expiration 
of  their  terms  in  the  year  indicated — or  until 
their  successors  are  elected  and  qualified. 


Three-year  term  (1971-1974)  : 
Name 

Type  of  Practice 

Member  of 
Component  Society 

Edwin  H.  Albano,  M.D. 

James  T.  Crowley 
Lloyd  M.  Felmly 
John  Kelly 

Samuel  J.  Lloyd,  M.D. 

Theron  L.  Marsh 
Jesse  McCall,  M.D. 

Rudolph  C.  Schretzmann,  M.D. 
Charles  O.  Tyler,  M.D. 
Thomas  J.  \V'hite,  M.D. 

Terms  Expiring  1972 

Pathologist 

Businessman 

Retired  Newspaper  Editor 

Labor  Leader 

Surgeon 

Banker 

Internist 

Obstetrician 

Pediatrician 

Internist 

Type  of  Practice 

Essex  County 

Mercer  County 

Sussex  County 
Bergen  County 
Camden  County 
Hudson  County 

Member  of 
Component  Society 

Donald  T.  Akey,  M.D. 

Surgeon 

Middlesex  County 

Robert  G.  Boyd 

Hospital  Administrator 

— 

Joseph  A.  Cox,  M.D. 

.Anesthesiologist 

Union  County 

Charles  L.  Cunniff,  M.D. 

Internist 

Hudson  County 

Andrew  P.  Dedick,  Jr.,  M.D. 

Radiologist 

Monmouth  County 

Warren  H.  Simmons,  ]r. 

Busine.ssman 

— 

Sidney  I.  Simon,  Ph.D. 

C;ollege  Professor 

— 

Morgan  Sweeney 

Labor  Leader 

— 

Robert  E.  Vernon,  M.D. 

General  Practitioner 

Bergen  County 

Member  of 

Terms  Expiring  1973 

T \|)c  of  Practice 

Component  Society 

Edgar  P.  Eaton,  Jr. 

Businessman 



Edwin  T.  Ferren,  D.O. 

General  Practitioner 

— 

Mortimer  J.  Fox,  Jr. 

Businessman 

— 

Jerome  G.  Kaufman,  M.D. 

Internist 

Essex  County 

Joseph  M.  Keating.  M.D. 

Oljstetrician 

Passaic  County 

Elton  W.  Lance,  M.D. 

Surgeon 

Union  County 

Henry  J.  Mineur,  M.D. 

Internist 

Union  County 

Stanley  C.  Van  Ness 

Lawyer 

— 

John  F.  Waters 

Labor  Leader 

— 

Approved  (page  Tr  134) 


Health  Careers  Exhibit 
(Reference  Committee  "E”) 

Retjuest  was  granted  to  John  Scillieri,  M.D. 
to  appear  before  the  Board  at  its  21  Februar)' 
meeting.  .\t  that  meeting  Doctor  Scillieri  re- 
|x>rted  upon  the  success  of  the  dyslexia  exhibit 
presented  by  MSNJ’s  Committe  on  the  Con- 
senation  of  Vision,  Hearing,  and  Speech  at 
the  convention  of  the  New  Jersey  Education 


.Association  in  November  1970.  Because  of  the 
large  attendance  at  the  N JE.\  convention  each 
year.  Doctor  Scillieri  proposed  that  MSNJ 
sponsor  a broad  health  careers  series  of  ex- 
hibits in  cooperation  with  the  proper  agencies 
in  the  paramedical  field.  The  next  convention 
of  the  New  Jersey  Education  Association  is 
scheduled  to  be  held  4-6  November  1971,  in 
•Atlantic  City. 
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The  Board  voted  to  approve  the  proposal  and 
authorized  Doctor  Scillieri  to  implement  the 
project  within  the  cost  limits  estimated. 

Approved  (page  Tr  137) 

Legislative  Approach  to  Malpractice 
(Reference  Committee  "E”) 

On  the  recommendation  of  Reference  Com- 
mittee “E”,  the  1970  House  of  Delegates  ap- 
proved Resolution  ^9  (Essex  County)  in 
principle.  This  resolution  lists  fourteen  areas 
of  consideration  for  reducing  the  incidence  of 
malpractice  suits.  The  House  referred  the  con- 
tents of  the  resolution  to  the  Joint  Conference 
Committee  of  the  Council  on  Legislation  and 
the  Committee  on  Medical  Defense  and  Insur- 
ance. 

The  Joint  Committee  has  been  considering 
and  dealing  with  the  elements  of  the  resolu- 
tion item  by  item.  Plans  are  under  way  to 
prepare  legislation  for  introduction  for  those 
items  that  have  potential  for  legislative  action. 

Approved  (page  Tr  137) 

Medical-Legai,  Liaison  Committee 
(Reference  Committee  “E”) 

The  following  recommendations,  submitted 
by  the  Society’s  representatives  on  the  Liaison 
Committee  with  the  New  Jersey  Bar  Associa- 
tion, were  approved  by  the  Board  on  20 
December  1970: 

1.  That  each  county  bar  association  and  component 
medical  society  be  urged  to  adopt  a cooperation 
agreement.  If  they  do  not  already  have  one  or  if 
their  current  agreement  does  not  function  as  well 
as  desirable,  it  is  suggested  that  they  utilize  the 
format  of  the  Morris  County  Agreement  with  such 
modifications  as  are  appropriate  locally. 

2.  1 hat  at  least  once  a year  each  county  bar  asso- 
ciation and  the  respective  component  medical  society 
hold  a joint  social  meeting. 

In  order  to  assist  component  societies  in  the 
implementation  of  the  first  recommendation,  a 
copy  of  the  Interprofessional  Code  for  Physi- 
cians and  Attorneys  and  a copy  of  the  Medical- 
Legal  Cooperation  Agree?nent  between  the 


Morris  County  Bar  Association  and  the  Morris 
County  Medical  Society  were  supplied  to  the 
secretaries  of  component  societies. 

Approved  (page  Tr  137) 

Opposition  to  the  Legalization  of 
Marihuana 
(Reference  Committee  "E”) 

The  1970  House  of  Delegates  (Resolution 
:^10 — Essex  County  called  upon  MSNJ  to  in- 
struct its  delegates  to  the  AMA  to  endorse  a 
resolution  proposing  that  the  AMA  establish 
a policy  that  marihuana  is  a dangerous  drug, 
that  strict  penalties  should  be  imposed  for  its 
importation  or  sale,  and  opposition  to  its 
legalization  should  be  strongly  supported.  A 
resolution  (#82)  was  introduced  and  sup- 
ported by  New  Jersey’s  Delegation  at  the 
AMA  Annual  Convention. 

The  AMA  House,  on  the  recommendation  of 
the  Reference  Committee  (H)  affirmed  its 
agreement  with  the  intent  of  the  resolution 
and  referred  it  to  the  Board  of  Trustees  and 
to  its  Committee  on  Alcoholism  and  Drug 
Dependence  with  direction  that  a report  and 
recommendation  for  AMA  policy  on  the  use 
of  marihuana  be  made  to  the  House  at  the 
1970  Clinical  Convention. 

Subsequently,  at  the  1970  Clinical  Conven- 
tion, the  House  voted  to  reaffirm  the  AMA’s 
jx>licy  of  opposition  to  the  legalization  of 
marihuana. 

Approved  (page  Tr  137) 

Criteria  Used  by  Fiscal  IxNTermediaries  i.n 
Reviewing  Physician.s’  Services 
(Reference  Committee  “F”) 

This  resolution  (Delegate  frenn  Essex  County) 
directed  The  Medical  Society  of  New  Jersey 
to  “request  the  carriers  to  call  to  the  attention 
of  ever)'  physician  in  the  State  any  procedure 
or  modality  whicJi  has  been  designated  by  the 
Federal  government  as  unacceptable  for  Medi- 
care reimbursement.” 
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A copy  of  that  resolution  was  forwarded  to 
James  E.  Brennan,  M.D.,  Medical  Director, 
Governmental  Health  Programs  for  the  Pru- 
dential Insurance  Company  at  its  Millville 
Office. 

Replying,  Doctor  Brennan  stated: 

"...  decisions  on  good  medical  practice  or  useless 
forms  of  treatment  are  not  within  our  right.  As 
the  government’s  intermediary  or  Part  B carrier, 
we  are  obliged  to  review  the  services  of  physicians 
for  evidence  of  over-utilization,  abuse,  and  fraud 
but  this  information  should  not  be  voluntarily 
brought  to  the  patient’s  attention. 

"At  times  we  may  receive  directives  from  the  Social 
Security  Administration  stating  that  it  is  their  deter- 
mination that  injections  such  as  B„  should  be 
allowed  in  only  certain  conditions,  or  that  a par- 
ticular type  of  diathermy  machine  has  been  found 
to  be  ’therapeutically  useless’  and  that  such  treat- 
ments should  be  disallowed.  We  realize  that  this 
circumstance  could  prove  embarrassing  to  a physician 
and  that  he  alone  can  best  explain  the  denial  to 
the  patient.  A difficult  situation  can  arise  if  the 
carrier  is  queried  by  the  beneficiary,  and  there  is 
evidence  that  several  patients  were  informed  by 
well-meaning  claims  people  that  Diapulse  diathermy 
treatments  were  denied  because  the  government  had 
found  them  to  be  useless.  1 assure  you  that  we  in- 
tend that  this  shall  not  occur  again  and  we  will 
make  every  effort  to  keep  physicians  informed  of 
changes  in  regulations.’’ 


Approved.  The  Reference  Commiffee  urged  the  fiscal  in- 
fermediaries  to  notify  the  physicians  of  their  policy  changes 
by  direct  ond  prompt  communication.  (page  Tr  139) 

Estabi.ishme.nt  of  Office  of  Professional 
Medicare  Liaison  within  Prudential 
Company 

(Reference  Committee  "F”) 

This  resolution  (Morris  County)  called  upon 
The  Medical  Society  of  New  Jersey  to  bring 
about  the  establishment  of  an  office  of  Medi- 
care liaison  within  the  Prudential  Insurance 
Company.  .A  copy  of  the  resolution  was  for- 
warded to  James  E.  Brennan,  M.D.,  Medical 
Director,  Governmental  Health  Programs  for 
the  Prudential  Insurance  Company  at  its  Mill- 
ville Office. 

Doctor  Brennan  replied  to  the  Board  in  early 
July  1970  and  pointed  out  that  as  Medical 
Director  of  Governmental  Health  Programs  he 
is  a.ssisted  by  Carl  N.  W'^are,  M.D.,  and  that 
together  it  is  their  function  to  serve  as  liaison 


individuals  with  concerned  members  of  the 
medical  profession.  He  added  in  his  com- 
munication, “There  should  be  no  reason  on 
our  part  for  failure  to  aid  and  assist,  but 
should  a physician  feel  dissatisfied  with  our 
determinations,  he  could  appeal  to  the  Joint 
Medicare  Claims  Inquiry  Committee  which 
has  been  established.” 

Approved  (page  Tr  139) 

Internships 
(Reference  Committee  “F”) 

At  the  AM.A  Annual  Convention  the  House 
was  called  upon  to  consider  and  act  upon  the 
following  statements: 

"After  July  1,  1971,  a new  internship  program  shall 
be  approved  only  when  the  application  contains 
convincing  evidence  that  the  internship  and  the  re- 
lated residency  years  will  be  organized  and  con- 
ducted as  a unified  and  coordinated  whole. 

.After  July  1,  1975,  no  internship  program  will  be 
approved  which  is  not  integrated  with  residency 
training  to  form  a unified  program  of  graduate 
medical  education.’’ 

The  MSNJ  House  of  Delegates  in  May  1970 
(Resolution  :^31 — Delegate  from  Bergen 
County)  recorded  the  Society  as  favoring  the 
continuance  of  internships  in  hospitals  in  the 
communities,  even  though  no  residency  pro- 
grams are  offered.  It  also  directed  the  New 
Jersey  .AM.A  Delegates  to  resist  any  action  on 
the  part  of  the  .AM.A  to  the  contrary. 

The  New  Jersey  Delegation  carried  its  oppo- 
sition to  the  fl(X)r  of  the  House  where  Dr. 
John  F.  Kustrup  urged  the  House  not  to 
adopt  the  statements  before  it.  The  effort  was 
unavailing,  however,  and  the  House,  by  a 
strong  vote,  adopted  both  statements. 

Approved  (page  Tr  140) 

Medic.are  Billing  Forms 
(Reference  Committee  “F’’) 

Resolution  #13  (Hudson  County)  called  up- 
on The  Medical  Society  of  New  Jersey  to  go 
on  record  as  favoring  a change  in  the  Medicare 
form  to  include  the  amount  due  the  physician 
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by  the  patient,  with  said  amount  be  clearly 
indicated  as  in  the  original  form. 

MSN}  has  been  informed  that  Prudential  has 
agreed  to  change  the  form  as  called  for  in  the 
resolution. 

Approved  (page  Tr  140) 

Medicare  Peer  Review  Committee 
(Reference  Committee  “F”) 

.\t  its  20  December  1070  meeting,  the  Board 
considered  a suggestion  that  the  Society  make 
available  to  the  Prudential  Insurance  Com- 
pany, as  fiscal  intermediary  for  the  Medicare 
Progiam,  the  names  of  physicians  in  areas  of 
practice  designated  by  Prudential  to  sene  as 
members  of  a Medicare  Peer  Review  Commit- 
tee, to  meet,  at  the  call  of  the  Company,  to 
review  and  evaluate  claims  involving  c|uestions 
of  over-utilization  under  Medicare.  The  phy- 
sicians on  this  jreer  revietv  committee  will  be 
compensated  for  their  ser\  ices  by  Prudential. 

The  Board  agreed  to  approve  the  proposal  on 
the  following  terms: 

\ature  and  Function  . . . The  Medicare  Peer 
Review  Committee — to  be  established  and  oper- 
ated by  the  Prudential  Insurance  Company  as 
fiscal  intermediary  for  the  Medicare  Program 
— will  be  composed  of  5 groups  of  3 members 
each  in  the  fields  of  General  Practice,  General 
•Surgery,  Internal  Medicine,  Ophthalmology', 
and  Urology.  'I'he  Committee  personnel  will 
be  nominated  to  Prudential  by  The  Medical 
.Society  of  New  Jersey.  It  will  be  the  function 
of  the  Committee  to  review  situations  center- 
ing about  jihysicians  who  require  repetitive 
scrutiny  of  their  claims  because  they  seem  to 
in\  olve  over-utilization. 

1.  Comiiiiucc  panels  will  incei  at  the  call  of  the 
Company,  as  need  indicates. 

2.  Committee  members  will  he  compensated  by  The 
I’rndential  at  a rate  siihsetpiently  to  be  agreed  upon. 

.8.  A mi-dical  "'presentalive  of  The  Prudential— either 
Dr.  James  K.  Jirennan  or  Dr.  Carl  X.  T\arc— will 
attend  cadi  C.ommittec  meeting,  in  an  advisory 
(a  parity. 


4.  Meetings  will  be  held  at  convenient  geogiaphical 
locations  in  North,  Central,  and  South  Jersey. 

Operational  Procedure  . . . After  a review  of 
the  materials  furnished  by  Prudential,  the 
Committee  will  make  an  evaluation  and  pro- 
ceed as  follows; 

1.  Report  that  it  finds  no  question  of  the  validity 
of  the  claims. 

2.  If  such  question  is  found,  invite  the  physician 
under  review  to  appear  before  it. 

3.  A medical  representative  of  The  Prudential— either 
the  Committee,  Prudential  will  follow-up  to  make 
certain  that  the  Committee’s  recommendations  to 
the  physician  have  been  implemented. 

4.  If  a reviewed  physician  in  the  opinion  of  the 
Committee  has  acted  in  violation  of  the  Principles 
of  Medical  Ethics  and/or  the  Standards  of  Profes- 
sional Conduct,  the  Committee  shall  then  file  formal 
charges  alleging  such  violations  with  the  Judicial 
Mechanism  of  The  Medical  Society  of  New  Jersey. 

5.  Any  reviewed  physician  who  is  dissatisfied  with 
the  detemiination  made  by  the  Committee  shall  be 
entitled  to  request  a hearing  before  the  Joint  Medi- 
care Claims  Inquiry  C:ommittee. 


Approved.  The  Reference  Committee  urged  that  the  peer 
review  concept  be  oriented  to  function  with  the  State  com- 
mittee following  initial  scrutiny  at  the  county  medical  society 
level.  Ipage  Tr  140) 

P.AYMENT  FOR  PhVSICI.ANS’  SERVICES  IN  OUT- 
P.ATiENT  Department  for  Recipients  of 
Title  XIX 

(Reference  Committee  "F”) 

Resolution  ^22  (Camden  County)  as  adopted 
by  the  House  of  Delegates  directed  the  Board 
of  Trustees  to  seek  modification  of  a New 
Jersey  Medicaid  regulation  that  prohibits  the 
physician  serv  ing  in  a clinic  from  filing  a claim 
for  the  jTrofessonal  component  of  the  out- 
]>atient  fee,  or  to  urge  hospitals  to  contract 
for  these  services  as  authorized  by  law. 

riie  Federal  Government’s  Handbook  of  Pub- 
lic Assistance  Administration,  Supplement  D, 
states  the  general  aims  of  the  Medicaid  Pro- 
gram. 

"The  {'.ongress  has  ma<lc  ven’  clear  its  intent  that 
the  medical  and  remedial  care  and  services  made 
available  to  Title  NIX  recipients  be  of  high  quality 
aitd  nowise  inferior  to  that  enjoved  by  the  rest  of 
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the  population.  To  make  sure  that  the  concept  of 
quality  is  not  lost  sight  of  the  law  requires  states 
to  establish  methods  and  standards  to  assure  high 
quality  care.”  D-5144 

In  view  of  the  above  language,  the  regulation 
promulgated  by  the  New  Jersey  Medicaid 
Administration  in  regard  to  out-patient  serv- 
ice in  a clinic  setting  appears  to  be  well 
founded  as  a stimulus  for  quality  care  and 
encouraging  the  physician  and  patient  to 
utilize  private  office  facilities  rather  than  clinic 
facilities. 

Likewise  the  Handbook  on  Public  Assistance 
Administration  also  declares  “.  . . a token  serv'- 
ice  which  can  only  be  ineffective  on  the  one 
hand  and  wasteful  of  funds  on  the  other  will 
not  be  considered  satisfactory.”  D-1540 

Since  the  physician’s  time  in  the  clinic  is 
limited  and  the  atmosphere  not  parallel  to  his 
private  office,  and  since  the  professional  com- 
ponent of  his  bill  added  to  the  hospital  com- 
ponent would  presumptively  exceed  his 
charge  for  an  office  visit,  a change  in  the  regu- 
lation woidd  be  in  opposition  to  federal 
policy. 

Whether  or  not  a physician  should  contract 
witli  a hospital  for  his  services  is  a matter 
between  the  physician  and  the  res|>ective  hos- 
pital. It  is  purely  local  in  nature  and  a matter 
of  individual  choice.  Determination  of  hos- 
pital policy  is  the  concern  of  the  medical  staff 
of  the  institution  in  (juestion. 

Approved.  The  Reference  Committee  recorded  itself  as 
feeling  *'that  guidelines  could  be  formulated  at  the  State 
level  that  would  be  helpful  to  hospitals  and  physicians  in 
determining  an  individual  choice."  (page  Tr  140) 


Physicians’  Exclusive  Righi  to  Render 
Medical  Judgments 
(Reference  Committee  “F”) 

This  resolution  (Monmouth  County)  called 
upon  The  Medical  Society  of  New  Jersey  to 
“utilize  its  full  resources  to  ensure  that  medi- 
cal decisions  remain  the  domain  of  the  physi- 
cian only,  and  that  no  such  decisions  may  be 


effected  by  lay  people;  and  further  to  ensure 
that  all  policy  decisions,  federal,  state  and 
local,  be  reached  only  with  full  consultation 
with  qualified  treating  physicians.” 

The  Board  referred  this  resolution  to  the 
Council  on  Legislation  and  the  Council  on 
Medical  Services  for  its  implementation. 

Approved  (page  Tr  140) 

Hazards  of  Air  Pollution 
(Reference  Committee  "G") 

The  1970  House  of  Delegates  (Resolution 
:^14 — Essex  County)  called  upon  MSNJ  to 
instruct  its  delegates  to  the  .AMA  to  endorse 
a resolution  urging  the  AM.\  to  initiate  a 
continuing  campaign  to  publicize  the  perils  of 
air  pollution  and  to  expand  research  and 
effective  control  measures.  .A  resolution  (:^83) 
was  introduced  and  supported  by  New  Jersey’s 
Delegation  at  the  .AM.A  Annual  Convention. 

Kentucky  introduced  a similar  resolution 
(;^4())  calling  on  the  AM.A  to  intensify  and 
expand  its  present  efforts  in  the  control  of  en- 
vironmental pollution.  The  Reference  Com- 
mittee (E)  combined  both  resolutions  in  a 
substitute  which  the  House  adopted.  The  sub- 
stitute resolution  mandates  continued  and  in- 
tensified efforts  on  the  part  of  the  AM.A  to 
alert  the  public  to  the  hazards  of  environ- 
mental pollution  and  to  step  up  pollution 
control. 

Approved  (page  Tr  143) 

F.A.A  Medical  Exa.mination  Form 
(Reference  Committee  “H”) 

The  1970  House  of  Delegates  approved  that 
section  of  the  report  of  the  Board  of  Trustees 
dealing  with  “F.A.A  Medical  Examination 
Form.”  In  granting  that  approval  the  House 
also  appro^ed  the  recommendation  of  Refer- 
ence Committee  “H”  that  the  .AM.A  be  encour- 
aged to  continue  to  tv’ork  on  this  problem. 

Under  date  of  2 July  1970,  the  Society  was 
informed  by  the  Secretary  of  the  .AM.A’s  Com- 
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miitee  on  Aerospace  Medicine  that  the  FAA 
lias  not  seen  fit  to  adopt  the  AMA  proposal 
to  retjuire  a release  form  for  the  pilot’s  per- 
sonal physician  on  the  FAA  examination 
blank.  The  AM.\  Committee  still  stands  on 
its  original  statement  as  to  what  should  be 
done,  even  though  the  FAA  has  not  seen  fit 
to  adojjt  the  AM.\’s  recommended  procedure. 
'Fhere  has  been  no  further  action  by  the  .AM.\ 
Committee  since  19(i7,  although  the  Commit- 
tee has  discussed  the  matter  several  times  and 
agreed  that  the  original  statement  of  1967  is 
still  its  jjolicy. 

Approved.  The  Reference  Commiffee  urged  "that  con- 
tinued action  be  token  to  pursue  the  position  of  the  AMA 
regarding  the  FAA  Medical  Examination  Form."  Ipage  Tr 
145) 


Supplemental  Report  #1 

.As  the  result  of  its  18  April  meeting,  the 
Board  of  Trustees  directed  several  items  to 
the  attention  of  the  1971  House  of  Delegates. 
The  Board  therefore  submits  this  Supplemen- 
tal Report  #1,  which  has  been  compiled 
since  the  preparation  of  its  annual  report. 

Fluoridation  of  Public  W.ater  Supplies 
(Reference  Committee  “A”) 

Jn  view  of  the  fact  that  Senate  Joint  Resolu- 
tion #2,S  seems  well  on  the  way  to  passage, 
the  Committee  on  Child  Health  felt  it  would 
be  desirable  to  review  the  Society’s  position 
in  relation  to  public  water  supplies. 

SJR-23  creates  a nine-member  bipartisan 
commission  (two  Senators,  two  Assemblymen, 
lonr  citizens  appointed  by  the  Governor,  and 
the  Commissioner  of  Health)  to  study  the 
merits  of  fluoriilation  of  public  potable  water 
supplies  as  a public  health  measure.  This 
Joint  Resolution  was  brought  about  by  the 
fact  that  there  is  before  the  Legislature  Sen- 
ate Bill  #6.36,  which  would  prohibit  the  Pub- 
li<  Health  ouncil  of  the  State  Department 
of  Health  fro.  i promulgating  any  regulation 
in  the  State  Sanitary  Code  reejuiring  protec- 


tion against  dental  decay  by  mandatory  fluo- 
ridation of  any  public  potable  water  supply 
in  the  state.  The  Commission  would  hold 
hearings  to  evoke  all  points  of  view  regarding 
the  fluoridation  of  public  water  supplies. 

The  Medical  Society  of  New  Jersey,  in  a reso- 
lution adopted  by  the  House  of  Delegates  in 
1952,  and  reaffirmed  in  1960,  has  recorded 
itself  as  approving  the  fluoridation  of  public 
water  supplies  in  this  state  under  regulations 
promulgated  by  the  State  Department  of 
Health.  However,  the  Society  has  adopted  an 
official  position  of  approval  regarding  S-636, 
which  would  prohibit  mandatory  fluorida- 
tion. 

The  Committee  on  Child  Health  pointed  out 
that  in  the  areas  of  the  state  where  the  water 
supply  is  provided  to  many  communities  by  a 
single  company,  it  is  a practical  impossibility  to 
achieve  fluoridation  of  such  water  supply  by 
means  of  local  referenda  in  the  individual 
communities.  In  consequence,  indications  are 
that  the  only  practicable  means  of  effectuat- 
ing the  fluoridation  of  the  state  water  sup- 
plies will  be  a mandatory  program  under  the 
aegis  of  the  Department  of  Environmental 
Protection. 

The  Committee  gave  as  its  opinion  that  the 
Society’s  position  as  expressed  in  its  policy 
declaration  and  as  reflected  in  its  approval  of 
Senate  Bill  #t636  is  contradictoi^.  The  Com- 
mittee therefore  recommended,  and  the 
Board  approved,  that  the  official  position  on 
S-636  be  changed  from  approval  to  disap- 
proval. The  effect  of  the  change  is  to  record 
the  Society  as  approving  the  mandator)' 
(hioridation  of  jjublic  water  supplies.  The 
Board  also  adopted  a second  recommendation 
from  the  Ciommittee  indicating  that  the  Soci- 
ety sujjport  such  mandatory  fluoridation  on  a 
state-wide  basis  under  regulations  to  be  pro- 
mulgated by  the  jjroper  State  agency  or  de- 
partment as  the  only  feasible  method  to  ac- 
complish fluoridation  of  public  water  sup- 
plies in  New  Jersey. 

Approved  as  amended  by  the  Reference  Committee,  (page 
Tr  130) 
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Description  of  MSNJ’s  Employees’  Pension 
Plan 

(Reference  Committee  “B”) 

The  Board  received  the  following  description 
of  MSNJ’s  Employees’  Pension  Plan,  as 
prepared  by  the  Business  Manager,  and  di- 
rected that  it  be  supplied  for  the  information 
of  the  House. 

Name  of  Plan:  The  Medical  Society  of  New 
Jersey  Employees’  Pension  Plan 

Company:  The  Medical  Society  of  New  Jer- 
sey 

Elective  Date:  ]une  1,  1955  (Plan) 

June  1,  1970  (Amendment  No.  1) 

Method  of  Disbursing  Benefits:  Trustee  shall 
disburse  benefits  from  the  Fund  upon  Com- 
mittee authorization. 

Date  of  Execution:  15  March  1970 

Date  of  Formal  Announcement:  5 March 
1970 

Date  when  Description  of  Plan  made  Gener- 
ally Available  to  Employees:  5 March  1970 

Date  when  Plan  and  Trust  Were  Put  into 
Effect  So  That  Contributions  were  Irrevoca- 
ble: 7 August  1970 — Approval  Internal  Rev- 
enue Serv'ice. 

Summary  of  Provisions: 

(i)  Eligibility  Requirements: 

(a)  Regular,  full-time  employment  (20  hours 
per  week  and  5 months  per  year). 

(b)  Completion  of  at  least  three  years  of 
continuous  employment. 

(c)  Attainment  of  twenty-fifth  birthday,  but 
entry  required  before  age  49j^. 

(ii)  Employee  Contributions:  None 

(iii)  Employer  Contributions:  The  Society 
shall  pay  to  the  Trustees  from  time  to  time 


the  amounts  which  are  needed  to  provide  the 
benefits  specified  in  the  plan. 

(iv)  Formula  for  Determining  Amount  of 
Each  Type  of  Benefit: 

At  Normal  or  Late  Retirement  Date:  For  a 
Participant  whose  participation  ended  prior 
to  June  1,  1970  and/or  whose  Normal  Re- 
tirement Date  is  earlier  than  June  1,  1970,  a 
monthly  pension  for  at  least  120  months  and 
for  life  thereafter,  equal  to  the  sum  of  (a) , 
and  (b)  ; 

(a)  1%  of  the  first  $300  of  the  Participant’s 
basic  monthly  compensation  on  his  entry 
date,  plus  2%  of  any  excess  over  $300,  the 
sum  multiplied  by  the  number  of  completed 
years  of  his  participation  in  the  Plan. 

(b)  any  applicable  adjustments  amounting 
to  $10.00  per  month  or  more,  positive  or 
negative,  arising  from  changes  in  compensa- 
tion occurring  subsequent  to  entry  into  the 
Plan  but  prior  to  the  fifth  Plan  Anniversary 
(June  1)  preceding  Normal  Retirement 
Date. 

(Special  rules  apply  to  a Participant  who  en- 
ters the  Plan  at  age  45  or  older). 

For  any  other  Participant,  a monthly  pension 
for  at  least  120  months  and  for  life  thereafter 
equal  to  the  sum  of  (a)  and  (b): 

(a)  the  product  obtained  by  multiplying  his 
Credited  Seiwice  by  1.4%  of  his  .Average  Com- 
pensation. 

(b)  the  product  obtained  by  multiplying  his 
Credited  Service  by  0.6%  of  his  Excess  .Aver- 
age Compensation  (in  excess  of  $500). 

•Notwithstanding  anything  to  the  contrary 
herein  set  forth,  every  Participant  who  retires 
on  or  after  his  Normal  Retirement  Date  with 
at  least  fifteen  (15)  years  of  Credited  Service 
shall  be  entitled  to  a Minimum  Monthlv 


•Proposed  to  be  effective  1 June  1971 
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Normal  Pension  determined  as  50%  of  his 
Average  Compensation,  less  50%  of  his  Pri- 
mary Social  Security  Benefit  payable  on  his 
Normal  Retirement  Date. 

“Average  Compensation’’  means  the  highest 
average  monthly  compensation  determinable 
for  a period  of  five  consecutive  Plan  Years 
within  the  ten-year  period  immediately 
preceding  Normal  Retirement  Date. 

For  any  Participant,  a minimum  monthly 
normal  pension  of  $10.00  is  provided. 

Normal  Retirement  Date  is  the  June  1st 
nearest  65th  birthday.  Late  Retirement  may 
be  granted,  with  the  special  consent  of  the 
Society;  the  accumulation  of  Credited  Service 
will  cease  at  Normal  Retirement  Date,  but 
the  amount  of  pension  will  be  actuarially 
increased. 

At  Early  Retirement  Date:  A member  who 
has  completed  at  least  10  years  of  service  and 
attained  his  55th  birthday  may,  with  the  con- 
sent of  the  Society,  elect  an  early  retirement 
date,  or  he  may  be  retired  by  the  Society. 
Pension  is  determined  as  above,  except  that 
the  amount  so  determined  will  be  actuarially 
reduced  for  the  number  of  months  by  which 
his  first  pension  payment  precedes  his  Nor- 
mal Retirement  Date. 

Disability  Benefits:  A member  who  qualifies 
for  Social  Security  disability  benefits  wdll  be 
entitled  to  a disability  pension  under  the 
Plan,  computed  in  the  same  manner  as  an 
Early  Retirement  Pension.  This  disability 
pension  will  cease  in  the  event  of  recovery 
prior  to  Normal  Retirement  Date. 

Death  Benefits: 

Before  Retirement:  None  under  the  Plan, 
except  that  any  Participant  who  enjoyed 
death  benefit  coverage  prior  to  the  Amend- 
ment shall  continue  to  be  covered  in  that 
same  amount. 

After  Retirement:  Same  as  above,  except  that 
if  death  ocmrs  before  120  monthly  pension 


payments  have  been  received,  the  balance  of 
120  monthly  payments  will  be  continued  to  a 
designated  beneficiary. 

Options: 

Duration:  Joint  and  Survivor  Options  are 
available,  and,  in  addition,  special  options, 
subject  to  Committee  approval;  Social  Securi- 
ty Option  available  at  early  retirement. 

Termination  of  Employment  and  Vesting: 
Full  vesting  after  completion  of  ten  years  of 
participation,  with  partial  vesting,  at  the  rate 
of  10%  for  each  completed  year  of  participa- 
tion, prior  thereto. 

Method  of  Funding:  The  Fund  will  be  held 
by  the  Trustee  as  provided  under  the  terms 
of  the  amended  Trust  Agreement. 

(vi)  Discontinuance  of  Plan:  In  the  event  of 
discontinuance  of  the  Plan,  the  assets  remain- 
ing in  the  Fund  shall  be  allocated  in  the 
following  order: 

(a)  To  provide  continuing  payment  of  pen- 
sions to  each  retired  Participant  (or  benefici- 
ary) then  receiving  payments  from  the  Fund. 

(b)  To  provide  pensions  to  active  Partici- 
pants who  are  then  eligible  for  retirement, 
determined  as  though  they  retired  just  prior 
to  the  date  of  discontinuance. 

(c)  To  provide  pensions  for  all  other  active 
Participants,  determined  as  though  they  be- 
came eligible  for  Early  Retirement  just  prior 
to  the  date  of  discontinuance. 

The  available  assets  will  be  fully  allocated  to 
all  members  of  one  class  before  any  assets  are 
allocated  to  the  next  class.  However,  the  limi- 
tations of  Regulations  1.101 — 4 (c)  will  ap- 
ply. 

Approved  (page  Tr  133) 
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Special  Committee  on  Traffic  Safety 
(Reference  Committee  ‘‘D’  ) 

The  Board  considered  a request  from  the 
Chairman  of  MSNJ’s  Special  Committee  on 
Traffic  Safety  recommending  that  the  Com- 
mittee be  discontinued. 

The  Board  approved  the  request,  with  indi- 
cation that  any  items  that  would  have  hither- 
to been  assigned  to  the  Special  Committee  on 
Traffic  Safety  in  the  future  will  be  referred  to 
other  appropriate  councils  or  committees 
such  as  Public  Health,  Legislation,  and  Medi- 
cal Services,  and  Emergency  Medical  Care. 

Approved  (page  Tr  136) 

Special  Committee  on  Politics  and 
Medicine 

(Reference  Committee  “E”) 

The  Board  received,  and  accepted  with 
thanks,  the  report  of  the  Special  Committee 
on  Politics  and  Medicine.  The  report  con- 
tained the  following  significant  summar\' 
comments: 

The  Committee  points  out  that  in  contemporary 
America  because  of  the  intimate  participation  of 
politics  and  government  at  all  levels  in  all  aspects  of 
health  care,  the  physician  can  no  longer  realistically 
remain  aloof  from  politics.  The  physician  should  there- 
fore become  increasingly  knowledgeable  in  regard  to 
the  impact  of  political  activity  on  health  care,  the 
practice  of  medicine,  and  the  physician  as  an  indi- 
vidual in  society.  To  do  anything  less  would  be  to  dis- 
regard his  obligation  to  protect  tbe  interests  of  the 
public  and  of  the  profession. 

It  is  clear  from  standing  legal  opinions  that: 

1.  The  Medical  Society  of  New  Jersey  is  free  to,  and 
should,  educate  physicians  in  the  need  for  a realistic 
view  of  politics  and  of  measures  affecting  medical 
care  delivery. 

2.  The  Medical  Society  of  New  Jersey  is  free  to,  and 
should,  take  a stand  on  matters  affecting  quality  and 
tlelivery  of  medical  care  and  in  protection  of  the  inter- 
ests of  the  citizens  of  New  Jersey  in  this  field. 

3.  Any  financial  or  political  support  of  a given  candi- 
date by  The  Medical  Society  of  New  Jersey  is  un- 
tenable under  our  existing  diarter  and  current  IRS 
rulings. 

4.  A physician  as  a citizen  is  free  to,  and  should,  take 
a stand  concerning  candidates  or  issues  affecting  him 
as  an  individual,  or  the  general  good  as  he  sees  it. 

The  Committee  believes  that  The  Medical  Society  of 


New  Jersey’s  Membership  Newsletter  and  its  bulletins 
evaluating  state  and  national  issues  and  pending 
legislation,  reflecting  the  official  stand  of  The  Medical 
Society  of  New  Jersey,  are  effective  instrumentalities 
of  service  and  should  continue. 

The  Committee  feels  that  The  Medical  Society  of  New 
Jersey  should  continue  its  role  as  a positive  factor  in 
initiating  constructive  legislation  affecting  medical 
care. 

The  Committee  commended  the  Council  on  Legisla- 
tion for  its  vitally  important  work  and  accomplish- 
ments. 

In  conclusion  the  Committee  offered,  and  the 
Board  adopted,  the  following  recommenda- 
tions: 

1.  That  the  Council  on  Legislation  continue  inten- 
sively to  study  and,  as  indicated,  revise  the  legislative 
contact  system  for  increasing  effectiveness. 

2.  That  the  aims  of  JEMP.\C  be  endorsed. 

3.  That  members  of  The  Medical  Society  of  New 
Jersey  be  encouraged  to  join  JEMP.AC. 

4.  That  The  Medical  Society  of  New  Jersey  have  no 
official  ties  with  JEMP.VC. 

5.  That  JEMP.\C  be  more  responsive  to  the  wishes  of 
individual  members  in  its  process  of  selecting  candi- 
dates and  issues,  and  that  it  aggressively  stimulate 
interest  on  the  part  of  component  societies  by  appear- 
ing before  them  or  by  using  other  means  of  increasing 
membership  in  and  support  of  JEMPAC. 

Since  the  Committee  has  completed  its  as- 
signed task,  the  Board  directed  that  it  be 
discharged  with  thanks. 

Approved  (page  Tr  137) 

Separ.vte  Department  of  Mental  Health 
(Reference  Committee  "F”) 

The  Board  of  Trustees  considered  and  voted 
to  approve  the  following  recommendation 
from  the  Council  on  Mental  Health: 

That  MSNJ  reaffirm  its  position  favoring  the  estab- 
lishment within  the  State  Government  of  a separate 
Department  of  Mental  Health,  with  a Board-certified 
psychiatrist  in  charge  and  responsible  directly  to  the 
Governor. 


Approved  (page  Tr  140) 
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Judicial  Council 

John  S.  Madara,  M.D.,  Chairman,  Salem 

(Reference  Ck>mmittee  “A”) 


Prefatory  Statement 

The  House  of  Delegates  is  the  legislative 
body,  the  Board  of  Trustees  and  the  officers 
constitute  the  executive  body,  and  the  Judi- 
cial Council  is  the  judicial  body  of  The  Med- 
ical Society  of  New  Jersey.  The  Judicial 
Council  has  plenary  responsibility  for  the  su- 
jiervision  and  maintenance  of  the  judicial 
mechanism. 

The  Judicial  Mechanism  is  a form  of  peer 
review.  It  ojierates  under  the  Society’s  Bylaws 
and  under  a set  of  “Rules  and  Regulations 
For  The  PrcKessing  of  Grievances  and  Com- 
plaints,” which  have  been  formulated  and  pro- 
mulgated by  the  Judicial  Council  under  the 
authority  vested  in  it  by  the  Bylaws. 

.Ml  incjuiries,  complaints,  or  accusations, 
from  any  source,  concerning  the  “ethical  de- 
portment” or  “professional  conduct”  of  mem- 
bers of  MSNJ  are  proper  to  the  jurisdiction 
ol  the  judicial  mechanism. 

The  (Council  has  clarified  these  terms  in  its 
official  declaration  setting  forth  the  “Funda- 
mentals ’ underlying  the  processing  of 
grievances  and  comjilaints,  as  follows: 

I'he  “ethical  dej>ortment”  of  a member- 
physician  is  to  be  judged  in  terms  of  his 
adherence  to,  and  conformity  with,  the 
official  “Principles  of  Medical  Ethics  of  the 
American  Medical  Association,  and  the  inter- 
pretations thereof  made  by  the  .\MA  Judicial 
Council  and  the  Judicial  Council  of  The 
-Medical  Soc  iety  c)f  New  Jersey.” 

I be  propriety  ol  a member-physician’s  “pro- 
lessional  conduct”  is  measurable  in  terms  of 
iWi?  Ir-asit  : 'iiisiclerations: 

'H'  lii>  = o-ilonnity  to  the  siaiularcls  of  cnliglitcnccl 
huin.ni  f one  lui  prope  r lo,  and  expected  of,  a gentle- 
Miai)  ^lul  a ii  cnibr-r  of  a Icaincd  ])rofcssioii;  and 


(b)  his  consistent  rendering  of  professional  services  of 
such  character  as  demonstrates  that  he  exercise  ability 
and  competences  and  utilize  techniques  and  procedures 
consistent  with  a method  of  healing  founded  on  a 
scientific  basis. 

The  success  of  the  judicial  mechanism  as  one 
of  the  peer  review  modalities  being  used  to 
preserve  the  good  name  of  Medicine  and  its 
practitioners  in  New  Jersey,  and  to  insure 
uniform  standards  of  professional  per- 
formance and  service,  depends  upon  two  things 
— the  full  cooperation  of  the  judicial  com- 
mittees of  our  component  societies  and  the 
understanding  and  cooperation  of  all  our 
members. 

The  judicial  mechanism  is  confidential  in  its 
operation.  It  is  not  intended  either  to  coerce 
or  to  exculpate  member-physicians.  It  is  in- 
tended to  demonstrate  that  within  the  family, 
as  it  were.  Medicine  can  equitably  and  amica- 
bly settle  its  own  problems  in  the  areas  of 
ethical  and  professional  conduct. 

The  Judicial  Council  of  The  Medical  Society 
of  New  Jersey  and  the  judicial  committees  of 
the  component  societies  are  definitely  not 
merely  advisory  in  character.  They  hold  pow- 
er, under  the  Constitution  and  Bylaws  of 
MSNJ,  to  receive  and  adjudicate  complaints 
from  any  source  concerning  the  professional 
conduct  or  ethical  deportment  of  members  of 
MSNJ. 

The  decisions  of  the  judicial  committee  of  a 
component  society  are  binding  upon  all 
members  of  that  component  society,  and  the 
judicial  committee  of  each  component  society 
in  the  enforcement  of  its  findings,  duly  ar- 
rived at,  has  the  power  “to  censure,  suspend, 
or  expel  any  member  of  its  society  for  just 
cause.”  .Ml  decisions  of  the  Judicial  Council 
and  of  the  judicial  committees  are  binding 
upon  the  respective  members  of  MSNJ.  They 
are  not  offered  to  members  merely  as  advice. 
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No  member  is  free  to  decide  whether  or  not 
he  will  conform  to  them.  Any  principal  to  a 
complaint,  dissatisfied  with  the  findings  of  the 
judicial  committee  regarding  the  complaint, 
may  appeal  to  the  Judicial  Council. 

The  Judicial  Council  has  maintained  its 
schedule  of  regular  monthly  meetings.  From 
its  official  records  and  reports  the  Council 
here  presents  a summary  of  its  operations  and 
those  of  county  judicial  committees  for  the 
period  from  1 .April  1970  through  31  March 
1971: 

By  Judicial  Committees 


Complaints  reported  as  disposed 76 

Alleging: 

Dissatisfaction  concerning  fees  33 

Unethical  conduct 22 

Dissatisfaction  with  services  rendered  11 

Unprofessional  conduct  10 

By  the  Judicial  Council 

Meetings  held  7 

Official  communications  acted  upon 38 

Appeal  hearings  requested 9 

Apjjeal  hearings  granted 3 

Formal  opinions  rendered  3 


(1)  The  ethicality  of  physicians’  charging  interest  on 
the  balance  of  unpaid  medical  bills. 

(2)  The  acceptability  of  a physician’s  inscribing  the 
following  statement  on  medical  bills  submitted  to 
patients:  "Bill  is  payable  on  presentation.  Insur- 
ance Forms  executed  only  when  account  is  paid 
in  full.’’ 

(3)  The  ethical  acceptability  of  certain  billing  pro- 
cedures for  professional  associations. 

The  foregoing  opinions  are  presented  in  full 
as  an  appendix  to  this  report. 

.Adherence  to  Regulations 

The  Council  points  out  to  the  cliairmen  of 
the  judicial  committees  of  the  component  so- 
cieties that  there  continues  to  he  some  inade- 
quacy of  cooperation  with  the  Judicial  Coun- 
cil on  the  part  of  the  committees.  One  of  the 
main  problems  is  failure  to  file,  or  lateness  in 
filing,  the  required  re{x>rt  forms  to  inform 
the  Council  of  the  existence  and  status  of 


complaints  before  county  judicial  commit- 
tees. Many  times  the  Council  has  received 
requests  for  appeal  hearings  concerning  com- 
plaints disposed  of,  but  not  reported,  by 
county  judicial  committees. 

In  other  instances,  investigation  has  disclosed 
that  some  county  judicial  committees  disre- 
gard the  requirement  that  all  principals  be 
invited  to  be  present  and  to  participate  in  the 
hearings  that  are  mandated  Avhenever  an  ami- 
cable settlement  proves  impossible  of  accom- 
plishment. The  Council  urges  that  each 
county  committee  strive  to  improve  its 
procedures  in  these  regards.  Therefore,  the 
committees  are  again  reminded  to  follow  the 
directions  contained  and  the  procedural  steps 
outlined  in  the  Rules  and  Regulations  for 
the  Processing  of  Grievances  and  Complaints. 
Only  by  means  of  a full  understanding  and 
observance  of  the  “Regulations”  can  the  judi- 
cial committees  together  with  the  Judicial 
Council  succeed  in  functioning  at  the  level  of 
adequacy  intended  by  MSNJ’s  House  of  Dele- 
gates. 

O.N  THE  AvOID.WCE  OF  GRIEVANCES  AND 

Complaints  .Alleging  Infractions  of  the 

Principles  of  Ethics  or  the  Stand.\rds  of 
Professional  Conduct 

On  the  basis  of  its  experience  through  the 
yeais  with  a wide  diversity  of  complaints  ad- 
dressed to  the  judicial  mechanism,  the  Judi- 
cial Council  offers  the  following  basic  obser- 
vation: “Most  complaints  are  generated  by 
dissatisfaction  on  the  part  of  the  patients  with 
what  they  regard  as  lack  of  interest,  consider- 
ation, and  courtesy  on  the  part  of  individual 
physicians  and/or  their  employees.” 

.As  a constructive  means  of  encouraging  our 
members  to  do  justice  to  themselves  and  the 
profession  through  the  establishment  and 
maintenance  of  rapport  with  patients,  some 
years  ago  the  Council  on  Public  Relations 
offered  a series  of  recommendations  which 
the  Judicial  Council  is  pleased  to  re- 
emphasize for  all  members  of  MSNJ  at  this 
time,  for  the  purpose  of  improving  not  onlv 
the  image  but  the  substance  of  medicine  in 
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the  eyes — and  hearts — of  the  people  of  New 
Jersey  whom  we  serve.  These  are  the  recom- 
mendations: 

no  . . . remember  always  that  notliing  but  your  best 
—in  service  and  in  courtesy— is  permissible  or  accept- 
able. 

DO  . . . Ite  considerate  of  each  patient’s  point  of  view 
and  of  each  patient’s  problems;  he  looks  to  you  to  be 
a friend  in  need. 

DO  ...  be  tolerant  toward  others,  including  your 
colleagues,  but  exacting  toward  vourself. 

DO  . . . take  the  time  to  explain  procedures  and  to 
discuss  costs  with  your  patients. 

DO  . . . expect  proper  compensation  for  yotir  pro- 
fessional services  but  be  disposed  generously  to  give 
yourself  away. 

DO  ...  be  at  pains  never  to  be  so  busy  as  to  lack 
time  to  do  the  considerate  little  things  that  prove  how 
big  you  really  are. 

DON’T  ...  be  late  for  appointments:  regard  your 
patient's  time  as  of  equal  vahie  with  your  own. 

DON’T  . . . leave  your  practice  uncovered:  arrange 
with  a dependable  colleague  to  take  care  of  calls  re- 
ceived in  your  absence. 

DON  T ...  be  easily  annoyed.  If  you  are,  it  means 
that  your  head  is  bigger  than  your  heart. 

DON  I ...  be  afraid  to  be  friendlv.  Onlv  the  con- 
sciously inadeqttatc  erect  protective  barriers  of  aloof- 
ness. 

DON^T  ...  be  indecisive  or  vacillating.  '\’our  pa- 
tient s confidence  in  von  will  be  in  direct  proportion 
to  your  decisiveness  and  definiteness. 

Opinion  #1 

I HE  Ethi(;.vi,it\'  or  Pm  ici.ws’  Ch.vrgixc 
Intf.re.st  on  the  B.\i,.\nce  oe  Unp.vii) 
MEnif:.\i.  Bh.e.s 

I lie  Council’s  attention  was  directed  to  a 
ret)nest  for  an  opinion  from  the  Chairman  of 
the  Judicial  Committee  of  a component  soci- 
ety as  to  whether  it  is  ethical  for  a jrhysician 
tt)  charge  interest  on  the  balance  of  unpaid 
medical  bills. 

It  was  the  Council’s  unanimous  ojrinion  that 
the  imposition  of  extra  charges,  either  as  in- 
terest on  <he  basic  indebtedness  oi'  as  a penalty 
lor  late  or  d.“I;iyed  jiayment,  has  been  de- 
clared l.y  d'e  h.i/litial  (amrrcil  of  the  .Ameri- 
can .Medical  Ttion  as  incomjiatible  with 


the  dignity  of  the  profession  of  Afedicine. 
The  practice,  therefore,  is,  in  view  of  the  Judi- 
cial Council  of  The  Medical  Society  of  New 
Jersey,  not  acceptable  according  to  approved 
standards  of  professional  conduct. 

Opinion  #2 

The  .Acceptability  of  Puvsict.w’s 

I.N.SCRIBING  the  FoI  LOWING  STATEMENT  O.N 

Medic.al  Bills  Submitted  to  P.atients:  “Bill 

IS  P.AVABLE  ON  PRESENTATION.  INSUR.ANCE 

Forms  Executed  onus’  when  Account  is 
P.AiD  LN  Full.” 

This  recpiest  for  an  opinion  from  the  Execu- 
tive Director  of  a component  society  in  the 
name  of  the  Chairman  of  the  Judicial  Com- 
mittee was  directed  to  the  Council’s  atten- 
tion. In  considering  the  question  as  to  wheth- 
er it  was  ethical  to  inscribe  on  bills  submitted 
to  patients:  “Bill  is  payable  on  presentation. 
Insurance  Forms  executed  only  svhen  account 
is  paid  in  full,”  the  Council  rendered  the 
following  opinion: 

The  report  of  the  Judicial  Council  of  the 
American  Medical  .Association,  adopted  by 
the  AM.A  House  of  Delegates  at  the  Clinical 
Convention  in  Boston  in  1970,  contained  the 
following  relevant  paragraphs: 

.Some  physicians  seem  to  believe  that  the  practices  of 
business  enterprises  sliould  be  utilized  bv  phvsicians 
ill  order  to  “Encourage  prompt  attention  to  Sledical 
-Accounts.’’  They  ask,  “why  shouldn’t  we  be  paitl  as 
soon  as  the  dry  goods  store,  the  grocer,  or  the  T.V. 
serviceman?" 

Ideally,  the  physician  should  be  paid  promptly.  If  the 
physician  is  not  paid  as  promptly  as  other  creditors  he 
should  recall  that  he  is  a professional  man,  with  all 
the  prerequisites  that  the  tenn  implies.  Our  patients 
in  large  number  carry  insurance  to  cover  the  cost  of 
medical  services.  (They  do  not  insure  payment  of  the 
cost  of  other  professional  or  business  senices  to  any 
notable  extent.)  Ooxernmental  programs  have  been 
instituted  and  are  being  developed  continually  to  pro- 
vide payment  for  medical  care  to  those  who  are  till- 
able to  inot  ide  this  payment. 

The  Judicial  Council,  in  the  light  of  the 
foregoing  citation,  points  out: 

1.  That  peremptory  demand  for  immediate  [ja\inent  of 
bills  reiulcred  to  patients  bv  phvsicians  is  a practice 
incompatible  with  the  dignity  of  medicine  as  a ]>ro- 
fc.ssion. 
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i.  To  insist  on  payintnt  from  a patient  before  neces- 
sary insurance  forms  will  be  completed  is  to  disregard 
the  fundamental  fact  that  many,  if  not  most,  people 
who  carry,  or  are  covered  by,  insurance  to  pay  for 
health  care  services  have  acquired  or  been  granted  that 
coverage  precisely  because  their  own  means  would 
prove  inadequate  to  meet  any  substantial  such  costs.  To 
demand  cash  of  them  is  to  ask  them  to  supply  what 
they  have  not,  and  is  to  set  at  naught  the  whole  pro- 
tective insurance  mechanism  made  available  to  assist 
them  to  meet  their  credit  obligations  to  providers  of 
health  services. 

3.  The  Judicial  Council  of  the  American  Medical  Asso- 
ciation has  formally  declared: 

“The  attending  physician  should  complete  without 
charge  the  appropriate  ‘simplified’  Health  Insurance 
Council  forms  approved  by  the  Council  (AMA)  on 
Medical  Service,  and  similar  insurance  claim  forms  as 
part  af  the  physician’s  service  to  the  patient  to  enable 
him  to  receive  his  benefits.’’ 

For  all  the  foregoing  reasons,  the  Judicial 
Council  declares  that  the  practice  in  question 
is  not  perniissiljle  because  it  offends  the  ac- 
cepted standards  of  professional  conduct. 

Opinion  ^3 

The  Ethical  .Acceptability  oi  ChiRi  AiN 
Billing  I’ROCEnuRES  for  1’rofe.ssional 

.A.ssocia'hons 

Specifically  the  questions  centered  aliout  per- 
formance of  a surgical  procedure  by  two 
physicians,  members  of  the  same  professional 
corporation,  in  which  one  physician  jierforms 
the  surgical  procedure  and  the  second  physi- 
cian assists  him.  The  following  points  were 
made  clear: 

1.  The  patient,  will,  prior  to  surgery,  be  informed  that 
an  assistant  physician  is  to  be  used  and  that  physician's 
name  will  be  supplied. 


2.  T he  surgeon  will  charge  his  usual  fee  and  his  assist- 
ant will  charge  a separate  fee. 

3.  The  professional  sertice  corporation  will  submit  a 
bill  which  will  clearly  identify  the  two  physicians  and 
the  service  which  each  rendered,  with  a separate  fee 
indicated  for  each  of  those  services. 

After  discussion,  the  Councilors  agreed  that  if 
all  the  listed  details  are  followed  and  the 
patient  is  fully  informed  and  consenting — 
knowing  in  advance  the  identity  of  the  assist- 
ant and  the  function  that  he  is  to  perform, 
and  realizing  that  a separate  fee  will  be  as- 
signed for  the  assistance  rendered — then,  un- 
der these  circumstances,  there  can  Ite  no 
question  of  ethical  irregularity. 

One  further  question  was  asked: 

“Is  there  any  relevance  in  this  matter  if  ihe  assistant 
is  or  is  not  a member  of  the  same  professional  service 
organization  as  is  the  surgeon?  ” 

^\'ith  reference  to  this  point  the  Council  ad- 
vised that  if  the  use  of  the  assistant  meets  the 
requirements  regarding  the  qualifications  for 
surgical  assistants  and  any  other  specifications 
impo.sed  by  the  hospital  in  which  the  surgery 
is  to  be  performed  there  seems  to  be  little 
possibility  of  any  question  of  ethical  unaccep- 
tability. 


Approved  as  corrected.  The  Reference  Committee  directed 
the  attention  of  the  membership  to  the  portions  of  the  report 
dealing  with  *'Adherence  to  Regulations"  ond  "On  the 
Avoidonce  of  Grievances  and  Complaints  Alleging  Infrac- 
tions of  the  Principles  of  Ethics  or  the  Standards  of  Pro- 
fessional Conduct,"  stressing  that  strict  compliance  is 
necessary  to  preserve  a good  public  image,  (page  Tr  130) 
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Executive  Director 

Richard  I.  Nevin,  Trenton 
(Reference  Committee  “A”) 


Looking  back  on  the  record  of  onr  Society’s 
involvements  and  activities  over  the  last  dec- 
ade, it  soon  becomes  evident  that  succeeding 
administrative  years  have  been  progressively 
engaged  in  a depressing  game  of  “Can  you 
top  this?”.  Just  when  we  feel  that  no  year 
conld  possibly  bring  more  challenges,  greater 
complexities,  or  graver  crises  than  that 
through  w’hich  we  have  just  passed,  the  next 
year  proceeds  to  “out-Herod  Herod.”  Medi- 
ci tie  is,  of  course,  perturbed  by  the  problems 
that  confront  it  in  the  field  of  health  care 
services,  but — and  there  may  be  some  melan- 
choly solace  in  the  thought — all  other  areas  of 
contemporary  life,  both  in  our  country  and 
everywhere  else  in  the  world,  are  equally 
bedevilled.  These  are  truly  times  that  try 
men’s  souls.  We  can  prove  our  mettle  by  the 
way  in  which,  with  no  compromise  of  worthy 
goals  and  no  diminution  of  zeal  or  effort,  we 
stalwartly  devote  ourselves  to  doing  our  best 
and  onr  utmost  to  overcome  the  evils  that 
abound  and  to  make  sure  that  that  which  is 
right  and  good  prevails. 

I hat  is  what  we  of  The  Medical  Society  of 
New  Jersey  have  been  earnestly  trying  to  do. 
I'he  reports  before  the  House  reflect  the  in- 
tense efforts  that  have  been  put  forth  by  our 
officers,  and  by  the  members  of  all  our  coun- 
cils and  committees,  to  meet  and  deal  with 
the  challenges  of  the  year.  In  addition  to  the 
matters  regularly  dealt  with  through  the  vari- 
ous agencies  of  the  Society,  special  attention 
was  given  to  such  significant  and  pressing 
snlijects  as  medical  manpower  and  distribu- 
tion, undergraduate  and  postgraduate  medi- 
cal education,  the  development  of  allied  med- 
ical personnel,  peer  review  procedures,  health 
mauiienance  organi/ations,  and  the  medical 
Ifiindation  concept,  to  name  but  a few.  As  a 
mean-  '»f  blueprinting  effectively  for  further 
aciiviiies  and  operations.  President  Satulsky 
i\as  empower"  I by  the  lioard  of  Trustees  to 
establish  a Special  Committee  on  Long 


Range  Planning  and  Development.  At  the 
time  of  the  compilation  of  this  report  that 
Committee  is  being  constituted  and  is  prepar- 
ing to  organize  its  program.  There  can  be  no 
doubt  that  the  Society  has  real  need  of  the 
service  that  the  Long  Range  Planning  and 
Development  Committee  is  being  called  into 
being  to  supply.  Improvisations  are  accepta- 
ble when  circumstances  make  impossible  the 
employment  of  well-thought-out  and  pain- 
stakingly evaluated  plans,  but  it  is  the  part  of 
wisdom  to  keep  such  circumstances  to  a mini- 
mum. 

Lhider  Doctor  Satulsky  as  President  the  Soci- 
ety has  enjoyed  a year  of  truly  dynamic  lead- 
ership. His  spirit  of  dedicated  concern  for  the 
interests  of  the  Society  and  his  energetic  at- 
tention to  the  demands  of  his  office  have 
served  as  an  inspiration  and  stimulus  to  all 
working  with  him.  The  members  of  the 
Board  of  Trustees,  as  usual,  have,  with  admi- 
rable consistency,  given  to  the  full  of  their 
time  and  of  themselves.  The  same  observa- 
tion applies  to  the  members  of  the  Society’s 
councils  and  committees. 

1 pay  special  tribute  to  the  members  of  our 
staff.  Each  is  a person  of  specialized  compe- 
tence, deeply  dedicated  to  the  Society  and 
conscientious  in  making  a contribution  fre- 
quently above  and  beyond  the  basic  call  of 
duty.  Working  with  them  for  the  Society  has 
been  to  me  a source  of  deep  personal  enrich- 
ment and  pride. 

Mr.  Maressa,  my  Executive  Assistant,  has  tak- 
en an  increasing  part  in  sharing  with  me  the 
burdens  of  my  office,  especially  in  the  matter 
of  participating  in  council  and  committee 
meetings.  Still,  in  the  course  of  the  year, 
apart  from  my  basic  desk  duties,  I find  that  I 
participated  personally  in  about  165  meetings 
and  conferences  of  all  kinds,  visited  1 1 com- 
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ponent  societies,  took  three  trips  out  of  state 
on  official  business,  and  made  12  speech 
presentations. 

Probably  no  group  of  people  acquit  them- 
selves of  a greater  burden  of  responsibility, 
work  more  unremittingly,  and  suffer  more 
baseless  criticism  than  do  the  members  of  the 
medical  profession.  Yet  constantly  demands 
are  made  that  physicians  see  more  patients, 
elevate  the  standards  of  medical  care,  reduce 
costs,  man  peer  review  mechanisms,  engage 
more  actively  in  continuing  education,  partic- 


ipate in  community  planning  and  programs, 
and  interest  themselves  increasingly  in  pol- 
itics. The  situation  would  be  flattering  if  it 
were  not  so  genuinely  frightening.  However, 
the  fundamental  and  antidotal  fact  is  that  the 
tasks  of  physicians  have  always  been  such  as 
can  be  performed  only  by  men  and  women  of 
greater  than  average  aspiration,  ability,  and 
dedication.  In  that  pattern,  the  profession  of 
Medicine  has  developed  and  flourished.  In 
that  pattern  it  will  triumphantlv  survive. 

Approved  as  corrected  (page  Tr  131) 


Annual  Meeting 

James  A.  Rogers,  M.D.,  Chairman,  Paterson 
(Reference  Committee  “H”) 


The  committee  met  in  July  to  formulate  plans 
for  the  205th  .\nnual  Meeting  in  accordance 
with  directives  of  the  1970  House  of  Dele- 
gates and  of  the  Board  of  Trustees.  Two 
joint  meetings  with  the  committee,  officers 
of  the  Scientific  Sections,  and  representatives 
of  New  Jersey  Specialty  Societies  were  held — 
one  in  September  and  one  in  November. 

The  final  meeting  of  the  1970-71  Board  of 
Trustees  tcill  be  held  in  Haddon  Hall  at 
4:00  p.m.,  Friday  afternoon,  14  May;  and  the 
reorganization  meeting  will  be  held  at  8:30 
a.m.,  on  AVednesday,  19  May. 

The  1971  House  of  Delegates  will  meet  on 
Saturday  (15  May),  Sunday  (16  May),  and 
Tuesday  (18  May).  Official  guests  will  be 
called  upon  to  make  brief  presentations  at 
the  first  session  only.  .Also  during  the  first  ses- 
sion, the  Deans  of  New  Jeisey’s  two  medical 
schools  will  be  called  upon  to  receive  their 
.A.M.A-ERF  checks.  .A  General  Session  on  “.A 
Review  and  Report  on  Recent  Developments 


and  the  Current  Status  of  the  College  of 
Medicine  and  Dentistry  of  New  Jersey”  will 
follow  the  first  session  of  the  House.  .An 
Open  Discussion  on  Medical-Surgical  Plan  of 
New  Jersey  is  also  scheduled  for  Saturday 
afternoon. 

I'he  second  (election)  session  of  the  House 
i\ill  be  followed  by  the  fareivell  address  of 
the  outgoing  President  and  the  inauguration 
of  the  incoming  President.  The  third  session 
of  the  1971  House  will  open  promptly  at 
9:00  a.m.  on  Tuesday  and  will  be  limited 
exclusively  to  the  business  of  the  House. 

The  Nominating  Committee  will  meet  at 
4:30  p.m.  on  Saturday;  and  reference  com- 
mittees are  scheduled  for  11:00  a.m.  on  Sun- 
day. Reference  committee  reports  will  be 
made  available  in  advance  of  distribution  to 
the  House  to  members  of  the  reference  com- 
mittees and  to  one  officially  designated  rep- 
resentati\  e of  each  component  society. 
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Registration  will  open  in  the  Exhibit  Hall  at 
10:00  a.m.  on  Saturday.  The  fourteenth 
Golden  Merit  Award  Ceremony  will  precede 
the  first  session  of  the  House  on  Saturday 
and  will  be  followed  by  a Reception  for 
Award  Recipients  and  their  immediate 
families. 

In  an  effort  to  avoid  conflict  with  the  sessions 
of  the  House,  the  1971  scientific  sessions  are 
scheduled  for  Sunday  morning  and  early 
afternoon,  and  for  all  day  Monday.  The 
1971  Motion  Picture  Theater  will  be  sixjn- 
sored  by  Roche  Laboratories,  Division  of 
Hoffmann-LaRoche,  Inc.,  and  an  outstanding 
selection  of  timely  films  will  be  shown. 

Each  year  the  technical  exhibitors  are  guests 
of  the  Society  at  a reception-buffet  dinner. 
1 his  year  the  exhibitors  will  be  our  guests 
at  a Cabaret  featuring  entertainment  as  well 
as  dining  and  dancing.  Everyone  registered 
at  the  annual  meeting  will  be  invited  to 
attend.  Tickets  rvill  be  on  sale  at  the  Regis- 
tration Desk. 

The  Inaugural  Reception  is  scheduled  for 
Sunday  evening.  All  registered  members, 
official  guests,  and  their  wives  are  invited  to 
attend;  admission  will  be  by  badge.  The 
.\nnual  Dinner-Dance,  honoring  the  Presi- 
dent, will  be  held  on  Monday  evening. 

The  Achance  Program  was  mailed  early  in 
Fabruarv’  to  the  membership,  invited  speakers 
and  guests,  non-member  exhibitors,  and  to 
editors  of  journals  of  nearby  state  medical 
societies.  The  .April  issue  of  The  Jorirnal 
carried  the  detailed  day-by-day  otitline  of  the 
annual  meeting,  including  abstracts  of  the 
scientific  session  presentations.  The  final  pro- 
gram will  be  distributed  to  all  who  register 
at  the  convention. 

1 he  third  session  of  the  House  of  Delegates  is 
the  only  scheduled  event  on  Ttiesday,  and 
tiaffic  through  the  Exhibit  Hall  on  that  day 
ha-,  been  virtually  non-existent  for  the  past 
several  years.  Therefore,  the  Board  aj^proved 
a recommendation  of  the  Committee  that  this 


year — on  a trial  basis — exhibits  open  at  12:00 
noon  on  Saturday  and  close  at  5:00  p.m.  on 
Monday.  The  exhibit  hours  will  be  from 
9:00  a.m.  to  5:00  p.m.  on  the  intenening 
day. 

Twenty-eight  scientific,  12  informational,  and 
40  technical  exhibits  will  be  displayed.  The 
Coffee  Lounge  will  again  be  sjxtnsored  by  the 
Prudential  Insurance  Company  of  America. 
The  American  .Association  of  Medical  As- 
sistants, State  of  New  Jersey,  will  once  again 
be  in  charge  of  the  Message  Center.  The 
Coffee  Lounge,  Message  Center,  and  all  ex- 
hibits will  be  located  in  the  Exhibit  Hall, 
Lobby  floor  of  Haddon  Hall.  .All  members 
and  invited  guests  are  urgently  requested  to 
visit  the  exhibits;  admission  to  the  Exhibit 
Hall  will  be  by  badge. 

.Again  this  year,  in  an  effort  to  offset  the  loss 
of  revenue  due  to  reduction  in  the  number 
of  technical  exhibitors,  the  Board  approved 
a recommendation  that,  in  lieu  of  presenting 
exhibits,  pharmaceutical  houses,  book  pub- 
lishers, etc.,  be  invited  to  contribute  to  the 
educational  fund  of  MSNJ.  ^Ve  are  grateful 
to  the  following  for  their  generous  contribu- 
tions: Geigy  Pharmaceuticals,  Johnson  & 

Johnson,  The  S.  E.  Massengill  Company, 
Pfizer  Pharmaceuticals,  and  The  Upjohn 
Company. 

The  Board  approved  several  recommenda- 
tions of  the  committee  as  possible  means  of 
increasing  attendance  at  the  first  session  of 
the  House  of  Delegates,  as  well  as  increasing 
the  flow  of  traffic  through  the  exhibits  dur- 
ing the  annual  meeting.  The  following  sug- 
gestions were  referred  to  and  approved  by 
the  ^Voman’s  .Auxilian-: 

1.  That  the  AVoman’s  .Auxiliaiy  change  its  schedule  of 
registration  to  coincide  with  that  of  MSNJ— 10:00  a.m.. 
Saturday,  15  Nfay; 

2.  That  the  Woman's  .Auxiliarv  registration  area  be 
located  in  the  Exhibit  Hall  adjacent  to  MSNJ’s  reg- 
istration, rather  than  in  the  hotel  lobby.  In  addition, 
an  iidormation  desk  will  be  set  up  at  the  former 
locatioti  in  the  hotel  lobby. 

3.  That  the  Woman's  .Auxiliary  .Art  Exhibit  be  located 
in  the  Exhibit  Hall  adjacent  to  tbe  .Aitxiliary  registra- 
tion area. 
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4.  That  the  Woman’s  Auxiliary  plan  more  activities 
for  their  members  on  Tuesday  in  an  effort  to  hold 
them  in  Atlantic  City  until  the  close  of  the  final 
session  of  the  House  on  that  day. 

The  House  of  Delegates  has  already  approved 
the  following  annual  meeting  dates,  which 
have  been  confirmed  with  Haddon  Hall: 

206th  annual  meeting— Saturday-Tuesday,  13-16  May 

1972 

207th  annual  meeting— Saturday-Tuesday,  12-15  May 

1973 

208th  annual  meeting— Saturday-Tuesday,  18-21  May 

1974 

Recommendation 

That  the  209th  annual  meeting  of  The 
Medical  Society  of  New  Jersey  be  held  in 
Haddon  Hall,  Atlantic  City,  Saturday-Tues- 
day, 17-20,  1975. 

Approved  (page  Tr  145) — By  subsequent  action  (May  19,  1971) 
Board  of  Trustees  agreed  to  following  necessary  changes  in 
Annual  Meeting  dates:  1972 — May  6-9;  1974 — May  11-14;  1975 — 
May  10-13  (see  Board  of  Trustees'  Minutes  in  August  1971  issue 
of  Journal). 


SciENTinC  Exhikits 
■Arthur  Bernstein,  M.D.,  Chairman 

The  subcommittee  on  Scientific  Exhibits  met 
on  27  September  1970  and  24  January  1971. 

The  committee  first  reviewed  its  invitation 
list,  brought  it  up  to  date,  and  agreed  that 
applications  for  space  in  the  1971  Scientific 
Exhibits  would  be  mailed  early  in  November. 
In  addition  to  the  usual  list,  it  was  further 
decided  to  invite  those  whose  applications 
came  in  too  late  for  last  year’s  meeting,  and 
to  send  notices  to  editors  of  journals  of 
neighboring  state  medical  societies,  calling 
attention  to  our  annual  meeting  and  extend- 
ing an  invitation  to  their  members  to  partici- 
pate in  the  Scientific  Exhibits. 

The  application  form  and  the  regulations 
were  reviewed  and  the  only  change  made  was 
that  of  advancing  the  date  for  receipt  of  ap- 
plications from  January  15,  to  January  1, 
1971.  The  Membership  News  Letter  and  The 
Journal  of  the  Society  were  also  to  be  used 
for  carrying  information  and  application  form 
requests. 


.\n  Awards  Committee  was  appointed.  This 
committee  will  judge  all  scientific  exhibits 
and  then  meet  for  final  decision.  The  follow- 
ing awards  will  be  presented  this  year: 

(1)  First  and  second  place  award  plaques  and  a third 
place  gold  seal  certificate  for  New  Jersey  exhibitors 

(2)  First  and  second  place  award  plaques  for  out-of- 
state  exhibitors 

(3)  Special  Award  Plaque  from  the  Committee  on 
Scientific  Exhibits  to  be  presented  to  a New  Jersey 
Exhibitor 

(4)  Three  Honorable  Mention  certificates,  each  to  be 
presented  to  the  New  Jersey  and  out-of-state  ex- 
hibitors 

(5)  A Certificate  of  Merit  and  a $50.00  check  to  be 
presented  to  a student  from  each  of  New  Jersey's 
two  medical  schools  who  exhibits. 

It  was  agreed  that  Scientific  Exhibit  Awards 
should  not  be  presented  as  a matter  of  for- 
mality, but  rather  that  they  should  be  pre- 
sented only  when  the  Scientific  Exhibits 
.Award  Committee  is  of  the  opinion  that  the 
exhibit  is  of  such  excellence  as  to  be  recog- 
nized by  an  award. 

It  was  again  recommended  that  the  award 
presentations  for  the  most  outstanding  sci- 
entific exhibits  be  made  as  the  first  order  of 
business  at  the  third  session  of  the  House  of 
Delegates  on  Tuesday,  18  May,  1971. 

It  was  found  necessary  to  charge  $150.00  for 
each  informational  exhibit  to  be  presented 
in  the  1971  session.  The  only  informational 
exhibits  that  will  be  excused  from  this  charge 
are  those  from  committees  of  The  Medical  So- 
ciety of  New  Jersey. 

There  were  over  20  applications  for  space  for 
scientific  exhibits  for  the  1971  annual  meet- 
ing. These  were  divided  up  into  “medical” 
and  “surgical.”  They  were  further  categorized 
as  “diagnostic,”  “treatment,”  and  “pediatric.” 
These  groupings  will  be  used  as  much  as 
possible  in  order  to  add  interest  to  the  ex- 
hibits and  to  give  some  uniformity  to  the 
over-all  pattern. 

The  lack  of  interest  by  many  of  the  com- 
ponent societies  both  in  the  scientific  ex- 
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hibits  and  in  the  annual  meeting  prompted 
the  committee  to  decide  to  recommend  that 
a letter  should  be  sent  next  year  to  the  presi- 
dent of  each  of  the  component  societies  in 
an  effort  to  stimulate  them  to  write  to  their 
members  as  well  as  to  hospitals  in  their 
counties  to  prepare  exhibits  that  would  be 
of  prime  interest  to  the  physicians  of  New 
Jersey.  It  was  believed  by  the  committee  that 
this  would  stimulate  more  interest  in  our 
annual  meeting  and  certainly  more  interest 
in  our  scientific  exhibits.  The  Board  of 
Trustees  approved  this  recommendation  at 
its  February  meeting. 

Scientific  Progr.\m 
James  A.  Rogers,  M.D.,  Chairman 

The  Officers  of  the  Scientific  Sections  met 
twice  with  the  Committee  on  Annual  Meet- 
ing. 

Following  the  1970  Annual  Meeting,  the 
Chairman  of  the  Section  on  Metabolism  sug- 
gested that  that  section  be  disbanded — at 
least  for  the  1971  Annual  Meeting — because 
of  a lack  of  interest  by  that  group.  The  sug- 
gestion was  approved  and  the  Section  on 
Metabolism  was  disbanded  and  absorbed  by 
the  Section  on  Medicine. 

In  consequence  of  the  action  of  the  1969 
House  of  Delegates,  including  the  recommen- 
dation of  Reference  Committee  “H”,  “.  . . 
that  specialty  gioups  throughout  the  State 
be  encouraged  to  combine  all  their  separate 
annual  meetings  at  one  time  under  the  aegis 
of  the  Scientific  Sessions  of  MSNJ  and  for 
each  specialty  to  fonnulate  its  program  to 
stimulate  maximum  attendance  by  its  mem- 
bership . . . ,”  request  was  made  of  each  New 
Jersey  specialty  society  for  an  official  indica- 
tion as  to  Avhether  or  not  it  approved  the 
proposal  and  would  be  willing  to  participate. 

The  Scientific  Program  Committee  takes  par- 
icular  pride  in  announcing  that  of  the  six- 
teen scientific  sessions  to  be  presented  in 
1971,  I'lUrtecj'  will  be  co-sponsored  by  spe- 
cialty groups. 


All  of  MSNJ  Scientific  Sections  will  meet  in 
1971 — in  accordance  with  the  following 
schedule: 

Sunday  morning,  16  May  1971 

Session  on  Chest  Diseases— co-sponsored  by  New  Jersey 
Chapter,  American  College  of  Chest  Physicians 
Session  on  Obstetrics  and  Gynecology— co-sponsored  by 
New  Jersey  Obstetrical  and  Gynecological  Society 
Session  on  Otolaryngology— co-sponsored  by  New  Jersey 
Academy  of  Ophthalmolog)'  and  Otolaryngolog)' 

Sunday  afternoon,  16  May  1971 

Session  on  Anesthesiology— co-sponsored  by  New  Jersey 
State  Society  of  Anesthesiologists 

Session  on  Cardiovascular  Diseases— co-sponsored  by 
American  College  of  Cardiology 

Session  on  Pyschiatrv'  and  Neurology— co-sponsored  by 
New  Jersey  Neuropsychiatric  Association  and  New 
Jersey  Phychoanalytic  Society 

Monday  morning,  17  May  1971 
Joint  Session  on  Allergy,  Medicine 
Joint  Session  on  Clinical  Patholog)',  Dermatology— co- 
sponsored by  New  Jersey  Dermatologic  Society  and 
New  Jersey  Society  of  Pathologists 
Session  on  Gastroenterology  and  Proctology— co-spon- 
sored by  New  Jersey  Proctologic  Society 
Joint  Session  on  General  Practice,  Pediatrics— co-spon- 
sored by  New  Jersey  Academy  of  General  Practice  and 
New  Jersey  Chapter,  American  Academy  of  Pediatrics 
Session  on  Orthopedic  Surgery— co-sponsored  by  New 
Jersey  Orthopaedic  Society 
Joint  Session  on  Radiology,  Rheumatism 
Session  on  Surgery— co-sponsored  by  New  Jersey  Chap- 
ter, American  College  of  Surgeons 

Session  on  Urology— co-sponsored  by  New  Jersey  Dia- 
betes Association 

Monday  afternoon,  17  May  1971 

Session  on  Ophthalmology— co-sponsored  by  New  Jer- 
sey Academy  of  Ophthalmology'  and  Otolaryngology 
Session  on  Plastic  and  Reconstructive  Surgery 

In  addition  to  MSNJ’s  scientific  sessions,  tFie 
College  of  Medicine  and  Dentistry'  of  New 
Jersey  at  Newark  will  present  a special  session 
on  “The  Physician  Faces  Drug  Abuse”  on 
Sunday  morning,  16  May. 

In  addition  to  co-sponsoring  the  scientific  pro- 
grams, nine  special  luncheon-meetings  have 
been  scheduled: 

American  College  of  Cardiology— Dutch-Treat  lunch- 
eon with  speaker 

New  Jersey  Chapter,  American  College  of  Chest  Di- 
seases—luncheon  in  conjunction  with  its  Annual  Sel- 
man  Waksman  Lecture  and  speaker 
.New  Jersey  Obstetrical  and  Gynecological  Society- 
luncheon  for  its  Council  members:  and  a dinner  in 
the  evening  for  members  of  that  Society 
New  Jersey  Society  of  Internal  Medicine— luncheon- 
meeting featuring  a speaker  on  the  “Socio-Economic 
Aspects  of  Medical  Practice” 

New  Jersey  Chapter,  American  Academy  of  Pediatrics 
— luncheon-meeting 
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The  following  groups  have  scheduled  lunch- 
eons: 

New  Jersey  State  Society  of  Anesthesiologists 
New  Jersey  Allergy  Society 
New  Jersey  Orthopaedic  Society 
New  Jersey  Rheumatism  Association 

In  addition,  the  New  Jersey  Committee  on 
Trauma,  American  College  of  Surgeons,  has 
scheduled  its  Annual  Trauma  Oration  which 
will  be  preceded  by  a luncheon. 

total  of  80  eminent  members  and  guest 
speakers  will  participate  in  the  1971  scientific 
programs. 


It  is  hoped  that,  with  the  outstanding  pro- 
grams arranged  through  the  joint  endeavors 
of  MSNJ’s  Scientific  Sections  and  the  New 
Jersey  Specialty  Societies,  attendance  at  the 
1971  sessions  will  be  greatly  improved  over 
previous  years.  Each  member  of  the  Society 
is  urged  to  attend  the  scientific  session  of  his 
particular  specialty. 

Approved.  The  Reference  Comm>^=e  commended  the  Com> 
mittee  on  Annual  Meeting  "not  o;:ry  ior  the  current  program 
but  for  changes  in  the  format  and  innovations  made  this 
year."  The  Reference  Committee  recommended  that  "there  be 
further  measures  investigated  for  the  streamlining  of  the  an- 
nual meeting  and  that  a special  appeal  be  made  to  the 
younger  members  of  the  Society  for  their  participation  in  the 
annual  meeting."  (page  Tr  145) 


Credentials 

Louis  F.  Albright,  M.D.,  Chairman,  Spring  Lake 
(Reference  Committee  “A”) 


The  Committee  on  Credentials  throughout 
the  year  reviewed  and  acted  upon  member- 
ship applications  and  their  supix)rting  cre- 
dentials as  submitted  through  the  component 
societies. 

The  Committee  extends  appreciation  to  the 
secretaries  of  comjxment  societies,  and  to 
those  who  assist  them,  for  their  cooperation 
in  processing  meinl>ership  applications.  It 
would  be  especially  helpful  to  the  Credentials 


Committee  of  MSNJ  if  those  who  process 
credentials  in  the  com|X)nent  societies  would 
call  specific  attention  to  any  deficiencies  or 
cpiestionable  data  being  submitted  on  the 
application  form.  This  procedure  will  help 
insure  more  accurate  and  speedy  evaluation 
of  credentials. 

The  following  statistical  breakdown  reflects 
the  committee’s  activities  during  the  period 
1 .\pril  1970  to  31  March  1971. 


Received  

Reviewed  and  found: 

Satisfactory  

Un.satisfactory 

Pending 

Total 


Associate 

.-\ctive  by 
.Advancement 

Active 

Total 

, . 348  

27G 

69 

693 

300 

256  

57  

619 

0 

0 

0 

0 

42 

20  . 

12  

74 

.348  

276 

69  

693 

Approved  (page  Tr  131) 


Honorary  Membership 

Ralph  M.  L.  Buchanan,  M.D.,  Chairman,  Phillipsburg 

(Reference  Committee  “H”) 


No  nominations  were  submitted  this  year  to 
the  Committee.  Consequently,  no  meetings 
were  held  during  this  administrative  year.  No  action  necessary. 
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Finance  and  Budget 

Thomas  C.  DeCecio,  M.D.,  Chairman,  ClifFside  Park 
(Reference  Committee  “B”) 


A review  of  the  expenses  of  the  first  ten 
months  of  the  current  administrative  year 
and  an  estimation  of  the  expenses  for  the 
final  two  months  indicate  that  the  individual 
budget  accounts  are  sound. 

The  Journai. 

The  anticipated  Journal  deficit  has  in- 
creased, for  the  second  consecutive  year.  This 
can  be  attributed  to  several  factors:  (1)  re- 
duced volume  of  advertising  supplied  by 
SMJAB,  while  local  advertising  income  has 
remained  stable;  (2)  the  effects  of  the  new 
rate  structure  reflecting  1,5  per  cent  increase 
for  full  and  10  per  cent  increase  for  one-half 
page  advertisements,  although  effective  1 
January  1971,  has  not  achieved  full  impact  on 
Journal  income;  and  (3)  the  effect  of  a 7.3  per 
cent  production  cost  increase  as  of  .April  1970. 
The  anticipated  increase  for  1971  is  not  known 
at  this  time.  However,  this  trend  is  consistent 
within  the  printing  industiy,  and  it  is  felt 
that  the  printer  has  rendered  another  satisfac- 
tory year  in  })rinling  The  Journal. 

The  anticipated  deficit  for  publication  of 
The  Journal,  Journal  salaries  and  salary 
taxes  (including  those  of  the  editor  and  assist- 
ant editor).  Journal  office  expenses  and 
travel,  editor’s  insurance,  and  other  Journal 
expenses  will  be  charged  off  to  the  unexpend- 
ed balance  in  the  1970-71  budget  accounts  at 
the  end  of  this  fiscal  year.  A net  surplus  will 
still  result  in  the  1970-71  total  budget. 

Your  Committee  has  approved,  with  the  con- 
cunen-rc  of  the  Board  of  Trustees  for  the 
thi'd  (onsecutive  year,  the  continuation  of 
the  | >ir  nal  Deficit  Reserve  Account  estab- 
lislu  d t ■ offsei  anv  future  deficit  when  there 
mav  noi  be  .uffi.  ient  unexpended  surplus  to 
absorl)  a Join  n.^  I deficit. 


1972  .Assessment 

The  computation  of  cash  surplus  at  the  close 
of  the  current  fiscal  year  is  estimated  at  $260,- 
654.71 — 73.8  p>er  cent  above  the  $150,000.00 
sum  which  has  been  indicated  as  the  desired 
minimal  surplus. 

In  accordance  with  Chapter  X of  the  Bylaws, 
the  dues  year  is  1 January  to  31  December, 
and  the  fiscal  year  is  1 June  to  31  May.  The 
administrative  year  including  the  budget, 
which  controls  expenditures,  is  based  on  the 
fiscal  year.  It,  therefore,  becomes  necessary  to 
apportion  the  1971  and  1972  per  capita  as- 
sessment to  the  1971-72  fiscal  year  on  the  basis 
of  7/12  of  the  1971  assessment  for  the  new 
fiscal  year  soon  to  commence  (1  June  1971) 
and  5/12  of  the  1972  assessment  for  the  latter 
part  of  that  fiscal  year  starting  1 January 
1972. 

The  following  is  the  Computation  of  Cash 
Surplus  and  the  Determination  of  the  1972 
Assessment: 


Proposed  budget  for  1971-72  $426,987.00 

7/12  of  1971  assessment  applicable  to  1971- 

72  budget  221.054.16 


,-\mount  to  be  raised  by  5/12  of  1972  assess- 
ment   $205,932.84 

$73.82  X 6,696  members  paid  = $494,298.72 

X 5/12  $205.957.80 


.‘\mount  to  be  raised  with  surplus  over 
$1.50,000.00  applied  to  budget  excess 
at  5/31/71,  estimated  $110,654.71 

Amount  neeried  to  reduce  the  per  capita 

assessment  from  $73.82  to  $60.00  38.532.84 


Remainder  of  surplus  in  excess  of 

$1.50,000.00  $ 72.121.87 

Adti  the  required  surplus  . 1 50.000.00 


Estimated  adjusted  cash  surplus  at 
5/31/71  $222,121.87 
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S60.00  X 6,696  members  paid  = $401,760.00 


X 5/12  $167,400.00 

plus  the  amount  raised  from  surplus  . 38,532.84 

Amount  to  be  raised  to  meet  5/12  require- 
ment   $205,932.84 


For  each  $1,000.00  increase  in  the  proposed  budget 
add  .358^  to  assessment. 

For  each  $1,000,000  decrease  in  the  proposed  budget, 
subtract  .358(  from  assessment. 

1971-72  Budget 

The  proposed  budget  for  1971-72  totals  $426,- 
987.00.  It  is  the  opinion  of  the  Committee 
that  the  budget  should  adequately  provide 
the  necessary  funds  for  the  efficient  operation 
of  the  Society’  business  during  the  coming 
year.  It  is  not  to  be  assumed  that  all  sums 
budgeted  will  necessarily  be  utilized. 

Your  Committee  reviewed  with  interest  a 
comparison  of  state  dues’  assessments  provided 
through  the  in  October  1970.  New  Jer- 

sey ranks  fourth  from  the  lowest.  Your  Com- 
mittee has  approved,  with  the  concurrence  of 


the  Board  of  Trustees,  that  this  comparison 
be  made  an  attachment  to  this  report. 

.As  requested  by  the  House  of  Delegates,  the 
Committee  is  listing  e.xplanatory  footnotes  on 
accounts  which  show  a marked  difference  be- 
tween current  and  proposed  budgets. 

Recommendations 

1)  That  the  budget  for  1971-72  be  adopted 
in  the  total  sum  of  $426,987.00. 

Approved  (poqe  Tr  133) 

2)  That  the  1972  assessment  be  adopted  at 
$60.00  per  capita,  wdth  no  provision  for  a 
contribution  to  .AM.A-ERF.  The  dues  as- 
sessment will  cover  a budget  allocation, 
for  the  third  consecutive  year,  to  the 
Academy  of  Medicine  of  New  Jersey, 
which  eliminates  the  need  for  a special 
assessment  therefor. 

Approved  (page  Tr  133) 


CURRENT 

1970-71 

FOOT- 

PROPOSED 

1971-72 

ACCOUNT 

BUDGET 

NOTES 

BUDGET 

A~  1— Executive  Salaries  

$ 66,710.40 

(1) 

$ 75,693.00 

A—  2— General  Staff  Salaries  

113,277.24 

(1) 

124,960.76 

A—  3— General  Exec.  Offices  Expenses  

17,000.00 

(2) 

18,000.00 

A—  4— Executive  Travel  

3,200.00 

3,330.00 

.•\—  5— House  Maintenance  

19,000.00 

(3) 

19,600.00 

6— Treasurer  

6,600.00 

(4) 

7,600.00 

A~  7— Finance  & Budget  

75.00 

75.00 

A—  8— Secretary  

400.00 

400.00 

A—  9— Salary  Taxes  

8,749.36 

(3) 

10,338.24 

A— 10— Insurance  

10,200.00 

(6) 

10,600.00 

.\— 11— House  Reserve  

6,500.00 

(7) 

8,000.00 

.A— 12— MSNJ  Pension  Plan  

1, -100 .00 

1,500.00 

C—  2— Legislation  

8,400.00 

8,400.00 

C—  3— Public  Health  

2.600.00 

2,700.00 

C—  4— Public  Relations  

6,800.00 

(8) 

7,200.00 

C—  5— Medical  Services  

700.00 

700.00 

C—  6— Mental  Health  

1 ,400.00 

1,600.00 

D—  1— President-Pres.  Officers 

15,000.00 

15,250.00 

n-  2-AMA  Delegates  

12.650.00 

(9) 

15,110.00 

D—  3— 4Voman’s  Auxiliary  

4,805.00 

(10) 

3,660.00 

D—  4— Medical  Education  

35,200.00 

35,200.00 

D—  5— Conference  Groups  

500.00 

500.00 

U—  6— Membership  Directory  

14,000.00 

(11) 

15,000.00 

D—  7— Emergency  Medical  Care 

300.00 

300.00 

D—  8— Credentials  & Membership  . 

600.00 

700.00 

D—  9— .Archives  & History  

100.00 

100.00 

D— 10— Project  Hope-Vietnam  

6,000.00 

6,000.00 

D— 11— Med.  Def.  & Insurance  

500.00 

500.00 
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E—  1— Board  of  Trustees  

E—  2— Contingent  

E—  3— Judicial  Council  

E—  4— Legal  

E—  5— Health  Facilities  Planning  Council 

E—  6— Medical  Student  Loan  Fund  

E—  7— Authorized  Reimbursement  for 

Representatives  to  Meetings  

lOTALS  

Approved  (page  Tr  133) 


6.100.00 

(12) 

6,700.00 

10,000.00 

10,000.00 

500.00 

500.00 

7,300.00 

7,300.00 

5,000.00 

(13) 

— 

12,000.00 

(14) 

6,000.00 

3.500.00 

3.500.00 

$407,067.00 

S426.987.00 

FOOTNOTES  FOR  BUDGET 

(1)  — Increase  due  to  increments  granted  to  both 

executive  and  general  personnel. 

(2)  — Increase  due  to  higher  office  service  expenses.  (10) 

(3)  — Increase  due  to  higher  expense  for  utilities. 

(4)  — Increase  due  to  higher  cost  for  bookkeeping 

and  auditing  sendees.  (11) 

(5)  — Increase  due  to  higher  salary  taxes  resulting 

from  increased  staff  salaries. 

(6)  — Increase  due  to  higher  premiums  in  employee  (12) 

group  insurance  programs. 

(7)  — Increase  due  to  accommodate  a six  year  sav-  (13) 

ings  program  on  an  exterior  painting  program 
—Executive  Offices. 

(8)  - Increase  due  to  higher  anticipated  expenses  (14) 

chargeable  to  this  account. 

(9)  — Increase  due  to  the  Board  of  Trustees’  (21 


March  1971)  decision  to  send  seven  regular 
and  seven  alternate  delegates  to  both  the 
.AM.\  .Annual  Meeting  in  .Atlantic  City  and 
the  Clinical  Meeting  in  New  Orleans. 

— Decrease  due  to  .AM.A  .Annual  AVomen’s 
Auxiliary  meeting  being  held  in  .Atlantic  City, 
New  Jersey. 

— Increase  due  to  higher  anticipated  printing 
cost  for  the  next  edition  of  the  Membership 
Directory. 

— Increase  due  to  higher  anticipated  expenses 
charged  to  this  account. 

— No  provision  due  to  the  dissolving  of  Health 
Facilities  Planning  Council  effecti\e  31  Decem- 
ber 1970. 

— Decrease  due  to  the  increase  in  repayment  of 
past  loans  granted  and  interest  yield  from  in- 
vestments. 


DUE.S  COMPARLSON 


ANNUAL 

DUES 

INCREASE 

ANNUAL  DUES 

INCRE.ASE 

1970 

1965  Amount 

Percent 

1970 

1965 

-Amount  Percent 

Alabama  

■ $ 75 

S 50 

$ 25 

50.00 

New  Hampshire  

S 95 

S 75 

S 20 

26.67 

.Alaska 

. 200 

75 

125 

166.67 

New  Jersev  

55 

45 

10 

22.22 

.Arizona  

. 105 

105 

— 

— 

New  Alexico  

105 

90 

15 

16.67 

.Arkansas  

75 

45 

30 

66.67 

New  York  

70 

45 

25 

55.56 

California  

90 

75 

15 

20.00 

North  Carolina  

145 

60 

85 

141.67 

Colorado  

70 

70 

— 

— 

North  Dakota  

125 

100 

25 

25.00 

Cionnecticut  

50 

45 

5 

11.11 

Ohio  

50 

35 

15 

42.86 

Delaware  

85 

80 

5 

6.25 

Oklahoma  

75 

57 

18 

31.58 

District  of  fioluinhia 

85 

70 

15 

21.43 

Oregon  

115 

60 

55 

91.67 

Florida  

75 

50 

25 

50.00 

Pennsvivania  

75 

75 

— 

— 

Georgia  

40 

40 

— 

— 

Puerto  Rico  

73 

lOO 

*27 

•27.00 

Hawaii 

140 

100 

40 

40.00 

Rhode  Island  

80 

60 

20 

33.33 

Idaho 

120 

1(H) 

20 

20.00 

South  Carolina  

75 

35 

40 

114.29 

Illinois 

105 

80 

25 

31.25 

.South  Dakota 

125 

100 

25 

25.00 

Indiana 

90 

55 

35 

63.64 

Tennessee  . 

80 

40 

40 

100.00 

Iowa 

150 

90 

60 

66.67 

'Fexas  . 

55 

45 

10 

22.22 

Kansas 

/;) 

50 

25 

50.00 

Aermont 

65 

65 





Renluckv  

80 

75 

5 

6.67 

Airgina  . 

90 

40 

50 

125.00 

Louisiana 

85 

50 

35 

70.00 

AVashington 

97 

60 

37 

61.67 

Maine 

65 

55 

10 

18.18 

AVest  A irginia 

80 

50 

30 

60.00 

Manland  

85 

50 

35 

70.00 

AA'isconsin 

145 

90 

55 

61.11 

Massac huselts  . 

35 

35 

— 

— 

AN'voming  

75 

50 

25 

50.00 

Michigan  

125 

80 

45 

.56.25 

- 

Minnesota 

. 100 

75 

25 

33.33 

.\\crage  Increase 

35.78 

Mi.-sis' ipp: 

60 

95 

•35 

•36.85 

Missouri 

65 

50 

15 

30.00 

.American  Dental  .Assn. 

S 55 

S 40 

S 15 

S 37.5 

Mi'iuaiia 

65 

65 

— 

— 

.American  Bar  .Assn. 

S 40 

S 30 

S 10 

S 33.3 

Neiira'  1 - 

70 

55 

15 

27.27 

.American  Institute 

Ne\  acla 

150 

120 

30 

25.00 

of  Certified  Public 

• l).':c  rea^e 

•Accountants 

$ 75 

S 55 

S 20 

$ 36.4 

1 1 10 

riiE 

JOURN  AL  OF  I HE  .MF.DIC;.M. 

soc;iF. 

I V ()I 

NF.AV 

JERSEY 

Medical  Defense  and  Insurance 

William  J.  D’Elia,  M.D.,  Chairman,  Neptune  City 

(Reference  Committee  “C”) 


Accident  and  Heai  th  Inscrance 

The  Society’s  Accident  and  Health  Insurance 
Program  has  just  completed  its  forty-first  year 
of  ser\  ice  to  our  members.  1 his  comprehen- 
sive disability  income  program  affords  a total 
benefit  of  up  to  S2,200  a month  during  total 
disability  due  to  injury  or  sickness.  The  pro- 
gram consists  of  two  parts:  the  basic-extended 
plan,  and  the  long-tenn  plan.  The  plans 
differ  primarily  in  the  length  of  time  benefits 
are  payable.  For  an  accident  disability,  the 
basic  plan  pays  up  to  five  years;  the  basic- 
extended  plan  for  lifetime;  and  the  long-term 
plan  up  to  lifetime.  For  sickness  disability, 
the  basic  plan  pays  up  to  two  years;  the  basic- 
extended  plan  up  to  seven  years;  and  the 
long-term  plan  up  to  age  65.  Both  the  basic- 
extended  plan  and  the  long-term  plan  are 
underwritten  bv  the  Nationwide  Mutual  In- 
surance Company.  .Vll  of  our  .\ccident  and 
Health  policies  now  have  the  guaranteed  con- 
version-provision rider.  Briefly,  this  rider 
provides  that,  if  Nationwide  were  unilaterally 
to  terminate  any  of  its  .\ccident  and  Health 
Insurance  programs  for  members  of  the  Soci- 
ety, the  company  is  committed  to  issue  a 
guaranteed  renewable  policy  for  the  same 
benefits  as  those  provided  each  insured  mem- 
ber under  the  Society’s  program. 

Basic-Extended  Bi.an 

The  basic  disability  plan  provides  as  much  as 
$1,200  monthly  benefit  with  the  Nationwide 
Mutual  Insurance  Company.  Benefits  are 
payable  from  the  first  day  of  accident  total 
disability  for  as  long  as  five  years,  and  from 
the  eighth  day  of  sickness  total  disability  for 
as  long  as  two  years.  The  plan  also  pays,  at 
half  the  monthly  benefit  rate,  from  the  first 
day  of  accident  partial  disability  for  as  long 
as  six  months.  The  plan  also  includes  acci- 
dental death  and  dismemberment  benefits.  By 
adding  the  extended  plan,  accident  total  disa- 


bility benefits  may  be  extended  to  lifetime 
and  sickness  total  disability  benefits  may  be 
extended  for  an  additional  five  years,  or  a 
total  of  seven  years  altogether.  There  are  6,- 
328  basic  policies  covering  our  members  with 
some  members  having  t^vo  basic  policies.  Ex- 
tended coverage  is  included  in  2,214  of  these 
policies.  Now  that  all  our  basic  coverage  is 
through  one  company,  many  members  are 
combining  two  basic  jxilides  into  one,  when 
they  are  applying  for  an  increase  in  their 
monthly  benefit. 

W'e  have  just  arranged  for  a reduction  in 
premium  rates  for  those  members  under  30  to 
make  the  program  e\en  more  attractive  to 
them.  In  addition  to  the  first  day  accident, 
eighth  day  sickness  basic  program  that  has 
been  in  effect  for  many  years,  there  will  now 
be  available  options  at  lower  premium  costs 
with  benefits  beginning  on  the  thirty-first  day 
of  accident  or  sickness  or  the  sixtv-first  day  of 
accident  or  sickness.  This  natural  extension 
of  our  program  broadens  its  utility  for  the 
members. 

Netv  members  Avho  apply  for  the  basic- 
extended  plan  within  their  new  member  peri- 
ods are  issued  coverage,  within  certain  limits, 
without  regard  to  medical  historv. 

Lont.  TFR^t  Profession  At.  Income 
Protecfion  Pi..\n 

This  plan,  through  the  Nationwide  Mutual 
Insurance  Company,  provides  up  to  SI, 000 
monthly  benefit  in  addition  to  the  benefits 
provided  under  the  basic-extended  plan.  Ben- 
efits are  payable  to  lifetime  for  accident  total 
disability,  and  to  age  65  for  sickness  total  dis- 
abilitv.  One  of  the  chief  purposes  of  this  plan 
is  to  provide  both  accident  and  sickness  disa- 
bility benefits  to  the  age  where  other  finan- 
cial arrangements  begin  to  fall  in  place,  such 
as  annuities,  life  insurance  settlement  op- 
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tions,  and  social  security.  The  plan  also 
alTords  six  months  of  partial  disability  ben- 
efits at  half  the  monthly  benefit  rate.  Benefits 
may  fiegin  from  the  first  day  of  accident  or 
the  eighth  day  of  sickness  or  first  day  of  hos- 
pitalization, whichever  comes  first;  or  from 
the  fifteenth  day,  thirty-first  day,  sixty-first 
day  or  ninety-first  day  of  disability  with  ap- 
propriate reductions  in  premiums  for  the  long- 
er waiting  periods.  Currently,  901  members 
participate  in  this  program  which  began  in 
190.5. 

It  is  possiirle  for  a member  to  have  various 
disalhlity  plans  and  almost  any  combination 
of  monthly  benefits  and  plans  to  fit  personal 
requirements.  1 he  ideal  goal  for  most  physi- 
cians is  to  insure  about  two-thirds  of  monthly 
gross  income.  More  monthly  benefit  than  this 
is  unnecessary  inasmuch  as  all  benefits  are  tax 
free  for  federal  income  tax  purposes. 

The  Committee  has  just  arranged  for  a re- 
duction in  premiums  for  those  under  the  age 
of  30  and  for  the  Immediate  and  Fifteenth 
day  plan  in  the  30  to  39  age  category.  It  is 
expected  that  these  improvements  in  the  pro- 
gram will  make  it  more  attractive  to  the 
younger  members  of  the  Society  and  induce 
their  increased  participation.  E.  & W. 
Blanksteen  Agency,  Inc.  administers  these 
plans  for  the  benefit  of  our  members. 

M.\  joR  Expense  Pl.\n 

I he  program  is  participated  in  by  2,553 
members  with  many  including  coverage  for 
their  wives  and  children.  This  major  expense 
plan  provides  uji  to  .SI 5,000  of  benefits  pay- 
ing 80  ])cr  cent  of  covered  expenses  in  exce.ss  of 
a S500  dc'duciible.  Many  members  who  are  past 
I he  age  ol  05  continue  to  be  covered  under 
this  program  which  is  especially  designed  to 
integrate  with  the  coverage  provided  by  Med- 
icare legislation.  New  members  to  the  .Sixietv 
may  obtain  coverage  under  the  Major  Ex- 
pense Plan  without  regard  to  medical  history 
provided  they  apply  within  their  allotted  two 
month  new’  member  ]ieriod.  E.  R:  \V. 

Blank  teen  \genc\,  Inc.  administers  this 
plan. 


Hospital-Money  Plan 

The  Hospital-Money  plan  provides  addition- 
al cash  benefits  when  hospitalized  for  mem- 
bers, their  spouses,  and  covered  dependents. 
It  can  provide  S20,  S30  or  $40  a day  for  as 
many  as  365  days  for  any  one  disability.  At 
relatively  low  cost  it  provides  benefits  at  the 
monthly  rate  of  $600,  $900  or  $1,200  while 
hospitalized.  In  view  of  the  very  large  costs 
that  accrue  when  hospitalized,  this  program 
fills  a real  need  for  members  since  its  benefits 
are  not  based  on  reimbursement  for  expenses 
incurred,  but  are  in  the  form  of  a daily  in- 
demnity based  solely  on  hospital  stay.  Pres- 
ently, 377  members  are  covered  under  this 
program  many  of  w’hom  include  their  sjrouses 
and  dependents.  This  plan  is  administered  by 
E.  & \V.  Blanksteen  Agency,  Inc. 

Liee  Insurance 

Our  term  life  insurance  program  now  in- 
cludes not  only  the  member  but  also  his 
spouse,  dependent  children  (between  the  ages 
15  and  21,  or  up  to  age  26  if  a college  stu- 
dent), and  employees.  An  important  feature 
of  this  expansion  is  that  each  person  w’ill 
have  his  own  five  year  reneivable  and  conver- 
tible term  policy  and  it  is  not  necessary  for 
the  member  to  take  out  insurance  for  himself 
in  order  to  provide  coverage  for  a member  of 
his  family  or  an  employee.  This  added 
feature  enables  the  life  insurance  program  to 
ser\'e  many  more  needs  of  our  members  espe- 
cially those  who  wish  to  provide  benefit  pro- 
grams for  their  employees. 

The  life  program  provides  each  insured  per- 
son a five  year  renewable  and  convertible 
term  policy  with  a guaranteed  conversion  on 
a non-medical  basis  to  permanent  life  insur- 
ance at  any  time.  The  program  jnovides  up 
to  $100,000  of  co\erage  for  members  and  up 
to  $50,000  of  coverage  for  sjiouse,  dependent 
children,  and  emjilovees.  .\11  coverage  is  is- 
sued in  the  form  of  convenient  units  of  $10,- 
000  with  waiver  of  premium  and  double  in- 
demnity for  accidental  death  included  with- 
out premium  charge. 
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Last  year  $250,000  in  death  benefits  was  paid 
out  under  this  program  bringing  the  total 
paid  from  inception  to  $2,045,000.  Through 
the  large  volume  of  insurance  and  strong  par- 
ticipation of  our  members  in  this  program, 
we  are  able  to  have  non-cancellable  term  life 
insurance  at  a very  low  cost. 

At  the  present  time  our  members  are  covered 
by  $26,040,000  of  insurance  currently  in 
force. 

Six  Point  High-Limit  Accident  Insurance 
Program 

Our  Six  Point  High-Limit  Accident  Insur- 
ance Plan  with  the  Nationwide  Mutual  In- 
surance Company  provides  up  to  $200,000  for 
accidental  death  benefit  with  dismemberment 
benefit,  loss  of  sight,  exposure,  disap|>earance, 
and  even  a total  disaliility  feature,  at  less 
than  the  usual  cost  of  the  accidental  death 
benefit  alone. 

Special  spouse  coverage  is  available  under 
this  policy  at  ver)'  low  cost.  Of  our  members, 
775  participate  in  this  program. 

Professionai.  Corporations 

E.  & W.  Blanksteen  Agency,  Inc.,  our  admin- 
istrator for  the  Basic-Extended  Long-Term 
Professional  Income  Protection  Plan,  Major 
Expense  Plan,  Hospital-Money  Plan,  Life  In- 
surance Plan,  and  Six-Point  High  Limit  Acci- 
dent Insurance  Plan,  advises  that  all  the  pro- 
grams are  adaptable  for  use  in  professional 
corporations  with  necessary  assignment  forms 
available  upon  request. 

Recommendation 

That  the  E.  and  W.  Blanksteen  agency,  Inc., 
be  continued  as  the  official  broker  for 
MSNJ’s  Accident  and  Health,  Major  Ex- 
pense, Hospital-Money,  Disability,  Life,  and 
High-Limit  Accident  Programs. 

Approved  (page  Tr  134) 


Professionai.  Liability 

The  Committee  has  given  careful  consider- 
ation to  the  professional  liability  program,  its 
problems  and  functioning,  proposed  rate  in- 
creases, and  the  Loss  Control  Program. 

During  the  past  year  the  nationwide  concern 
over  the  availability  of  malpractice  insurance 
at  reasonable  rates  increased  to  an  intensity 
never  before  experienced.  Certainly,  the 
problems  in  Hawaii,  Colorado,  Utah,  Penn- 
sylvania, and  elsewhere  are  today  a matter  of 
common  knowledge.  The  Federal  Govern- 
ment is  considering  several  proposals  but  re- 
lief from  that  source  will  not  be  readily  forth- 
coming. The  inability  of  the  AM.\  to  pro- 
duce a concrete  progiam,  and  a willing  caiTi- 
er,  only  serves  to  buttress  the  opinion  of  the 
Committee  that  MSNJ,  for  one  reason  or  an- 
other, has  been  rather  fortunate.  \Ve  believe 
we  have  a sound  and  stalile  ]>rogram  provid- 
ing optimum  coverage  and  security.  Appear- 
ing below  are  the  more  important  occur- 
rences that  the  Committee  has  dealt  with  dur- 
ing the  past  year. 

The  Committee  and  the  Board  of  Trustees 
are  of  the  opinion  that  the  component  socie- 
ties should  re(|uire  that  their  associate  mem- 
bers, as  a requisite  of  their  orientation  pro- 
gram, attend  one  meeting — regular  or  special 
— of  their  component  society  devoted  to  the 
malpractice  situation,  with  all  other  com- 
ponent society  members  invited  to  attend. 
Fhe  component  societies  ha\e  been  informed 
of  this  suggestion. 

Once  again  the  insurability  of  D.O.'s  in  the 
employ  or  partnership  of  MSNJ  members  was 
discussed.  The  decision  reached  was  that  the 
D.O.  will  be  eligible  for  professional  liability 
insurance  when  employed  by  a member  but 
not  when  in  partnership  with  him,  since  the 
program,  by  agreement  with  the  carrier,  is 
available  only  to  members  and  their  employ- 
ees. 

It  had  been  brought  to  our  attention  that 
various  Medical  Review  and  Advisory  Com- 
mittees were  being  subjected  to  procedural 
pressures,  not  in  the  spirit  of  the  Loss  Control 
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Program,  by  certain  employees  of  the  carriers. 
This  Committee,  tsith  the  approval  of  the 
Board,  adopted  “Official  Procedures”  which 
were  then  distributed  to  the  appropriate  par- 
ties. W'e  also  held  a meeting  with  representa- 
tives of  the  carrier  in  which  we  made  it  abun- 
dantly clear  that  the  Lxjss  Control  Program 
could  not  and  would  not  be  altered  without 
the  consent  of  the  Committee. 

The  specialties  of  pathology  and  allergy 
were,  because  of  their  favorable  experience, 
moved  from  Class  1 of  practice  to  Class  6. 
The  change  produces  a one-third  reduction 
in  jjremium  for  these  specialties. 

During  the  summer.  Employers  of  Wausau 
proposed  a rate  increase  for  the  Umbrella 
Coverage.  The  Committee  did  not  believe  the 
proposal  was  justified.  The  Employers  filed 
its  retpiest  with  the  Commissioner  of  Insur- 
ance. Subsequently,  the  Department  of  Insur- 
ance disappro\etl  the  proposed  rate  increase. 
Employers  of  ’Wausau  then  notified  Mr.  Brit- 
ton, on  27  July  1970,  that  on  and  after  1 
August  1970  they  would  not  write  or  renew 
the  Lhnbrella  Coverage.  Mr.  Britton  immedi- 
ately secured  the  services  of  the  Employers 
Commercial  Liability  Union  of  Boston,  which 
began  writing  policies  as  of  10  August  1970  at 
the  rates  formerly  used  by  Employers  Insur- 
ance of  \\’ausau  without  the  proposed  in- 
crease. The  new  policy  is  impro\ed  and  in- 
cludes protection  for  aviation,  partnership, 
and  jirofessional  corporations. 

Early  in  October  a meeting  ivas  held  among 
the  Committee,  the  carrier,  the  Britton  Agen- 
cy, and  the  attorneys  utilized  in  the  jnogram. 

I he  attorneys  tvere  unanimous  in  their  disap- 
proval of  a project  the  Committee  had  con- 
sidered w'hereby  jirofessional  liability  case 
narratives,  with  guarded  anonymity,  would 
be  jmblished  in  The  Journal.  It  was  felt  that 
there  would  be  certain  unavoidable  legal 
complications.  I hat  j^roject  was  abandoned, 
i he  attorneys  also  suggested  three  areas  in 
whicl)  remedial  legislation  would  be  of  iinme- 
iliate  \alue.  These  items  have  been  referred 
to  the  Council  on  Legislation  for  draft  and 
implementation,  rite  one  certain  admonition 


produced  at  that  meeting  was  that  there  ap- 
pears to  be  a leak  of  information  concerning 
events  transpiring  at  various  Medical  Review 
and  Advisory  Committee  meetings  that  must 
be  sealed  off.  Preventive  measures  have  been 
taken. 

Employers  Insurance  of  'Wausau  presented 
some  proposed  amendments  to  the  Loss  Con- 
trol Program  to  Mr.  Britton.  As  previously 
noted,  the  Committee  found  these  suggestions 
unacceptable.  A meeting  was  arranged  and 
certain  modifications  agreeable  to  both  sides 
were  approved  and  transmitted  to  the  Medi- 
cal Review  and  Advisory  Committees  of  the 
component  societies. 

Proposed  Rate  Adjlst.mext 

In  late  December  1970  the  Committee  re- 
ceived notification  from  the  Employers  Insur- 
ance of  'Wausau  that  a 48.5  percent  rate  in- 
crease was  indicated.  The  Committee  ex- 
pressed its  dissatisfaction  with  the  projected 
increase.  ^V^ausau  was  notified  that  based 
on  the  information  before  it  the  Committee 
was  not  in  a position  to  recommend  that  the 
Society  either  approve  or  disapprove  the  pro- 
posed increase  at  the  present  time.  The  carri- 
er tvas  also  informed  that  the  Committee 
woidd  not  render  a final  decision  as  to  -wheth- 
er the  increase  would  be  acceptable  until  the 
Commissioner  of  Insurance  had  dealt  with  it. 

At  this  writing,  the  Committee  has  no  indica- 
tion of  the  determination  made  by  the  Com- 
missioner of  Insurance  nor  ^vhat  the  reaction 
of  the  carrier  will  be.  We  are,  however,- 
prepared  to  meet  such  exigencies  as  may  arise 
and  will  act  in  the  best  interests  of  the  mem- 
bership of  MSNJ.  It  is  hoped  that  final  action 
in  this  regard  will  be  presented  to  you 
through  a Supplemental  Report. 

Recommendation 

The  the  Joseph  A.  Britton  Agency  be  contin- 
ued as  MSNJ’s  Official  Broker  for  its  Profes- 
sional Liability  Coverage. 

Approved  with  notations  (page  Tr  134) 
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(Reference  Committee  ‘"D”) 


Physicians’  Associates 

The  Board  of  Trustees  referred  to  the  Com- 
mittee for  study  and  report,  two  documents 
entitled  “Proposed  Department  of  Communi- 
ty Medicine  at  the  College  of  Medicine  and 
Dentistry  of  New  Jersey  at  Rutgers’’  and 
“Baccalaureate  Program  for  Physicians’  Asso- 
ciates at  Livingston  College,  Rutgers  Univer- 
sity,’’ submitted  by  Dr.  Cross  of  the  College  of 
Medicine  and  Dentistry  of  New  Jersey  at 
Rutgers.  At  the  recommendation  of  the  Com- 
mittee, the  Board  of  Trustees  approved  these 
programs  in  principle  and  directed  a letter  to 
the  State  Board  of  Medical  Examiners  inquir- 
ing as  to  what  steps  are  necessary  to  assure 
that  “Physicians’  Associates”  may  function  le- 
gally in  New  Jersey. 

CoEi.EGE  OF  Medicine  and  Dentistry  (NJ) 

Late  in  January  the  Committee  was  informed 
that  the  State  government  was  considering  a 
drastic  revision  of  the  Newark  facilities  of  the 
College  of  Medicine  and  Dentistry  of  New 
Jersey  that  would  have  in  effect  converted  the 
Martland  Medical  Center  into  an  Extended 
Care  Facility,  constructed  a 500  bed  hospital 
in  Newark,  deferred  construction  of  the 
planned  medical  science  facility,  required  stu- 
dents to  take  their  pre-clinical  training  at 
Rutgers,  and  reverted  10  of  the  62  acres  held 
by  the  College  in  Newark  to  the  City  of 
Newark  for  use  in  the  construction  of  public 
housing.  The  Committee  recommended  that 
the  Society  strongly  oppose  such  action  and 
publicly  announce  the  following: 

The  Medical  Society  of  New  Jersey  has  been 
distressed  by  recent  developments  in  the  City 
of  Newark  that  threaten  to  disrupt  the  pro- 
gram that  is  essential  for  the  production  in 
New  Jersey  of  sufficient  physicians  to  deliver 
adequate  medical  care  to  the  people  of  the 
State. 


The  House  of  Delegates  of  The  Medical  Soci- 
ety of  New  Jersey,  in  May  1970,  voting  to 
supjxu't  the  Governor’s  proposal  to  establish 
one  corporate  body  fully  to  develop  and  di- 
rect the  College  of  Medicine  and  Dentistry  by 
operating  schools  of  medicine  at  both  Rut- 
gers and  Newark,  presented  to  the  Governor 
and  the  Legislature  the  following  recommen- 
dations: 

1.  That  the  existing  full  medical  program  and  facilities 
at  Newark  he  maintained  and  expanded  as  planned. 

2.  That  the  present  College  of  Afedicine  facility  at 
Rutgers  he  maintained  and  enlarged  to  accommodate 
100  students  per  class  under  a com[}lele  M.D.  degree 
program,  as  soon  as  possible. 

3.  That  a third  full  degree  program  school  in  South- 
ern New  Jersey  be  brought  into  being  as  soon  as 
feasible. 

Since  experience  unequivocally  demonstrates 
that  most  physicians  enter  into  practice  in 
the  localities  in  which  they  serve  their  intern- 
ship and  residencies,  and,  since  they  seek  such 
internships  and  residencies  almost  exclusive- 
ly in  hospitals  and  medical  centers  identified 
and  affiliated  with  medical  schools,  there  can 
be  no  hope  of  increasing  the  supply  of  physi- 
cians in  New  Jersey  unless  the  present  plans 
for  the  full  development  of  both  of  the 
present  medical  schools  in  New  Jersey  are 
adequately  financed  and  carried  forward — 
without  delay. 

The  Medical  Society  of  New  Jersey  reaffirms 
the  foregoing  lecommendations  and  strongly 
urges  their  implementaton. 

The  Board  concurred  and  on  3 February 
1970  Dr.  Satulsky  ably  presented  these  views 
in  the  name  of  INfSN J to  the  Board  of  Trus- 
tees of  the  College  of  Afedicine  and  Dentistry 
of  New  Jersey.  have  been  subsequently 
notified  that  the  objectionable  proposals  have 
been  altered. 
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Academy  of  Medicexe 

The  Board  o£  Trustees  referred  a request 
from  the  President  of  the  Academy  of  Medi- 
cine of  New  Jersey  for  approval  to  circulate  a 
questionnaire  among  the  membership  of 
MSNJ  on  the  subject  matter  and  location  of 
education  programs  offered  through  the 
Academy.  The  Committee  directed  a letter  to 
the  President  of  the  Academy  stating  that  it 
did  not  feel  the  questionnaire  would  serve  a 
useful  purpose  or  that  it  woidd  elicit  the 
information  desired. 

AM.\  Recognition  Award 

Last  year  the  Board  of  Trustees  approved  our 
recommendation  that  the  Society  strongly 
urge  every  member  to  participate  in  the 
AMA  Recognition  Aivard  Program.  The 
Committee  ivishes  to  reiterate  and  reaffirm 
that  previous  action  and  requests  permission 
to  distribute  that  information  to  Hospital  Ad- 
ministrators, Chiefs  of  Staff,  and  Directors  of 
Medical  Education. 

New  Jersey  Internship  Programs 

In  the  report  of  the  Council  on  Legislation 
you  will  note  two  bills  of  concern  to  this 
Committee;  they  are  S-2083  and  .\-2131. 
I hese  bills,  if  enacted,  would  have  a deleteri- 
ous effect  on  the  accreditation  of  our  internship 
programs  and  the  quality  of  care  rendered  in 
this  Slate.  We  wish  to  record  our  strong  dis- 
approval. 'While  the  need  for  more  interns 
and  jiiiysic ians  in  New  Jersey  is  a patent  real- 
ity, wc  do  not  lielieve  that  the  quality  of 
current  standards  should  be  lowered  but  that 
additional  educational  facilities  and  pro- 
grams be  made  available. 

Naiionae  Intern  .and  Resident  Matching 
Program 

A 4 March  1971  Memorandum  from  the  Na- 
tional Intern  and  Resident  Matching  Pro- 
gram was  brought  to  our  attention.  The  Na- 
tional Intern  and  Resident  Matching  Pro- 
gram proposes  to  adopt  as  its  jiolicy,  effective 


December  1971,  that  any  and  all  hospitals  or 
educational  institutions  participating  in  the 
National  Intern  and  Resident  Matching  Pro- 
gram must  do  so  as  a corporate  entity  with 
the  understanding  that  all  approved  pro- 
grams to  which  graduating  medical  students 
are  eligible  will  be  included  in  the  program. 
Non-participation  in  the  National  Intern  and 
Resident  Matching  Program  implies  that 
positions  in  that  program  are  not  available  to 
graduating  students.  The  fact  that  some  of 
the  specialty  boards  have  phased  out  the  in- 
ternship as  sudi  and  incorporated  it  into  the 
first  year  of  residency  training  is  significant. 
Until  such  time  as  all  hospitals  are  prepared 
and  willing  to  meet  such  conditions,  we  do 
not  believe  they  should  be  mandated  to  do 
so.  We,  therefore,  recommended  to  the  Board 
that  MSNJ  take  opposition  to  such  proposals 
until  they  are  universally  accepted  and  all 
participating  institutions  have  been  granted 
an  opportunity  to  be  heard. 

Peer  Review 

This  topic  has  generated  considerable  interest 
in  the  past  year  and  obviously  will  continue 
to  do  so  in  the  future.  ^Ve  hope  to  channel 
our  activities  in  this  regard  primarily  toward 
utilization  of  services  and  quality  of  care. 

Fourth  Year  Medical  Students 

Currently  several  medical  schools  are  begin- 
ning to  require  affiliated  hospitals  to  provide 
training  programs  for  fourth  year  students.  It 
is  anticipated  that  Federal  assistance  will 
eventually  be  available  to  these  hospitals. 
Currently,  the  State  of  Indiana  has  initiated  a 
program  to  reimburse  hospitals  on  a capita- 
tion basis  for  individuals  serving  in  training 
programs.  This  may  be  the  means  of  provid- 
ing more  interest  and  of  injecting  better 
quality  into  graduate  and  postgraduate  edu- 
cational programs  and  will  be  a subject  for 
our  concern  next  year. 


Approved,  (paqe  Tr  136) 
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Frank  J.  Hughes,  M.D.,  Chairman,  Camden 
(Reference  Committee  “B”) 


In  its  fourteen  years  of  operation  the  Medical 
Student  Loan  Fund  has  granted  loans  total- 
ing $276,744.35  including  $444.35  as  insur- 
ance payments,  bringing  the  net  loans  granted 
to  $276,300.00. 

To  date  the  Fund  has  issued  262  loans  to 
158  New  Jersey  medical  students.  Sixty-one 
loans  have  been  repaid  in  full.  Eighteen 
bonowers  are  presently  making  quarterly  re- 
payments on  an  annual  basis,  and  t^vo  bor- 
rowers are  presently  making  interest  pay- 
ments. 

Requests  for  financial  assistance  by  New 
Jersey  medical  students  has  notably  Increased 
during  the  1970-71  administrative  year.  It  is 
expected  that  this  trend  will  continue  for 
some  time.  Out  of  a total  of  twenty-eight 
students  requests,  nineteen  were  granted  loans 
of  $1,500.00,  for  a total  of  $28,500.00. 

It  is  estimated  that  the  Fund  will  have 
$36,000.00  available  for  loans  for  the  1971-72 
school  year.  Of  this  amount,  $16,500.00  is 
committed  to  prior  applicants,  leaving  $19,- 
500.00  for  new  student  requests.  Applications 
and  inquiries  received  to  date  from  qualified 
seniors  and  juniors  total  $12,000.00. 

This  rejxjrt  does  not  reflect  the  additional  ap- 
plications expected  from  other  qualified  medi- 
cal students  and  your  Committee  is  also  mind- 
fid  of  the  ever-increasing  tuition  rates.  How- 
ever, at  this  time,  it  does  not  feel  the  necessity 
to  increase  the  $1,500.00  yearly  loan  limit. 

Your  Committee  has  had  continued  encour- 
aging results  from  its  solicitation  of  past  loan 
recipients  now  serving  an  internship  or  resi- 
dency to  initiate  early  repayment  of  their 
loans  on  an  interest-free  basis. 

The  financial  activities  of  the  Fund  during 
the  year  are  included  in  the  report  of  the 
I'reasurer. 


Your  Committee  warmly  commends  and 
thanks  Mr.  Lambert  and  Mr.  Squreck  for 
their  consistently  efficient  administrative  as- 
sistance. 

Present  Loc.vtion  of  Recipients  of  Loans 
The  90  graduates  are  located  as  follows: 


Interns— 3 in  New  Jersey  and  3 out-of-state  6 

Residents— 10  in  New  Jersey  and  26  out-of-state  36 
•Armed  Service— 18  .Army  of  the  United  States 

and  5 United  States  Navy  23 


Private  Practice— 1 1 New  Jersey,  1 Tennessee, 

1 Pennsylvania.  1 District  of 
Columbia,  2 California,  1 
Massachusetts,  3 Connecticut 

2 New  York,  1 Nevada,  1 


Texas  and  1 Virginia  . . 25 

Students  presently  in  medical  school — 

15  seniors  and  11  juniors 26 

Current  student  loans  outstanding 116 

Medical  students  paid  in  full  (61  loans)  . . 42 
Total  New  Jersey  medical  students 

(as  listed  earlier)  158 


CONTRIBUTIO.NS 

The  committee  is  grateful  to  the  many  con- 
tributors to  the  Fund,  and  takes  this  occasion 
to  acknowledge  their  support.  list  of  con- 
tributors since  the  last  report  follows: 

General  Fund 

The  Medical  Society  of  New  Jersey,  Board  of  Trustees; 
MSNJ’s  Woman's  .Auxiliary  Executive  Board;  County 
Medical  Societies;  Bergen,  Burlington,  and  Hudson. 
County  AVoman’s  .Auxiliaries;  Camden,  Cape  May, 
Cumberland,  Essex,  Hudson,  Hunterdon,  Mercer,  Mid- 
dlesex, Ocean,  Passaic,  Somerset,  Union  and  AVarren. 
Dr.  and  Mrs.  Samuel  Bernson,  Dr.  and  Mrs.  .Alexander 
U.  Bertland,  Nicholas  .A.  Bertha,  M.D.,  Dr.  and  Mrs. 
Ivan  F.  Bird,  Dr.  and  Mrs.  .A.  Guy  Campo,  Dr.  and 
Mrs.  Jules  Cooper,  Dr.  and  Mrs.  Robert  Cornwell,  Dr. 
and  Mrs.  David  Eckstein,  Dr.  and  Mrs.  Sol  S.  Ellenson, 
Dr.  and  Mrs.  Sidney  G.  Eine,  Dr.  and  Mrs.  Leon 
Friedman  and  Family,  Dr.  and  Mrs.  Eugene  Gersh, 
Dr.  and  Mrs.  Charles  Honig,  Dr.  and  Mrs.  Frank  J. 
Hughes,  Dr.  and  Mrs.  Philip  Jasper,  Mrs.  V'incenza 
Jasper',  Dr.  and  Mrs.  Joseph  R.  Jehl,  Dr.  and  Mrs. 
John  F.  Kustrup,  Jr.,  Dr.  and  Mrs.  John  F.  Rustrup, 
Sr.,  Dr.  and  Mrs.  .Arthur  C.  Lawrence,  Dr.  and  Mrs. 
Samuel  J.  Lloyd,  Dr.  and  Mrs.  Nicholas  E.  Marchione, 
Dr.  and  Mrs.  Carl  F.  Meier,  Mrs.  .Alfred  D.  Meneve, 
Dr.  and  Mrs.  Luke  A.  Mulligan,  Mr.  and  Mrs.  Rich- 
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ard  I.  Nevin,  Dr.  and  Mrs.  A.  Gerard  Peters,  Dr.  and 
Nfrs.  Paul  H.  Pettit,  Dr.  and  Mrs.  James  A.  Rogers, 
Emanuel  M.  Satulsky,  M.D.,  Dr.  and  Mrs.  John  Scil- 
lieri.  Dr.  and  Mrs.  Isadore  M.  Schnee,  Dr.  and  Mrs. 
Joseph  S.  Shapiro,  Dr.  and  Mrs.  D.  H.  Shapiro.  Mrs. 
lAuena  G.  Van  N'ess. 

In  Memory  Oe 

Mr.  Simon  Bash,  Frank  Bellnardo,  M.D.,  Mrs.  J. 
Harold  Bennett,  Mrs.  Nicholas  A.  Bertha,  William  A. 
Blumberg,  M.D.,  David  Brone,  Otto  Broones,  M.D., 
.\nthony  F.  Caprio,  M.D.,  Chester  Chianese,  M.D.,  Mrs. 
Ted  W.  S.  Chong,  Mrs.  Robert  J.  Citrino,  Mrs.  John 
Cocchiere,  .Audrey  Cohn,  Frank  J.  Cronin,  M.D.,  Mr. 
Gilbert  J.  Danaso,  Mrs.  Mary  Grace  D’Angelo,  Mrs. 
Helen  Davis,  Thaddeus  L.  Deren,  M.D.,  Mr.  Maurice 
Freedman,  Gennaro  Giannella,  M.D.,  .Alan  O.  God- 
frey, M.D.,  Raphael  Goldenberg,  M.D.,  Oscar  Gold- 
stein, M.D.,  Maureen  Haggerty,  Aaron  Heisen,  M.D., 
Mr.  Charles  Jent,  ^Villard  I.amnsez,  M.D.,  Carl  Menge, 


M.D.,  Seymour  Nochimson,  M.D.,  Mrs.  Florence  Nolan, 
Andrew  Ogden.  M.D.,  Mrs.  Frank  Percarpio,  Martin 
H.  Perle,  M.D.,  Mrs.  Walter  R.  Paterson,  Charles 
Pierce,  M.D.,  Mrs.  Elvira  Raffetto,  Mrs.  Charles  F. 
Rathgeber,  Mrs.  Rogohas  Rogers,  Bart  Rossi,  M.D., 
Mrs.  Anna  Sattler,  Mrs.  Royal  A.  Schaaf,  Ned  Shaw, 
M.D.,  Louis  C.  Shapiro,  M.D.,  Diane  Tracht,  Bert 
J.  Tucker,  Mrs.  Margaret  Ulan,  Michael  Walls,  Louis 
S.  Wegryn,  M.D.,  Abram  Weiss,  M.D.,  Mrs.  Rachel 
Winans,  Mrs.  Edna  Yaeger,  Mrs.  Walter  Ziegler,  Mrs. 
Harry  Zimmerman. 

In  Honor  Of 

Mrs.  Alexander  U.  Bertland,  MSNJ’s  Woman's  .Aux- 
iliary Executive  Board:  Dr.  and  Mrs.  Anthony  Gar- 
zieri,  Mrs.  Donald  MacLean,  Robert  and  Marji  Mor- 
row, Mrs.  Alfred  F.  Meneve,  MSNJ’s  Board  of  Trustees; 
Mr.  and  Mrs.  Irad  Oxley;  Passaic  County  Medical 
Society,  Woman’s  .Auxiliary;  Dr.  and  Mrs.  Joseph  .A. 
Rasso. 


Dl.STRlIUiriON  OF  I.OAN.S 


County  of 

Loans  Granted 

Residence 

Medical  School 

Students 

1957-1970 

1970-1971 

March  31,  197i 

.Atlantic 

Hahnemann 

3 

.?  3,000.00 

N.J.  Medical 

1 

1 ,000.00 

Pittsburgh 

1 

2,000.00 

Temple 

1 

1,000.00 

Fnfts 

1 

4,000.00 

Bergen 

Boston 

1 

1 ,000.00 

Creighton 

1 

1 .000.00 

Hahnemann 

3 

5,000.00 

Jefferson 

2 

1,500.00 

S 3,000.00 

Loyola 

1,500.00 

N.J.  Medical 

7 

11,000.00 

N.Y.  Medical 

2 

1,000.00 

1 ,500.00 

St.  Louis 

9 

1 ,500.00 

1,500,00 

Burlington 

Duke 

1 

4,000.00 

Hahnemann 

1 

1,000.00 

Jefferson 

3 

6,500.00 

1,500.00 

Camden 

Jefferson 

3 

5,000.00 

Michigan 

1 

2,000.00 

N.  J.  Aledical 

2 

2,700.00 

Femple 

5 

7,500.00 

Hahnemann 

3 

2,000.00 

1,500.00 

Cumberland 

Jefferson 

1 

2,000.00 

Essex 

.Albany 

1 

4,000.00 

Bern 

1 

2,000.00 

Duke 

1 

2,000.00 

Hahnemann 

3 

8,000.00 

Howard 

1 

300.00 

Jefferson 

1 

3.000.00 

N.J.  Medical 

12 

20,500.00 

4,500.00 

N.Y.  Metiical 

2 

2,000.00 

Stanford 

I 

1 ,500.00 

1 ,500.00 

St.  Louis 

1 

500.00 

1 emple 

1 

1 ,000.00 

f.eorgetown 

1 

1 ,000.00 

•'  loucestc  1 

I lahnematin 

1 

1 ,000.00 

I emple 

1 

2,000.00 

U.  ot  Virginia 

1 

1,000.00 

Hudson 

Georgetown 

1 

1 ,0(K).00 

George  ^Vashington 

1 

1 ,500.00 

1 ,500.00 

Hat  vard 

1 

1 ,000.00 

Howaid 

1 

400.00 

1 r IS 
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County  of 
Residence 

Medical  School  Students 

Loans  Granted 

1957-1970  1970-1971 

March  31,  1971 

Hudson  X.J.  Medical 

19 

26,1,50.00 

1,500.00 

N.Y.  Medical 

1 

1.000.00 

Pittsburgh 

1 

3,000.00 

St.  Louis 

1 

2,000.00 

Mercer 

Hahnemann 

2 

3,000.00 

Howard 

1 

1.000.00 

Johns  Hopkins 

1 

1.000.00 

Meharry 

1 

250.00 

Mississippi 

1 

3,000.00 

N.J.  Medical 

5 

9,500.00 

N.Y.  Medical 

1 

1 ,500.00 

U.  of  Penna. 

1 

1 ,000.00 

St.  Louis 

1 

700.00 

U.  of  Louisville 

1 

3,000.00 

1 ,500.00 

Middlesex 

Georgetown 

1 

1 ,500.00 

Hahnemann 

1 

4,000.00 

Wisconsin 

1 

1 ,500.00 

Monmonth 

Columbia 

1 

2,000.00 

Duke 

1 

1 ,500.00 

Georgetow'n 

1 

1.000.00 

Jefferson 

2 

3,000.00 

1,500.00 

Marquette 

2 

3,500.00 

N.J.  Medical 

3 

10,000.00 

N.Y.  Medical 

1 

4,000.00 

Lovola 

1 

1 .500.00 

1 ,500.00 

Temple 

1 

2,000.00 

Up-State  N.Y. 

1 

1.000.00 

Morris 

Dartmouth 

1 

1 ,000.00 

Duke 

1 

1,000.00 

Lovola 

1 

1 ,500.00 

N.J.  Medical 

1 

3,000.00 

Passaic 

Jefferson 

1 

3,000.00 

N.Y.  Medical 

1 

1,000.00 

Salem 

Duke 

1 

1 .500.00 

Somerset 

Georgetown 

1 

1,000.00 

N.Y.  Nfedical 

1 

2,000.00 

Temple 

1 

3,000.00 

^Vestem  Reserve 

1 

1,000.00 

L’nion 

Florida 

1 

1,000  00 

Hahnemann 

1 

1.000.00 

Jefferson 

1 

1 ,500.00 

N.J.  Medical 

11 

17,800.00 

16  Counties 

31  Medical  Schools 

158 

$247,800.00 

$28,500.00 

Total  loans  granted  3/31/71 

$276,300.00 

Recommendations 

(a)  That  the  House  of  Delegates  concur  in 
the  recommendation  of  the  Finance  and 
Budget  Committee — approving  a budget  ap- 
propriation of  six  thousand  dollars  in  lieu 
of  a sp>ecial  per  capita  assessment  for  1971-72 
in  support  of  the  Medical  Student  Loan  Fund. 

(b)  That  the  MSNJ  membership  be  urged  to 
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continue  their  active  support  by  sending  con- 
tributions to  the  Fund. 

(c)  That  the  Woman’s  Auxiliary  to  The 
Medical  Society  of  New  Jersey  be  requested 
to  make  the  Fund  its  number  one  project 
next  year. 

Approved  (page  Tr  133) 
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Publication 

George  B.  Sharbaugh,  M.D.,  Chairman,  Trenton 
(Reference  Committee  “B”) 


'rrciids  established  as  early  as  HKib  continue 
to  prevail  as  The  Journal,  along  with  all 
medical  journal  publishers,  faces  decreasing 
advertising  receipts  in  consecjuence  of  general 
iiulustry  conditions  as  well  as  tighter  FDA 
standards.  FI).\  standards  adversely  affecting 
advertising  budgets  include  increasing  cau- 
tion in  apjnoval  of  new  products  as  well  as 
advertising  content  requirements,  e.g.,  full 
disclosure  of  side  effects. 

The  ]ournaVs  new  policy  of  interspersal  of 
ad\ertising  and  text  appears  to  help  our  mar- 
ket position  to  the  extent  that  our  make-up 
allows  us  to  be  competitive  with  all  other 
join  uals. 

The  Journal  is  publishing  an  ever  increasing 
ratio  of  “text”  material — defined  as  “every- 
thing except  advertising.”  Our  proportion  of 
“text”  to  total  pages  has  increased  during  the 
past  lour  years  and  in  1970  reached  the  high 
of  ,77  per  cent.  This  is  only  partly  due  to  a 
decrease  in  advertising  ])ages,  as  we  increase 
the  number  of  scientific  articles  and  other 
pages  devoted  to  information  for  our  mem- 
bers. 


J he  most  noticeable  statistic  reflected  in  the 
table  below  is  unquestionablv  the  increase  in 
“text”  pages  from  578  in  196G  to  752  in  1970. 


Total  Text  Material 
.Advert  isiiig 
Total  Pages 
Ratio:  Text/Total 
Ratio:  .Advertising/Total 


1966  1967  1968  1969  1970 

578  704  708  720  752 
660  788  714  616  556 
1238  1492  1422  1336  1.308 
47%  47%  50%  .54%  57% 
53%  53%  50%  467o  43% 


Our  rates  were  increased  in  1970,  as  were  our 
publication  costs.  It  is  too  early  to  determine 
acurately  how  rate  increases/fewer  pages  on 
the  income  side  of  the  ledger  will  offset  sjii- 
r^Hng  printing  costs. 


■'ns  .for  addition  in  the  number  of  pages 
lude  the  following,  d'he  “Dot  tors’ 


Notebook”  section  has  been  enlarged  to 
contain,  in  addition  to  monthly  commitments 
(such  as  the  abstract  of  the  Trustees’  minutes 
and  “Physicians  Seeking  Location  in  New 
Jersey”),  an  increasing  number  of  items  of 
interest  to  our  members,  some  at  the  direc- 
tion of  the  Board  of  Trustees  (included  here 
are  reejuests  from  MSNJ  Councils  and/or 
Committees);  some  from  the  College  of  Med- 
icine and  Density;  some  from  the  State  De- 
partment of  Health;  and  some  by  decision  of 
the  editor.  To  present  a better  balanced  pub- 
lication tve  have  extended,  slightly,  the  num- 
ber of  pages  of  scientific  articles. 

There  has  been  increased  interest  in  “I.etters 
to  the  Editor” — tve  received  double  the  num- 
ber of  the  previous  year.  The  May  1971  issue 
is,  in  effect,  a special  educational  issue. 

We  must  call  attention  to  the  practice  of 
charging  the  publication  cost  of  the  Trans- 
actions Issue  entirely  to  The  Journal.  That 
one  issue,  last  year,  ran  S9,500.  But  June  of 
that  year  cost  only  S4,250.  To  some  extent  this 
also  applies  to  the  .April  issue,  which  includes 
the  annual  meeting  program,  ^\’e  use  special 
paper,  and  the  cost  of  setting  the  pages  of  that 
section  is  considerably  more  than  for  regular 
text.  It  runs  about  ,S  1,500  above  that  of  other 
issues.  The  increase  in  advertising  in  those 
two  is.sues  is  not  at  the  same  ratio. 

W’e  ])robably  have  the  lowest  overhead  cost 
and  the  most  modest  administrative  staff  of 
any  periodical  our  size — only  one  full-time 
employee,  Mrs.  Treptow,  and  the  part-time 
editor  and  advertising  manager.  \Ve  think  we 
do  a prodigious  job  with  so  small  a staff. 


Approved  with  notation  (page  Tr  133) 
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Revision  of  Constitution  and  Bylaws 

Lorrimer  Armstrong,  M.D.,  Chairman,  Westfield 
(Reference  Committee  on  Constitution  and  Bylaws) 


This  year  the  Committee  had  several  propos- 
als before  it  and  dealt  with  each  separately 
and  in  detail  according  to  its  assigned  func- 
tions under  the  Bylaws  (Chapter  IX,  Section 
17,  b). 

Referral  froaf  the  1970  House  of 
Delegates 

The  1969  House  of  Delegates  suggested  that 
consideration  be  given  to  changing  the  stand- 
ard scheduling  of  events  at  the  Annual 
Meeting.  A proposed  amendment  mandating 
that  the  Nominating  Committee  meet  within 
the  two  week  period  prior  to  the  opening 
session  of  the  House  of  Delegates  was  sidj- 
mitted.  .\t  the  1970  Annual  Meeting,  the 
Reference  Ciommittee  on  Revision  of  Consti- 
tution and  Bylaws  altered  that  proposal  to 
mandate  that  the  Nominating  Committee 
meet  at  least  four  to  six  weeks  prior  to  the 
opening  session  of  the  House  of  Delegates 
and  tliat  the  results  of  their  delilierations  be 
cimdated  to  the  component  societies  prior  to 
tlie  .\nnual  Meeting. 

The  1970  House  of  Delegates  did  not  ap- 
prove of  the  amended  proposal  and  recom- 
mitted it  to  the  Standing  Committee  on  Revi- 
sion of  Constitution  and  Bylaws. 

After  careful  consideration  of  both  former 
proposals,  it  was  the  opinion  of  this  Commit- 
tee that  the  present  arrangement  and 
procedure  as  outlined  in  the  Bylaws  is  satis- 
factory. The  Committee,  by  unanimous  agree- 
ment oilers  the  following: 

Recommendation 


ity  decision,  directs  a definite  aiul  specific 
amendment. 


Approved  (page  Tr  146) 


Referrals  from  the  Board  of  Trustees 

1.  Physicians’  Relief  Fund  (Bylaw  Amend- 
ment) 

The  Committee  reviewed  the  recommenda- 
tions of  the  committee  on  the  Establishment 
of  a Physicians’  Relief  Fund  and  the  pro- 
jjosed  amendment  offered  by  the  Board  of 
Trustees  and  unanimously  recommends  that 
the  amendment  to  the  Bylaws  Chapter  IX, 
Section  17,  et  seq.  be  adopted. 

Exhibit  #1 

Cliaptcr  IX— .\dministicTtive  Councils  and  Committees 

Current  Proposed 

Section  17— Committee  on 
Physicians’  Relief  Fund 

(a)  The  Physicians’  Relief 
Fund  of  this  Society  shall 
be  administered  by  a com- 
mittee of  five  (5)  members 
appointed  by  the  Board 
of  Trustees,  one  (1)  from 
each  Judicial  District  for 
terms  of  three  (S)  years. 
Their  terms  shall  be  so 
arranged  that  not  more 
than  two  (2)  expire  at 
each  annual  meeting. 

(b)  It  is  the  function  of 
the  committee  to  admin- 
ister the  Physicians’  Relief 
Fund  program  in  accord- 
ance with  the  rules  and 
regulations  formulated  by 
the  committee  and  ap- 
proved by  the  Board  of 
T rustees. 


That  the  Bylaws — Chapter  V,  Section  1,  par- 
agraph (d) — remain  the  same  until  the  advan- 
tages of  any  change  become  more  clearly 
defined  and  the  House  of  Delegates,  by  major- 


Section  17— Committee  on 
Publication 

Section  18— Committee  on 
Revision  of  Constitu- 
tion and  Bylaws 


Section  75— Committee  on 
Publication 

Section  79— Committee  on 
Revision  of  Constitu- 
tion and  Bylaws 
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Section  19— A(l\isoiT  Com- 
mittee to  the  Woman's 
Aiixilian 

Section  20— Special  Com- 
mittees 

Section  2 I — R e f ere n ce 
Committees 


Approved  (page  Tr  1461 


Section  20— Advisory  Com- 
mittee to  the  Woman's 
Auxiliary 

Section  2/— Special  Com- 
mittees 

Section  22— Reference 
Committees 


2.  Al)poi}iime7it  of  Vice-Speaker  (Constitu- 
tional Amendment) 


I'he  Committee  unanimously  agrees  to  the 
lollowing  proiKised  amendment  to  Article  V, 
Section  2 of  the  Constitution  as  submitted  by 
the  Board  of  Trustees. 


Fellow— Jesse  McCall  and  Mrs.  McCall. 


Exhibit  #2 


Article  \ — House  of  Delegates 
Section  2— Speaker 


Current 

Speaker 

The  President  shall  have 
the  power  to  ajjpoint  a 
Speaker  of  the  House  erf 
Delegates  at  each  annual 
meeting.  The  Speaker 
shall  be  a member  of  this 
Society,  and  his  sole  duty 
shall  he  to  preside  at  the 
sessions  of  the  House  of 
Delegates.  He  shall  not 
ha\e  the  power  to  ap- 
point committees. 


Proposed 

Speaker  and  Vice-Speaker 
Same 


The  President  shall  also 
have  the  power  to  ap- 
point a Vice-Speaker  of 
the  House  of  Delegates  at 
each  annual  meeting.  The 
Vice-Speaker  shall  be  a 
member  of  this  Society, 
and  his  duty  shall  be  to 
assist  the  Speaker  iti  pre- 
siding at  the  sessions  of 
the  House  of  Delegates 
He  shall  not  have  the 
pou'cr  to  appoint  commit- 
tees. 


Approved  Ipage  Tr  146) 


Fellow— John  Kustrnp  and  Mrs. 

Kustrup. 


Fellow— Louis  Collins  and  Mrs. 
Collins. 
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Woman's  Auxiliary  Advisory 

William  J,  Roe,  M.D.,  Chairman,  Englewood 
(Reference  Committee  “H”) 


At  its  July  1970  meeting,  the  Board  of  Trus- 
tees approved  the  Proposed  Program  of  the 
AVoman’s  Auxiliary  for  1970-1971  as  sub- 
mitted. Because  the  work  of  the  Auxiliary 
was  so  well  planned  and  so  smoothly  carried 
out  there  was  no  need  for  a formal  meeting 
of  this  Committee  in  the  course  of  the  admin- 
istrative year. 

Also  at  its  July  meeting,  the  Board  of  Trustees 
— in  the  interest  of  increasing  attendance  at 
the  First  Session  of  the  House  of  Delegates 
(on  Saturday,  15  May  1971)  and  of  improv- 
ing the  number  of  visitors  to  the  exhibits  at 
the  205th  Annual  Meeting — made  the  follow- 
ing recommendation  to  the  Executive  Board 
of  the  ^V^oinan’s  Auxiliary: 

a.  That  the  ^Vonlan's  .Auxiliary  change  its  schedule  of 
registration  to  coincide  with  that  of  MSNJ— 10:00  a.m., 
Saturday,  15  May  1971.  It  w'as  agreed  that  the  registra- 
tion hours  of  the  .Auxiliary  would  be  from  12:00  noon 
until  4:00  p.m.,  Saturday,  15  May  1971. 

b.  That  the  Woman's  .Auxiliary  registration  area  be 
located  in  the  Exhibit  Hall  adjacent  to  MSNJ’s  regis- 
tration, rather  than  in  the  hotel  lobby.  In  addition,  an 
information  desk  will  be  set  up  at  the  former  location 
in  the  hotel  lobby. 

c.  That  the  ^Voman’s  .Auxiliary  .Art  Exhibit  be  located 
in  the  Exhibit  Hall  adjacent  to  the  .Auxiliary  registra- 
tion area. 

(1.  That  the  AVoman’s  .Auxiliary  plan  more  activities 
for  their  members  on  Tuesday  in  an  effort  to  hold 
them  in  .Atlantic  City  until  the  close  of  the  final 
session  of  the  House  of  Delegates  on  that  day. 

I'he  Executive  Board  agreed  to  adopt  all  the 
reconimeudatious,  and  the  Board  of  Trustees 
expres.sed  its  aj^preciation. 


ical  Society  of  New  Jersey.  No  Auxiliary  ac- 
tivity is  entered  upon — at  State  and  county 
levels — except  with  the  approval  and  in  coop- 
eration with  the  parent  medical  society. 

This  year  the  W^oman’s  Auxiliary  attained  its 
goal  of  an  auxiliary  in  each  of  the  21  coun- 
ties of  the  State.  The  Woman’s  .Auxiliary  to 
the  Sussex  County  Medical  Society  was  orga- 
nized, with  95  per  cent  of  the  doctors’  wives 
attending  the  first  regular  meeting. 

In  the  year  now  closing  top  priority  has  been 
given  by  the  .Auxiliary  to  the  Medical  Stu- 
dent l.oan  Fund  of  M.SNJ,  to  tite  AMA-ERF, 
Health  Careers,  and  Community  Health  Pro- 
grams, with  emphasis  on  blood  donor  pro- 
grams. 'Fhis  year  Mrs.  Walter  Booth  and  her 
Committee  on  Revisions  have  labored  ardent- 
ly and  efficiently  on  the  preparation  of  a 
coinpreliensive  revision  of  the  .Auxiliary’s  By- 
laws, for  sid)mission  to  the  membership  at  the 
General  Session  on  17  May. 

This  year  Mrs.  .Alexander  Bertland,  following 
the  jtrecedent  of  other  years,  as  President  of 
the  .Auxiliary,  will  by  invitation  present  a 
report  to  the  House  of  Delegates  of  MSNJ  at 
its  First  Session  on  15  May. 

The  Committee  aj^plauds  the  Woman’s  .Aux- 
iliary for  its  fine  work  and  accomplishments 
and  extends  sincere  thanks,  in  the  name  of 
The  Medical  Society  of  New  Jersey,  to 
officers  and  members  alike. 


.All  programs  and  activities  of  the  Woman’s 
.Auxiliary  are  adopted  and  adapted  to  sup- 

]X)rt  the  purposes  and  programs  of  The  Med-  Approved  with  notation  (page  Ir  145) 
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^^dminLdtratLue  C^ouncii 


Legislation 

Jesse  McCall,  M.D  , Chairman,  Newton 
(Reference  Committee  “E”) 


lieginning  with  January  1970,  each  Legisla- 
ture ill  New  Jersey  is  constituted  for  a term 
of  two  years.  Therefore,  all  bills  introduced 
since  January  1970,  not  signed  into  law  or 
absolutely  vetoed,  will  continue  to  be  before 
the  Legislature  until  the  beginning  of  the 
next  two  year  session  in  January  1972.  This 
report  will  present  lists  of  bills  of  medical 
interest  already  considered  by  the  House  in 
1970,  and  recorded  in  the  1970  transactions, 
which  have,  up  to  the  present,  been  either 
signed  into  law  or  vetoed.  It  will  also  present 
a complete  list  of  bills  of  medical  interest 
that  have  been  introduced,  and  concerning 
which  the  Society  has  taken  a position,  since 
the  1970  report  to  the  House  of  Delegates. 

The  Council’s  operations,  together  with  a 
cumulative  rejtort  of  MSN’J’s  official  positions 
on  current  legislation,  are  reflected  regularly 
in  official  bulletins  dispatched  to  State  Legis- 
lators and  Legislative  Kevmen  and  to  com- 
]K)iient  societies,  and  in  items  published  in 
the  Membership  Newsletter  and  The  Jour- 
nal. I he  minutes  of  the  meetings  of  the 
Hoard  of  Trustees  include  full  reports  of  the 
Council’s  actions  taken  in  regular  meetings. 
The  Council  on  Legislation  continues  its  es- 
tablished policy  of  inviting  an  official  rep- 
resentative from  each  specialty  society  to  all 
Council  meetings.  .Mthough  a copy  of  a mem- 
orandum announcing  the  date  of  the  Coun- 
(il’s  next  meeting  is  sent  to  all  MSXJ’s 
Official  Intermediaries  with  New  Jersey  Spe- 
cialty Societies,  the  attendance  of  the  rep- 
lesentatives  at  the  Ciouncil  meetings  remains 
small.  The  Countil  urges  that  more  represen- 
tatives attend  its  meetings  so  that  it  may  have 
the  benefit  c)f  the  timelv  thinking  of  s|)ecialty 
societies  concerning  proposed  legislation 
affecting  the  specialty  fields. 


Of  the  bills  reported  to  the  House  in  1970  . . . 

(A)  Two  (2)  that  were  ACTIVELY  SUP- 
PORTED were  signed  into  law: 

S-559— To  give  confidentiality  to  data  secured  by  utili- 
zation review  committees,  and  immunity  from 
suit  to  sudi  committee  members. 

S-573— To  provide  for  reporting  by  physicians  and  per- 
sons affected  of  individuals  found  subject  to 
seizures  and  blackouts  not  controllable  by  medi- 
cation. 

(B)  Eighteen  (18)  bills  that  were  AP- 
PROVED were  signed  into  law: 

S-182,  S-259,  S-293,  S-404,  S-405,  S-407,  S-409,  S-410, 
S-422,  S-647,  S-688,  S-700,  A-6,  A-245,  A-589,  A-795. 
A-828  and  A-887 

(C)  One  (1)  bill  that  Avas  ACTIVELY  SUP- 
PORTED lost  in  the  Assembly: 

.\-802— To  legalize  the  use  by  physicians  of  qualified 
technical  ancillary  personnel  to  carr\-  out 
specific,  limited  procedures  on  patients. 

(D)  One  (1)  bill  that  Avas  APPROVED  Avas 
A'etoed: 

.\-251— To  rec|uire  an  English-speaking  attendant  in 
every  hospital  emergency  room  capable  of  inter- 
preting in  the  language  of  the  licensed  medical 
practitioner  in  charge  of  such  room. 

N.B.  No  bills  that  Avere  ACTIVELY  OP- 
POSED or  DISAPPROVED  Avere  signed  into 
laAV  at  the  time  of  comjrilation  ol  this  report. 

Cl  RRKNT  ST.M  E LkOISI-ATION 
(This  list  presents  bills  of  medical  interest  that  have 
been  introduced,  or  concerning  which  the  Society  has 
taken  its  position,  since  the  1970  report  to  the  House 
of  Delegates.  This  list  continues,  therefore,  Avherc  the 
1970  report  leaves  off.) 

The  Society  uses  the  folloAving  regular  range 
of  official  jjositions  concerning  proposed  leg- 
islation: 
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Active  Support  . . . All-out  support  for  the  measure 

Active  Opposition  . All-out  opposition  to  the  measure 

Approved  . . . Commended  as  satisfactory,  but  not 
actively  supported 

Disapproved  . . . Rejected  as  unsatisfactory',  but  not 
actively  opposed 

No  Action  . . . Considered,  but  not  regarded  as 
significant  or  relevant  to  the  proper 
interests  of  the  Society 

S-747  —To  establish  proceedings  for  the  protection 
of  children  under  16  years  of  age  who  have 
had  serious  physical  or  mental  injury  in- 
flicted upon  them  by  other  than  accidental 
means.  APPROVED 

S-752—  Provides  that  blood,  blood  plasma  or  tissue 
or  organs  shall  not  be  considered  commodi- 
ties subject  to  sale  or  barter.  ACTIVE  SUP- 
PORT 

S-757  —To  provide  that  it  shall  be  unlawful  for  any 
person,  firm,  or  corporation  to  advertise  or 
solicit  eye  examination  or  visual  sen'ices  or 
advertise  for  sale  eyeglasses,  lenses,  frames, 
mountings,  prisms  or  other  optical  appli- 
ances by  newspapers,  billboard,  radio,  tele- 
vision, window  display  or  other  means  or  to 
use  any  method  of  persuading  the  public  to 
buy  visual  correction  services.  DISAPPROVED, 
on  the  grounds  that  the  end  result  would  be 
economically  against  the  public  interest  and 
discriminatory  against  manufacturers  and 
suppliers  of  lenses  and  prisms  wlm  would 
provide  these  articles  at  lower  costs. 

S-786  —To  provide  that  it  shall  be  unlawful  for 
ophthalmic  dispensers  or  technicians  to  ad- 
vertise or  employ  displays  in  such  a way  as 
to  suggest  they  are  qualified  to  give  profes- 
sional advice  concerning  eve  care.  /AP- 
PROVED 

S-810  —To  provide  that  it  shall  be  a high  misdemeanor 
for  any  person  to  add  any  narcotic,  stimulant, 
depressant  or  hallucinogenic  drug  or  sub- 
stance to  any  food,  beverage  or  other  comesti- 
ble, and  punishable  by  imprisonment  for  not 
less  than  10  vears  or  a fine  of  not  more  than 
S,'),000  or  both.  APPROVED 

S-817  —To  authorize  the  Department  of  Environ- 
mental Protection  to  establish  pre-treatment 
standards  for  sewage  that  may  be  discharged 
into  public  sewage  treatment  plants.  AP- 
PROVED 

S-821  —To  provide  that  physicians,  pharmacists, 
tnirses,  veterinarians  and  similar  persons  shall 
be  exempt  from  provisions  of  the  act  con- 
cerning unlawful  sale  or  possession  of  pre- 
scription drugs  when  they  are  acting  in  regu- 
lar course  of  their  business  or  profession. 
APPROVED-Law-CM  (71) 

■S-838  —To  provide  any  employee,  holding  the  de- 
gree of  M.D.,  regularly  employed  by  a duly 
licensed  hospital  may,  upon  application  to 
the  State  Board  of  Medical  Examiners,  be 
granted  an  exemption  from  provisions  of  the 
act  concerning  medicine  and  surgery  provided 
such  employee  is  limited  to  performance  of 
emergency  medical  service  under  the  direct 
supervision  of  a duly  licensed  physician. 


DISAPPROVED  because  MSNJ  feels  that 
it  is  contrary  to  the  public  interest  to  en- 
trust patients  to  the  care  of  unlicensed  physi- 
cians other  than  interns  and  residents  in 
approved  training  programs. 

S-851  —To  provide  for  the  New  Jersey  Controlled 
Dangerous  Substances  .Act  to  be  administered 
by  the  Commissioner  of  Health.  XO  ACTION 
-LA^V-C.226 

The  Council  took  the  above  position  because 
no  official  copy  was  available  for  analysis  and 
appreciation  prior  to  its  enactment  into  law. 

S-872  —To  provide  that  the  definition  of  “pharmacy” 
and  “drugstore”  shall  include  every  place  in 
which  drugs,  prescriptions  and  poisons  are 
possessed  for  compounding  and  dispensing  at 
retail;  to  provide  that  such  definition  shall 
not  include  the  dispensing  of  drugs  in  a hos- 
pital, nursing  home,  convalescent  center,  in- 
dustrial dispensary,  medical  clinic  or  similar 
institution  where  such  are  dispensed  under  an 
institutional  permit  to  inpatients,  employees, 
and  outpatients.  NO  ACTION 

S-875  —To  provide  comprehensive  revision  to  the  Act 
for  the  uniform  control  and  licensing  of  dogs 
and  kennels  to  aid  in  preventing  the  spread  of 
rabies.  APPROJ'ED 

S-884  —To  authorize  the  establishment  and  mainte- 
nance of  a confidential  registry  of  narcotic 
addicts  and  drug  abusers  and  provides  im- 
munity against  suit  to  any  person  providing 
infonuation  on  the  use  or  users  of  drugs. 
APPROVED-La\v-C227 

S-896  —To  appropriate  $100,000  to  the  Department 
of  Health  for  administration  of  renal  dis- 
eases program.  APPROJ’ED 

S-91,3  —To  provide  that  any  person  18  years  of  age 
or  over  can  donate  blood  in  any  voluntary 
and  non-compensatory  program  without  ob- 
taining parental  permission.  APPROJ'ED 

S-949  —To  provitle  that  a standard  serological  test 
for  syphilis  shall  be  a test  approved  by  the 
Department  of  Health  and  shall  be  made  in 
approved  laboratories;  to  permit  such  labora- 
tory tests  to  be  matle  free  of  charge  by  the 
Department  of  Health.  APPROJ’ED 

S-951  —To  provide  for  the  licensing  of  medical  care 
facilities  and  to  transfer  certain  powers  and 
duties  from  the  Department  of  Institutions 
and  .Agencies  to  the  Department  of  Health. 
DIS APPROJ'ED,  because  of  .Section  16  which 
would  empower  Hospital  Service  Corpora- 
tions to  enter  into  contracts  for  the  rendering 
of  Medical-Care  Services  which  should  be 
restricted  to  Medical  Service  Corporations. 

S-936  —To  abolish  the  State  Board  of  Control  of  In- 
stitutions and  .Agencies  and  transfer  its  func- 
tions, powers  and  duties  to  the  Department 
of  Institutions  and  .Agencies  and  to  create 
therein  a State  .Advisory  Council.  DIS- 
APPROVED, because  there  is  no  evidence 
that  a change  in  the  organizational  structure 
would  result  in  the  improvement  of  the  oper- 
ational functions  of  the  present  system. 
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S-960  — 'I'o  appropriate  S75.000  to  the  Department  of 
Health  for  purchase  of  therapeutic  and  edu- 
cational materials  for  distribution  for  the 
treatment  of  venereal  disease.  APPROVED 

S-977  —To  provide  a supplementary  appropriation  of 
$l,62fl,871  for  the  New  jersey  College  of 
Medicine  and  Dentistry  for  the  Hscal  year 
ending  June  31,  1971.  APPROVED 

.S-981  —To  provide  for  the  establishment  of  a central 
registry  of  blood  donors  in  the  State  Depart- 
ment of  Health  and  to  appropriate  $50,000. 
DISAPPROVED,  because  it  would  be  a dupli- 
cation of  record  keeping  by  existing  blood 
banks  in  the  State  of  New  Jersey,  with  no 
appreciable  advantages. 

S-982  —To  prohibit  application  of  lead  paint  to  toys, 
furniture  or  the  interior  surfaces  of  any 
dwelling,  dwelling  unit,  rooming  house, 
rooming  unit  or  facility  occupied  or  used  by 
children,  and  to  prohibit  sale  or  delivery  of 
toys  or  furniture  to  which  lead  paint  has 
been  applied.  APPRO JE.D 

S-99.3  —To  amend  and  supplement  the  “New  Jersey 
Controlled  Dangerous  Substances  Act”.  AP- 
PRO]’ED-VAS\-C.3  (’71) 

S-994  —To  permit  freeholders  to  contract  with  duly 
incorporated  charitable  organizations  for 
maintenance  of  narcotic  treatment  programs. 
APPROVED 

S-998  —To  prohibit  application  of  lead  paint  in  in- 
terior of  dwelling  in  which  children  reside 
and  to  prohibit  sale,  transfer,  or  delivery  of 
tovs  and  furniture  which  have  lead  paint. 
APPROVED 

S-2015  —To  provide  that  all  members  of  professional 
boards  and  commissions  shall  be  appointed 
by  the  Governor,  to  provide  for  an  additional 
member  to  such  boards  and  commissions  who 
.shall  be  a public  member,  and  to  provide  for 
designation  by  the  Governor  of  a head  of  a 
department  closely  related  to  such  profes- 
sions to  be  a member  of  the  boards  or  com- 
missions. ACTIVE  OPPOSITION , because 
professionally  unqualified  lay  members  would 
encumber  the  boards  with  no  appreciable 
advantage  to  the  public  and  the  present  sys- 
tem of  nomination  of  members  to  the  State 
board  of  Medical  Examiners  is  superior  to 
that  proposed.  L.\4\’-C.69  (’71) 

S-2032  —To  remove  the  residency  requirement  for 
county  medical  examiners.  APPROVED 

S-20.57  —To  authorize  boards  of  education  to  provide 
sex  education  from  pupils  in  7th  through  12th 
grades.  DISAPPROVED,  because  it  would 
])revent  any  program  of  sex  education  below 
the  7th  grade,  where  it  is  most  needed. 

S-2069  — I o authorize  the  control  of  community  noise 
levels;  empowering  the  State  Department  of 
Environmental  Protection  to  promulgate  reg- 
ulations for  such  purpose,  and  making  an 
appropriation.  APPROVE.!) 

S- voyu  —To  provide  that  any  jrerson  who  smokes  in  a 
railroad  passenger  car  in  which  a ‘‘No  Smok- 
■ng"  sign  is  posted  is  a disorderly  person. 
APPROVED 


S-2083  —To  permit  licensing  of  graduates  of  foreign 
medical  schools  to  practice  medicine  in  the 
United  States  after  one  year  of  internship  in 
a hospital.  DISAPPROVED,  because  the  bill 
as  drawn  does  not  assure  the  purpose  for 
which  the  legislation  is  intended— namely,  to 
increase  the  number  of  interns  and  residents 
in  New  Jersey  hospitals. 

S-2084  —To  provide  that  applications  for  commitment 
for  treatment  of  drug  addiction  by  minors 
shall  be  valid  and  binding  as  if  the  minor 
had  attained  the  age  of  21  years.  APPROVED 

S-2088  —To  provide  for  a Health  Care  Administration 
Board  in  the  Department  of  Health  with  the 
Commissioners  of  Health  and  Insurance  as 
ex-officio  members,  to  authorize  the  Commis- 
sioner of  Health  to  inquire  into  the  opera- 
tion and  conduct  inspections  of  medical  care 
facilities,  to  adopt  regulations,  to  provide  for 
licensing  and  to  transfer  all  functions  related 
to  administration  of  laws  concerning  board- 
ing homes  for  sheltered  care,  care  of  children 
and  adults,  private  mental  hospitals,  con- 
valescent homes,  private  nursing  homes  and 
private  hospitals  from  the  Department  of  In- 
stitutions and  .Agencies  to  the  Department  of 
Health,  DISAPPROVED,  WITH  ACTIVE 
OPPOSITION  IF  THE  BILL  MOVES,  be- 
cause it  poses  a threat  to  the  free  practice  of 
medicine,  concentrates  excessive  power  in  the 
hands  of  one  person,  and  jeopardizes  tire  con- 
tinuance of  the  life  and  operation  of  the 
Medical-.Surgical  Plan  of  New  Jersey  (New 
Jersey  Blue  Shield)  . 

S-2091  —To  redefine  “unnecessary  radiation”  under 
the  ‘‘Radiation  Protection  Act”;  to  provide 
for  the  Commission  of  Radiation  Protection 
in  the  Department  of  Environmental  Pro- 
tection in  place  of  the  Department  of  Health 
and  to  permit  an  embargo  of  any  material 
oi  machine  which  is  a radiation  hazard. 
APPROVED 

S-2100  —To  delete  provisions  of  the  New  Jersey  Medi- 
cal Assistance  and  Health  Services  Act  pro- 
viding for  payanent  of  claims  through  a fiscal 
agent  or  by  direct  administration  by  the 
Department  of  Institutions  and  Agencies, 
A’O  ACTION 

S-210.3  —To  permit  anv  minor  suffering  from  use  of 
drugs  and  who  is  dependent  upon  drugs  to 
consent  to  medical  treatment.  .APPROVED 

SJR-2001— To  create  a commission  to  ascertain  and 
devise  the  most  practicable  method  of  estab- 
lishing a judicial  mechanism  for  dealing  with 
drug  addicts  and  others  whose  personal 
accountabilitv  for  their  actions  is  impaired 
by  their  psychological  condition.  A’O  .ACTION 

SJR-2003— To  declare  the  month  of  May,  1971  as 
“\'enercal  Disease  Awareness  Month.”  .AP- 
PROVED 

A-496  —To  provide  for  regulation  of  use  of  safety 
glazing  material  and  to  direct  the  Commis- 
sioner of  Labor  and  Industry  to  promulgate 
safety  standards.  APPROVED 

A-506  —To  eliminate  the  requirement  of  a medical 
examiner’s  investigation  in  death  cases  occur- 
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ring  within  24  hours  after  admission  to  a 
hospital  or  institution  and  to  eliminate  the 
need  for  personal  presence  of  the  Medical 
Examiner,  his  deputy  or  assistant  at  the  scene 
of  the  death  requiring  investigation.  AP- 
PROVED 

A-915  —To  authorize  the  Director  of  Health  to  estab- 
lish a program  for  immunization  of  citizens 
against  rubella  disease.  APPROVED 

A-921  —To  provide  for  rubella  inoculation  for 
school  children.  APPROVED 

-A-922  —To  prohibit  erection  of  billboards,  neon 
signs  or  commercial  advertising  within  300 
feet  of  a traffic  sign,  signal  or  intersection 
along  any  State  or  county  highway.  AP- 
PROVED 

A-929  —To  permit  noncitizens  to  be  registered  as  physi- 
cal therapists.  DISAPPROVED  because,  as 
for  foreign  physicians,  the  declaration  of  in- 
tent to  become  a citizen  is  a method  open  to 
such  individuals  to  qualify  for  registration 
and  therefore,  this  legislation  is  not  neces- 
•sary. 

A-937  —To  permit  courts,  upon  application  after  a 
lapse  of  five  yeais  after  conviction,  to  expunge 
the  reaird  of  first  offenders  25  years  of  age  or 
younger,  who  have  been  convicted  of  posses- 
sion of  marihuana.  APPROVED 

A-941  —To  require  the  licensing,  inspection,  and 
regulation  of  medical  care  facilities:  to  pro- 
vide for  issuance  of  certificates  of  need  by  the 
Commissioner  of  institutions  and  Agencies 
for  construction  and  expansion  of  medical 
facilities;  to  provide  for  enforcement  by  the 
Department  of  Institutions  and  Agencies. 
(.Substitute  for  A-200  of  1970)  A'O  ACTION 
-VE4  OED 

A-94()  —To  authorize  the  confinement  of  insane  per- 
•soiis  and  those  acquitted  of  crime  because  of 
insanity  to  a New  Jersey  state  hospital  to  be 
designated  by  the  Commissioner  of  Institu- 
tions and  -Agenices.  APPROVED 

A-957  —To  direct  the  Board  of  Education  to  require 
innininization  of  all  pupils  against  rubella  as 
a condition  for  entrance  to  kindergarten  and 
grades  one  through  four.  DISAPPROVED  be- 
cause it  should  be  up  to  the  individual  Board 
of  Education  whether  immunization  against 
rubella  is  to  be  obligatory. 

A-960  —To  provide  that  the  selling  of  alcoholic  bev- 
erages to  minors  shall  be  a disorderly  persons 
offense  in  place  of  a misdemeanor.  AP- 
PROVED-l.WV-CM  (71) 

A-967  —To  regulate  and  control  the  iiianufacture, 
handling,  sale  and  distribution  of  dangerous 
substances  under  the  administration  of  the 
Department  of  Health.  (.Substantially  the 
.same  as  S-851  of  this  year.)  ACTIOM  DE- 
FERRED 

A-980  —To  create  a Population  Environment  Council 
consisting  of  the  Commissioners  of  Environ- 
mental Protection,  Labor  and  Industry,  Edu- 
cation, Health  and  Community  .-\ffairs  and 
seven  citizens  to  conduct  or  cause  to  be  con- 


ducted studies  of  the  range  of  problems 
associated  with  population  growth  and  re- 
lated demographic  changes.  NO  ACTION 

A-988  —To  establish  the  “Open  Space  Preservation 
Law”  and  to  create  a New  Jersey  Open  Space 
Council  in  the  Department  of  Environmental 
Protection.  APPROVED 

A-989  —To  provide  that  the  Department  of  Environ- 
mental Protection  shall  have  authority  to 
adopt  and  promulgate  rules  and  regulations 
concerning  the  pollution  of  the  air,  earth  and 
water  of  the  State.  APPROVED 

A-993  —To  define  “physical  therapy”  or  physiother- 
apy, to  provide  for  approval  of  the  required 
course  of  study  by  the  Council  on  Medical 
Education  of  the  American  Medical  Associa- 
tion in  collaboration  with  the  .American 
Physical  Therapy  .Association;  to  require 
applicants  for  registration  to  pass  an  exami- 
nation provided  by  the  .American  Public 
Health  .Association  or  the  Physical  Therapy 
Examining  Board  which  is  created  in  the 
Division  of  Professional  Boards  and  other 
amendments.  ACTION  DEFERRED 

.A-994  —To  permit  the  Governor  to  issue  a proclama- 
tion for  apprehending  any  person,  not  a nar- 
cotic addict  and  over  age  21  on  charges— on 
oath  by  one  or  more  credible  witnesses— of 
having  sold,  given,  administered  or  dispensed 
any  hard  tlriigs,  or  any  person  aiding  such 
person,  and  to  permit  a reward  not  exceeding 
.3500  for  any  one  person.  NO  ACTION 

.A-1020— To  provide  for  the  control  and  regulation  of 
use  and  application  of  pesticides,  to  require 
registration  and  to  establish  “ Lhe  Pesticide 
Act.”  APPROVED 

A- 1034— To  provide  for  labeling  of  horsemeat  by  per- 
sons who  transport,  other  than  a common 
carrier,  sell  or  offer  such  for  sale  to  be 
effective  when  the  (ioveriior  suspends  opera- 
tion of  the  New  Jersey  Meat  and  Poultry 
Inspection  .Act.  (Companion  measure  to 
A-10.35)  APPROVED 

.A- 1035 —To  permit  the  Governor  to  suspend  opera- 
tions of  the  “New  Jersey  Meat  and  Poultry 
Inspection  .Act”  upon  notification  that  the 
Ihiited  .States  Department  of  .Agriculture  in- 
tends to  extend  provisions  of  the  Federal 
Meat  Inspection  .Act  to  operations  and  trans- 
actions wholly  within  this  Slate.  (Companion 
measure  to  .A-1034)  APPROVED 

.A- 1037  — To  permit  boards  of  education  to  apply  to 
the  Commissioner  of  Education  for  approval 
of  programs  of  education  for  adults  in  regard 
to  the  use  of  narcotics.  APPROIED 

A-1054— lo  appropriate  .^50,000  to  the  Department  of 
Eiducaiioii  for  supervision  of  teacher  training 
and  instructional  programs  in  connection 
with  drug  education  programs  for  610,000 
students  in  secondarv  school  districts.— 
APPROVED 

.A- 1056 —To  authorize  the  Commissioner  of  E'.ducation 
to  establish  summer  workshop  and  training 
programs  to  train  selected  teachers  to  leach  a 
drug  education  program  to  secondary  school 
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teachers;  to  provide  that  the  programs  shall 
he  under  the  direction  of  persons  designated 
hv  the  Commissioner— including  representa- 
tives of  the  Departments  of  Education,  Higher 
Education,  Rutgers  University,  College  of 
Medicine  and  Dentistry  of  New  Jersey  and  the 
Urban  Schools  Development  Council.  AP- 
PROl  F.D-hWV  CM 

A-1059— To  combine  the  Rutgers  Medical  School  and 
the  New  Jersey  College  of  Medicine  and 
Dentistry  into  a single  entity  to  be  known  as 
the  College  of  Medicine  and  Dentistry  of  New 
Jersey,  to  transfer  thereto  all  employees  of 
the  two  medical  schools,  all  files,  books, 
records  and  equipment  and  all  appropriations 
available  and  to  become  available.  /IP- 
PROJED-l.A\V-C.l02 

,\-10f)0— To  appropriate  $315,000  to  the  Department 
of  Edttcation  for  grants  to  secondary  school 
districts  in  operation  of  drug  education  pro- 
grams to  be  allocated  on  tbe  basis  of  enroll- 
ment as  of  September  30,  1970  according  to 
a formula  as  determined  bv  the  Commission- 
er. APPROVED 

.'\d061— To  appropriate  $175,000  to  the  Department 
of  Education  to  establish  summer  workshops 
and  training  programs  to  train  selected  teach- 
ers to  teach  a drug  education  program  to 
secondary  school  teachers.  APPROVED— 
LAW-C.86 

A-1062— To  appropriate  $500,000  to  the  Department 
of  Health  for  the  purpose  of  matching  Federal 
funds  for  the  continuation  and  expansion  of 
the  New  Jersey  Regional  Drug  Abuse  Agency. 
PROVED-LAW-C.87 

A-10()3— To  appropriate  $130,000  to  the  Department 
of  Health  for  the  purpose  of  broadening  the 
experimental  methadone  maintenance  treat- 
ment programs  operated  by  the  New  Jersey 
Neuro-Psychiatric  Institute  at  Skillman.  AP- 
PROVED-LAW-CA26 

A-lOOf— To  appropriate  $40,000  to  the  Department  of 
Institutions  and  Agencies  for  the  purpose  of 
employing  selected  teachers  in  summer  pro- 
grams in  connection  with  the  clinical  aspects 
of  drug  addiction  and  rehabilitation  in  the 
State’s  institutions  and  agencies.  APPROVED 

A-1082— To  permit  discharges  of  sewage  and  other 
wastes  into  the  Delaware  River  only  if  they 
conform  to  regulations  of  the  Department  of 
Health  and  will  not  kill  or  injure  fish,  birds 
or  mammals,  to  take  effect  tipon  similar  en- 
actment by  the  Commonwealth  of  Pennsyl- 
vania. (Companion  measure  to  A-1083)  AP- 
PROVED 

A-1083— To  permit  discharges  of  sewage  and  other 
wastes  into  the  tidal  waters  of  the  State  only 
if  they  conform  to  regulations  of  the  Depart- 
ment of  Health  and  will  not  kill  or  injure 
fish,  birds  or  mammals.  (Companion  measure 
to  A-1082)  APPROVED 

.A-109;— To  grant  physicians,  teachers  and  other  per- 
sonnel immunity  from  civil  suit  for  damages 
for  good  faith  actions  in  relation  to  persons 
riddicted  to  or  illcgallv  using  narcotic  drugs. 
APPROVED  ° ■ o 


■\- 1099 —To  provide  that  the  Commissioner  of  Health 
may  waive  the  requirement  of  an  examina- 
tion and  a public  health  degree  for  a health 
officer’s  license  where  a person  holds  an  M.D. 
or  D.D.S.  degree,  has  been  license<J  by  the 
State,  has  experience  for  15  years  and 
completed  residency  requirements.  DISAP- 
PROVED in  adherence  to  the  policy  position 
taken  by  the  House  of  Delegates  of  MSNJ  in 
1961  and  because  such  legislation  would  be  a 
retrogressive  step  in  public  health  in  New 
Jersey. 

A-1104— To  define  “unnecessary  radiation”  in  the 
Radiation  Protection  Act;  to  add  one  more 
member  to  the  Commission,  to  permit  plac- 
ing an  “embargo”  on  machines  considered  a 
radiation  hazard.  APPROVED 

.A-1119— To  limit  the  practice  of  ophthalmic  dispens- 
ing to  licensed  ophthalmic  dispensers.  DIS- 
APPROVED because  it  would  be  an  unneces- 
sary restriction  on  the  practice  of  optometry 
and  the  practice  of  medicine  by  duly  licensed 
persons  without  a concomitant  benefit  to  the 
public. 

11 28 —To  prescribe  standards  and  requirements  for 
emergency  stopping  systems  for  motor  vehi- 
cles using  air  brakes.  APPROVED 

A-1133— To  authorize  school  districts  to  conduct  a 
non-binding  referendum  approving  or  dis- 
approving proposed  sex  education  programs 
in  any  public  school  before  any  such  program 
may  be  implemented.  NO  ACTION 

A-1135— To  provide  for  penalties  concerning  selling, 
dispensing  or  giving  aw'ay  of  marijuana  and 
other  narcotic  drugs.  NO  ACTION  (in  view 
of  enactment  of  S-851) 

A-1163— To  empower  the  board  of  trustees  of  the 
College  of  Medicine  and  Dentristr)’  of  New 
Jersev  to  acquire  the  Newark  City  Hospital. 

approved 

A-1184— To  appropriate  $100,000  to  the  Department 
of  Education  for  teacher  training  projects, 
community  drug  education  programs  and  for 
mobile  classrooms  for  drug  education  pro- 
grams. APPROVED-LAW-C.228 

A-1186— To  abolish  the  requirement  that  the  driver 
of  a motor  vehicle  must  give  an  audible  warn- 
ing by  horn  before  passing  another  vehicle 
proceeding  in  the  same  direction.  APPROVED 

A-1198— To  regulate  the  sale  of  non-prescription 
drugs  containing  ethyl  alcohol,  dextromethor- 
phan, phenobarbiial.  etc.  APPROVED 

.•V-1203— This  bill  would  transfer  all  powers,  duties 
and  responsibilities  of  the  Stale  Board  of 
Control,  the  Hospital  I.icensiiig  Board,  the 
Commissioner  of  Institutions  and  .Agencies 
and  the  Department  of  Institutions  and 
.Agencies  related  to  medical  care  facilities  to 
the  State  Department  of  Health.  (Substitute 
for  A-941)  APPROVED 

.•\-1207— To  require  approval,  inspection  and  regula- 
tion of  narcotic  treatment  centers  by  the 
Commissioner  of  Health.  APPROVED— 
I.A^V-C.334 
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A-1211— To  establish  a state- wide  system  of  Drug 
Abuse  Treatment  and  Counseling  Clinics  un- 
der the  direction  of  the  Commissioner  of 
Health.  APPROVED 

A-1 2 13— Requires  the  written  consent  of  a parent  or 
guardian  of  a pupil,  and  of  a physician  of 
the  parent’s  or  guardian’s  choice,  prior  to  the 
administration  to  a pupil  by  public  school 
authorities  of  any  drug  or  medication  for 
experimental  purposes  or  for  stimulating  the 
learning  process.  APPROVED 

A-1216— To  direct  the  Commissioner  of  Health  to 
combat  lead  poisoning  in  children  and  to 
appropriate  $100,000.  NO  ACTION 

A-1219— To*  appropriate  S240.000  to  the  Department 
of  Education  for  additional  expenses  incurred 
in  the  operation  of  drug  education  programs 
in  secondary  schools,  for  implementation  of 
teacher  training  programs  and  acquisition  of 
audio-visual  equipment.  APPROVED— LAW - 
C.229 

A-1236— To  authorize  the  Commissioner  of  Health  to 
provide  for  the  care  and  treatment  of  drug 
addicts  by  public  and  private  facilities,  in- 
cluding out-patient  care  and  rehabilitation 
treatment  and  to  appropriate  300,000.  AP- 
PROVED 

A- 1252 —To  add  the  Commissioner  of  Health  to  the 
Board  of  Trustees  of  the  College  of  Medicine 
and  Dentistry  of  New  Jersey.  APPROVED— 
L.\W-C.311 

A-1258— To  provide  that  no  person  shall  be  fitted 
with  footwear  while  barefoot  and  to  provide 
that  anyone  who  violates  this  act  shall  be  a 
disorderly  person.  NO  ACTION 

A-1 260 —To  provide  that  no  person  shall  distribute, 
sell  or  deliver  any  eye  glasses  or  sun  glasses 
unless  they  are  fitted  with  heat-treated  glass 
lenses,  plastic  lenses  or  laminated  lenses  and 
capable  of  withstanding  an  impact  test  of  a 
54"  steel  ball  dropped  fifty  inches  and  to  pro- 
vide that  no  person  may  fabricate,  sell  or 
have  in  his  ptossession  frames  manufactured 
from  cellulose  nitrate  or  other  highly  flam- 
mable materials.  DISAPPROVED,  because 
Section  3 of  the  bill  is  much  too  broad  and 
might  result  in  an  undue  economic  burden. 

A-1271— To  provide  that  the  consent  of  a minor  who 
is  suffering  from  mental  illness  to  provisions 
of  medical  or  mental  health  care  or  services 
shall  be  valid  and  binding.  DISAPPROVED, 
because  the  bill,  as  written,  is  inherently  un- 
sound in  that  it  calls  for  reliable  judgment 
from  an  individual  who  by  definition  is  in- 
capable of  rendering  the  same. 

A-1291  —To  provide  for  the  regulation  of  mass  gather- 
ings and  for  the  establishment  in  the  State 
Department  of  Health  of  a Mass  Gathering 
Review  Board.  APPROVED 

A-1 295 —To  provide  that  no  person  shall  apply  lead 
paint  to  toys,  furniture  or  the  interior  sur- 
faces of  any  dwelling,  dwelling  unit,  rooming 
house,  rooming  unit  or  facility  occupied  or 
used  by  children;  to  authorize  the  Commis- 
sioner of  Health  to  promulgate  rules  and 
regulations  and  to  institute  legal  action  if  he 


finds  that  any  municipality  is  not  enforcing 
provisions  of  this  act.  APPROVED 

-\-1307— To  provide  for  a New  Jersey  Controlled  Dan- 
gerous Substances  Act.  NO  ACTION  (in  view 
of  enactment  of  S-851) 

A- 13 12— To  appropriate  $1,000,000  to  the  Department 
of  Health  for  family  planning  and  related 
services.  NO  ACTION 

A-1323— To  prohibit  the  littering  of  waterways  and 
adjacent  shores  and  beadies  and  to  regulate 
marine  toilets  and  to  repeal  Chapter  13,  P.L. 
1954  and  Chapter  170,  P.L.  1958.  APPROVED 

A-1337— To  require  all  persons  riding  in  the  front 
seat  of  an  automobile  manufactured  after 
July  1,  1966  to  wear  seat  safety  belts.  DIS- 
APPROVED, because  there  are  certain  medi- 
cal conditions  in  which  the  wearing  of  seat 
belts  is  contraindicated. 

.-\-1354— To  require  public  school  buses  and  other 
motor  vehicles  used  to  transport  children  to 
and  from  school  to  be  equipped  with  seat 
belts  for  every  seat.  APPROVED 

A-1386— To  provide  for  the  regulation  and  control  of 
pesticides  by  the  Department  of  Environ- 
mental Protection  and  to  establish  a Pesticide 
Control  Council.  APPROVED 

.■\-2001  —To  permit  blind  persons  with  trained  seeing- 
eye  dog  guides  to  enter  into  all  public 
places.  APPROVED 

-\-2037— To  provide  that  no  person  shall  store  or 
drain  or  dispose  of  dangerous  or  toxic  chemi- 
cals in  or  on  the  soil  unless  the  soil  is  pro- 
tected by  a dike  or  shield  and  unless  an  an- 
nual permit  is  obtained  from  the  Commis- 
sioner of  Environmental  Protection.  AP- 
PROVED 

A-2038— To  prescribe  criminal  penalties  for  atrocious 
assault  and  battery  on  police,  firemen,  volun- 
teer firemen  and  ambulance,  rescue,  first-aid 
or  emergency  squad  personnel.  APPROVED 

A-2039— To  provide  for  appointment  of  a member  of 
the  New  Jersev  Industrial  Nurses  Association 
to  the  State  Board  of  Examiners  of  Nurses. 
NO  ACTION 

A-2055— To  provide  that  the  State  Rehabilitation 
Commission  shall  administer  a program  of 
vocational  rehabilitation  to  severely  handi- 
capped persons  and  shall  institute  and  ad- 
minister a program  of  extended  employment 
in  a sheltered  workshop.  APPROVED 

-A-2056— To  delete  the  requirement  that  the  county 
medical  examiner  shall  be  a resident  of  the 
county  in  which  appointed.  APPROVED 

-\-2060— To  create  the  New  Jersey  Medical  Educa- 
tion Loan  Fund  in  the  Department  of  Higher 
Education.  ACTIVE  SUPPORT 

.\-2061— To  provide  that  the  Board  of  Nursing  shall 
not  suspend  a temporary  permit  to  any  for- 
eign nurse  to  practice  professional  nursing 
solely  because  such  nurse  failed  to  pass  a 
nursing  examination  given  by  the  Board.  NO 
ACTION 
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A-2073— lo  icquire  issuance  ol  a pleiiaiy  Uceiise  to 
piaciice  medicine  and  surgery  lo  persons 
achiecing  a 7a%  average  in  examinations 
given  by  the  .Medical  Examining  Board. 
AC'J  IO.\  DEt  ERRED,  because  this  measure 
eliminates  the  discretionary  powers  ot  the 
State  Board  ot  Medical  E.xaniiners.  Ihc 
C.ouncil  reterred  this  bill  to  the  State  Board 
ot  -Medical  Examiners  tor  its  opinion. 

-V-2071)— lo  authorize  the  Public  Utilities  Commission 
to  regulate  and  control  ratiioactive  material, 
waste  and  by-product  material  and  to  pro- 
vide for  licensing  and  hling  ol  annual  re- 
ports. DISARRRO I ED,  because  this  bill  is  in 
conllict  with  C.  33  of  the  Laws  of  f970,  trans- 
ferring power  to  control  unnecessar)  radia- 
tion Iroin  the  Depaiinient  ot  Health  to  the 
Department  ot  Environmental  Piotection. 

.\-2091  — lo  permit  medical  payments  lor  children  in 
foster  homes,  where  placed  by  private  non- 
proht  agencic's,  under  tlie  medical  assistance 
p rogra  in . A RPR  Ol  'ED 

.\-209S— lo  provide  that  illnesses  caused  by  hyperten- 
sion, heart  disease,  tuberculosis,  intliiding 
coronary  thrombosis,  shall  be  deemed  an 
occupational  disease  of  lire  and  policemen. 
DISAPPROl'ED,  because  this  bill  involves 
diagnosis  by  legislation  rather  than  by  medi- 
cal examination. 

.\-2U99  — lo  provide  that  under  C.  2.75,  P.L.  1944, 
hypertension,  heart  disease,  tuberculosis  suf- 
fered by  lire  and  policemen  shall  be  pre- 
sumed to  have  been  sullered  in  the  line  of 
duty.  DISAPPROl'ED,  because  this  bill  in- 
volves diagnosis  by  legislation  rather  than  by 
medical  examination. 

.\-2100— lo  provide  under  C.  253,  P.L.  1944,  that 
hypertension,  heart  vlisease,  tuberculosis  suf- 
fered by  lire  and  policemen  sball  be  pre- 
sumed to  have  been  sullered  in  the  line  of 
duty.  DISAPPROVED,  because  this  bill  in- 
volves diagnosis  by  legislation  rather  than  by 
medical  examination. 

.V-2102  — To  permit  examination  of  person  for  a bio- 
analytical  laboratory  director’s  license  who 
demonstrates  that  he  has  acquired  through 
experience  or  through  experience  and  sdiool- 
itig  the  rc()uircmcnts  set  forth  in  the  Bio-ana- 
lytical Laboratory  and  Laboratory  Director’s 
•Act.  DISAPPROVED,  because  there  is  no 
justification  for  the  lowering  of  standards  pro- 
vided by  existing  statutes,  since  these  stand- 
ards arc  essential  lor  the  protection  of  the 
jniblic. 

•\-2107  lo  retjuire  labeling  of  any  soap,  soap  powder 
or  detergent  as  to  its  phospliate  content;  de- 
clares any  violator  a disordcrlv  person.  AP- 
PROVED 

^■-'i5  — lo  provide  that  pos.session  of  more  than  5 
grams  of  marijuana  or  any  amount  of  hashish 
shall  be  a high  misdemeanor.  A’O  ACTIOX 

\ 2122— 1 o delete  provisions  of  ihe  New  Jei-sey  Medi- 
ral  -Assistance  and  Health  Service’s  Act  pro- 
viding for  payment  of  claims  through  a fiscal 
agent  .»•  by  direct  adminisiration  by  the  De- 
. a“tmr-ni  of  institutions  and  .Agencies  XO 
’ y OX 


A-2131— To  p*ovide  that  no  hospital  which  receives 
funds  under  the  Medical  Assistance  and 
Health  Serv'ices  Act  shall  rerjuire  as  a condi- 
tion to  serving  an  internship  an  examination 
other  than  that  required  by  the  State  Board  of 
Medical  Examiners.  DISAPPROVED,  because 
enactment  of  this  legislation  could  ultimately 
result  in  the  withdrawal  of  approval  of  all 
internships  and  residencies  in  tne  hospitals 
that  act  in  accordance  with  its  provisions. 

•A-2132— To  provide  under  the  Air  Pollution  Control 
-Act  that  noise  shall  be  considered  an  air 
contaminant  and  at  a level  greater  than  loti 
perceived  noise  decibels  shall  be  prima  facie 
evidence  of  air  pollution.  APPROVED 

.A-2135— To  permit  freeholders  in  a county  which  has 
no  county  home  or  hospital  for  children 
afflicted  with  sickle  cell  anemia  to  appropriate 
not  more  than  §5,000  each  year  for  diagnosis 
and  treatment  of  such  cliildren  provided 
freeholders  in  a hrst  class  county  witn  popu- 
lation over  800,000  may  appropriate  not 
more  than  §10,000  each  year.  APPROVED 

A-2165— Concerning  pensions  of  police  and  hreraen, 
to  deline  a traumatic  event  as  applicable  to 
any  personal  injury  by  accident  ari»ing  out  of 
and  in  the  course  of  employment  witnout  re- 
gard to  negligence  of  the  employee  except  in 
cases  of  willtuly  self-inflicted  injury  or  in- 
toxication is  the  proximate  cause  of  injui^ 
and  the  test  shall  be  whether  the  actual  work 
effort  contributed  materially  to  the  disability 
sustained.  XO  ACTJOX 

■A-2181— Lo  provide  for  the  "Noise  Control  Act’’  and 
to  empower  the  Department  of  Environmental 
Protection  to  promulgate  codes  and  regula- 
tions. APPROl  ED 

AJR-2002— To  declare  March  7-13  as  "Save  A'our 
V'ision  Week.”  APPROVED 

ACR-2005— To  amend  the  New  Jersey  Constitution, 
after  referendum,  to  provide  that  all  proceeds 
from  the  State  Lottery  shall  go  to  aid  for 
education  instead  of  for  State  institutions. 
DISAPPROVED,  because  this  bill  would  di- 
vert revenues  from  the  State  Lottery  presently 
earmarked  for  both  mental  health  and  edu- 
cational programs  solely  to  the  field  of  edu- 
cation. 

.AR-20  —To  direct  the  Department  of  Environmental 
Protection  to  conduct  a study  of  the  effects 
of  steam  emission  into  the  atmosphere  upon 
the  ecology  and  environment  of  the  State  and 
to  formulate  appropriate  reg^ulations.  XO 
ACT  I OX 

Of  the  foregoing  bills  . . . 

(A)  Eleven  (11)  that  were  APPROVED 

were  signed  into  law;  S-821,  .-\-960,  A-1056, 
A-1059,  -\-1061,  A-1062,  .VlOfiS.  .VI 184, 

-VI 207,  .VI 2 19,  and  .VI 252. 

y 

I I ' 

(B)  One  (1)  bill  that  was  ACTIVELY  OP- 
POSED was  signed  into  law — S-2015. 
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(C)  One  (1)  bill  that  was  APPROVED  lost 
in  the  Assembly — A-988. 

N.B.  No  bills  that  were  DISAPPROVED 
were,  so  far,  signed  into  law. 

Federal  Legislation 

The  91st  Congress  saw  the  introduction  of 
several  thousand  bills  dealing  with  Health 
Care.  Significantly  H.R. 17550 — the  proposed 
Social  Security  Amendments  of  1970,  and  the 
more  than  10  National  Health  Insurance  pro- 
posals all  failed  to  gain  Congressional  approv- 
al. Thus  these  matters  are  all  subject  for 
consideration  by  the  92nd  Congress. 

The  Social  Security  Amendments  of  1971 
have  been  introduced  by  Representative  Wil- 
bur Mills  of  Arkansas  and  received  the  desig- 
nation of  H.R.l.  This  bill  is  currently  in 
Committee  and  subject  to  revision. 

There  are  once  again  numerous  proposals  for 
national  health  insurance,  ranging  from  the 
AFL-CIO  offering  to  the  .\MA  Medicredit 
concept.  Indications  are  that  there  will  be  at 
least  15-20  bills  dealing  with  that  subject  in 
the  92nd  Congress. 

Other  bills  of  interest  are  concerned  with  the 
establishment  and  operation  of  Health  Main- 
tenance Organizations.  Chief  proposals  in 
this  regard  initiate  with  the  Administration 
and  the  American  Hospital  Association.  Sen- 
ate 892  proposes  a mechanism  to  determine 
the  proficiency  of  individuals  to  perform 
health  care  services  jiayable  under  Medicare 
and  Medicaid. 

The  text  of  this  apparently  far-reaching  bill 
is  not  yet  available  for  distribution,  but 
should  prove  of  prime  interest  to  the  medical 
profession. 

Approved  (page  Tr  137) 


Supplemental  Report  #1 

At  its  meeting  on  18  April,  the  Board  of  Trus- 
tees considered  and  acted  upon  recommenda- 
tions from  the  Council’s  meeting  of  15  April. 
The  Council  therefore  offers  this  Supplemen- 
tal Report  covering  items  dealt  with  since  the 
compilation  of  its  annual  report. 

Current  State  Legislation 

The  following  list  presents  the  official  posi- 
tion of  MSNJ  regarding  additional  bills  cur- 
rently in  the  Legislature  and  those  bills  that 
have  been  signed  into  law  since  the  compila- 
tion of  its  annual  report. 

Of  the  bills  listed  in  the  annual  report  . . . 

a.  Four  (4)  bills  that  were  APPROVED  were 
signed  into  law;  S-896,  S-949,  S-977,  S-2140, 
and  A-694 

b.  Two  (2)  bills  that  were  DISAPPROVED 
were  signed  into  law: 

S-2083  —To  permit  licensing  of  graduates  of  foreign 
medical  schools  to  practice  medicine  in  the 
United  States  after  one  year  of  internship  in 
a hospital. 

A-21.31— To  provide  that  no  hospital  which  received 
funds  under  the  Medical  Assistance  and  Health 
Services  Act  shall  require  as  a condition  to 
serving  an  internship  to  take  an  examination 
other  than  that  required  by  the  State  Board 
of  Medical  Examiners. 

Bills  curreully  iu  the  Legislature  . . . 

S-636  —To  provide  that  the  State  Sanitary  Code 
shall  not  contain  any  regulation  which  re- 
quires or  directs  the  mandatory  fluoridation 
of  any  public  potable  water  supply.  DIS- 
APPROVED, because  MSNJ  has  taken  a posi- 
tion in  favor  of  the  mandatory  fluoridation 
of  public  potable  water  supplies.  (Board-18 
April  1971) 

S-2111  —To  provide  that  no  dog  brought  to  a pound 
or  shelter  shall  be  sold  or  otherwise  be 
made  available  for  experimentation.  DISAP- 
PROVED, because  it  would  hinder  progress 
of  scientific  animal  research,  with  jeopardy  to 
the  public  welfare. 

S-2120  To  provide  that  the  Board  of  Nursing  shall 
consist  of  5 members,  4 of  whom  shall  be 
registered  professional  nurses  and  1 a licensed 
practical  nurse;  to  provide  for  a term  of  5 
years  and  to  provide  that  appointments  shall 
be  made  by  the  Governor  from  non-binding 
recommendations  of  various  nurses’  profes- 
sional as.sociations.  APPROVED 
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S-2128  —To  authorize  the  Commissioner  of  Health  to 
contract  with  voluntary,  non-profit  hospitals 
for  early  care,  treatment,  rehabilitation, 
counseling,  and  education  of  drug  users  and 
their  families  and  to  appropriate  $150,000. 
APPROVED 

S-2129  —To  establish  in  the  Department  of  Health  a 
Health  Hazard  Abatement  Fund  where 
municipalities  may  make  application  to  the 
Commissioner  for  funds  to  defray  expenses 
incurred  in  abating  conditions  harmful  to 
the  health  and  safety  of  occupants  of  build- 
ings and  structures  regulated  by  such  munici- 
palities. NO  ACTION 

S-2131  —To  include  under  the  Flammable  Fabrics 
Act  all  bedding  and  toys.  APPROVED 

S-2135  —To  permit  the  Commissioner  of  Education 
to  send  handicapped  children  to  private 
operated  non-profit  day  classes  more  than 
400  miles  from  Trenton.  APPROVED 

S-2140  —To  provide  that  "educational  facility”  under 
the  Educational  Facilities  Authority  Law 
shall  include  a teaching  hospital.  APPROVED 

S-2181  —To  declare  the  need  for  comprehensive  con- 
trol of  child  care  centers  and  to  establish  a 
Child  Care  Commission.  APPROVED 

S-2184  —To  authorize  the  establishment  of  county 
special  services  school  districts  for  the  educa- 
tion and  treatment  of  handicapped  children 
under  rules  and  regulations  to  be  prescribed 
by  the  State  Board  of  Education.  APPROVED 

•■\-2073- To  require  issuance  of  a medical  license  to 
practice  medicine  and  surgery  to  persons 
achieving  a 75%  average  in  examinations  given 
bv  the  Medical  Examining  Board.  DISAP- 
PROVED, in  support  of  the  position  taken 
by  the  State  Board  of  Medical  Examiners  on 
tire  basis  of  their  long  experience. 

A 2189— To  prohibit  any  person,  who  operates  a cor- 
poration or  business  enterprise  extending 
credit,  lending  money,  or  collecting  debts 
from  contacting  personally  or  by  telephone 
the  debtor,  his  family,  friends,  or  place  of 
employment  for  the  purpose  of  collecting  any 
delincjiient  debts  owed  by  the  debtor.  DIS- 
APPROVED, because  the  bill  does  not  make 
provision  to  except  the  primary  extender  of 
credit  so  that  he  may  make  direct  contact  by 
telephone  with  the  debtor.  (Bill  withdrawn 
by  sponsor) 

A -22 10— To  provide  that  no  person  shall  purchase, 
obtain,  or  procure  narcotic  drugs  outside  a 20 
mile  limit  of  his  residence  except  upon  the 
written  recommendation  of  his  emplover  or 
a physician.  DISAPPROVED  WITH  ACTIVE 
OPPOSITION  IF  lill.L  MOVES,  because 
the  means  provided  in  this  measure  are 
extravagantly  disproportionate  to  the  very 
limited  advantages  that  might  possibly  result. 

A-2244  To  provide  that  it  shall  be  a disorderly  per- 
son's violation  for  anyone  to  abandon  any 
disposable  or  reusable  hypodermic  needle  or 
syringe  without  first  destroying  it.  DISAP- 
PRO\  ED,  because  although  the  intent  of  the 
legislation  is  laudable,  the  measure  imposes  a 


disproportionate  burden  upon  patients  and 
physicians  alike  in  the  probably  vain  hope  of 
limiting  and  measurably  restricting  the  ac- 
tivities of  illegal  users  of  drugs. 

A-2246— To  require  the  furnishing  of  drinking  water 
and  toilet  facilities  to  seasonal  farm  workers 
w'hile  working  in  the  fields.  APPROVED 

A-2261— To  provide  that  no  doctor  of  chiropractic 
shall  directly  or  indirectly  publish  any  adver- 
tisement concerning  the  practice  of  chiro- 
practic. APPROVED 

A-2290— To  create  a commission  to  study  the  rising 
cost  of  medical  care  and  its  effect  upon  medi- 
cal insurance.  APPROVED 

A-2294— To  require  disclosure  of  information  relative 
to  activities  of  persons  w’ho  seek  to  influence 
the  content,  introduction,  passage  or  defeat  of 
legislation.  NO  ACTION 

.\-2305— To  prohibit  podiatrists,  doctors  of  medicine 
and  surgery,  chiropractors  and  psychologists 
from  engaging  in  any  form  of  advertising, 
whether  as  individuals  or  through  profes- 
sional service  corporations.  ACTION  DE- 
FERRED, pending  a conference  with  the 
sponsors  of  the  measure  in  order  to  effect 
constructive  amendments  in  the  public  inter- 
est. 

A-2322— To  provide  for  the  licensing  of  maternity 
homes  by  the  Department  of  Institutions  and 
Agencies.  APPROVED 

A-2331— To  provide  that  the  Commissioners  of  En- 
vironmental Protection  shall  formulate  and 
promulgate  rules  and  regulations  concerning 
the  labeling  and  prohibiting,  conditioning 
and  controlling  the  sale  of  cleaning  agents 
whose  use  may  tend  to  cause  adverse  effects 
on  man  or  the  environment.  APPROVED 

A-2368— To  provide  for  a license  fee  and  annual 
registration  of  persons  licen.sed  to  practice 
medicine  and  surgery  and  to  increase  fees 
for  members  of  various  professions  regulated 
bv  the  State  Board  of  Medical  Examiners. 
APPROVED 

A-2370— To  provide  for  a $25  fee  for  a certificate  of 
approval  of  health  facilities  and  a $75  fee 
for  each  inspection  and  approval  of  a public 
medical  care  facility.  DISAPPROVED,  be- 
cause this  measure  would  impose  an  added 
economic  burden  on  the  taxpayers  for  carry- 
ing out  a procedure  for  which  taxes  have 
already  been  collected. 

Approved  (page  Tr  137) 
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Supplemental  Report  #2 

Current  State  Legislation 

Since  the  preparation  of  the  first  supplemen- 
tal report  on  legislation  for  presentation  to 
the  House  of  Delegates,  the  Governor  has 
signed  into  law  the  following  four  bills  con- 
cerning which  the  Society  has  taken  an 
official  position; 

S-2088— To  provide  for  a Health  Care  Administration 
Board  in  the  Department  of  Health  with  the 
Commissioners  of  Health  and  Insurance  as 
ex-officio  members,  to  authorize  the  Commis- 
sioner of  Health  to  inquire  into  the  operation 
and  conduct  inspections  of  medical  care  fa- 
cilities, to  adopt  regulations,  to  provide  for 
licensing  and  to  transfer  all  functions  related 
to  administration  of  laws  concerning  boarding 
homes  for  sheltered  care,  care  of  children  and 
adults,  private  mental  hospitals,  convalescent 
homes,  private  nursing  homes  and  private 
hospitals  from  the  Department  of  Institutions 
and  Agencies  to  the  Department  of  Health. 
DISAPPROVED,  WITH  ACTIVE  OPPOSI- 
TION IP  THE  BILL  MOVES,  because  it 
poses  a threat  to  the  free  practice  of  medicine, 
concentrates  excessive  power  in  the  hands  of 
one  person,  and  jeopardizes  the  continuance 
of  the  life  and  operation  of  the  Medical- 
Surgical  Plan  of  New  Jersey  (New  Jersey  Blue 
Shield)  . 

In  a series  of  conferences  culminating  in  a 
ptiblic  hearing  on  S-2088  held  on  23  March 


the  Society’s  opposition  was  thoroughly  set 
forth.  Subsequently  S-2088  was  amended  in 
Senate  Committee  and  the  new  version  effect- 
ed amendments  that  overcame  the  Society’s 
opposition  to  the  concentration  of  excessive 
power  in  the  hands  of  one  person  by  requir- 
ing that  the  Commissioner  formulate  and 
promulgate  rules  and  regulations  only  with 
the  approval  of  the  Health  Care  Administra- 
tion Board,  which  was  enlarged  to  have  a 
total  of  thirteen  members.  On  the  basis  of 
the  fact  that  thus  the  chief  objection  of  the 
Society  to  S-2088  was  overcome,  from  that 
point  on  the  Society  did  not  continue  to  op- 
pose S-2088.  S-2088  specifically  excludes  ser- 
vices provided  by  a physician  in  his  private 
practice  from  the  health  care  services  that  fall 
within  the  purview  of  this  legislation. 

.■\-l2II— To  establish  a statewide  system  of  Drug 
.Abuse  Treatment  and  Counseling  Clinics  un- 
der the  direction  of  the  Commissioner  of 
Health.  APPROVED 

.A-2001  — To  permit  blind  persons  with  trained  seeing- 
eve  dog  guides  to  enter  into  all  public  places. 

Approved 

.A-20.")6  — To  delete  the  requirement  that  the  county 
medical  examiner  shall  be  a resident  of  the 
county  in  which  appointed.  APPROVED 

Approved  (page  Tr  137) 


Fellows,  1 to  r:  Collins,  Jehl,  Bedrick,  McCall,  Kustrup,  Kaufman,  Calvin. 
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..^clminidttatLue  C^ouncii 


Medical  Services 


Louis  K.  Collins,  M.D.,  Chairman,  Glassboro 

(Reference  Committee  “F”) 


The  1970-1971  Administrative  Year  proved  to 
be  an  active  and  eventful  one,  as  the  follow- 
ing detailed  report  will  reveal. 

Rei’E.al  of  AN’TISUBSTITUTIOX  L.vws 

\various  states  faced  the  problem  of  com- 
bating legislation  that  would  repeal  their  re- 
spective antisubstitution  statutes.  The  Board 
of  Trustees,  through  the  urging  of  this  Coun- 
cil, adopted  a position  in  support  of  the 
to  resist  vigorously  any  attempts  at  re- 
peal of  our  New  Jersey  Antisubstitution 
Statute.  The  position  of  the  Society  was  made 
known  to  the  New  Jersey  Pharmaceutical  As- 
sociation, I bus  far,  we  are  happy  to  report,  no 
bill  has  been  introduced  in  New  Jersey  that 
would  alter  the  current  Antisubstitution 
Statute. 

Approved  (page  Tr  140) 

Bk\  N KTT  a M E.N  dm  ENT MeDIC.VRE M EDIC.V  I D 

The  Council  urged  the  Board  of  Trustees  to 
go  on  record  in  support  of  the  AMA’s  posi- 
lion  of  opposition  to  the  Bennett  Amend- 
meni  relc\ant  to  Medicare  and  Medicaid. 
I he  Board  of  Trustees  concurred.  The  Ben- 
nett Amendment  failed  to  jiass  the  December 
1970  session  of  Congress. 

Approved  (page  Tr  140) 

I'EE  iNEOrniES  U.NDER  MeI)IC..\RE  .VXD 

Medic.md 

I he  iiiherently  inetjuitable  circumstance 
wher-b'V  an  ex|ierienced  practitioner  is 
li-fls  ' ^nto  an  unduly  low  fee  profile  while 
ihc  p ■ iMuer  newly  entering  medicine  to- 
day ha-,  i'  e hance  to  establish  a more  rea- 
omdde  I :a  .1  .■  compensation  was  discussed 

at  length  ■ he  fiscal  intermediary.  We 


have  heard  that  there  is  a correct  mechanism 
which,  although  not  ideal,  at  least  offers  some 
relief.  The  physician  in  question  must  submit 
his  complaint  in  writing  to  the  carrier  and 
evidence  at  least  a six  month  billing  pattern 
at  the  new  rate  in  order  to  justify  his  request 
for  an  adjusted  fee  profile. 

The  fiscal  intermedian',  of  course,  can  act 
only  in  accordance  with  Federal  law  and  reg- 
ulations. As  long  as  the  program  is  on  the 
basis  of  usual  and  customan'  fees,  there  will 
be  in  inevitable  time  lag  between  the  adjust- 
ment of  fee  levels  and  recognition  by  the 
intermediaries  and  HE^V. 

Approved  (page  Tr  140) 

Form.vtiox,  Fl'.xc:tioxtxg,  and  Respoxsibili- 

TIES  OF  UtILIZ.VTIOX  REVIEW  COMMITTEES 

.\t  the  request  of  the  Board  of  Trustees  the 
Council  drafted  guidelines  for  utilization  re- 
view committees.  As  all  members  of  the  Soci- 
ety can  well  imagine,  the  recent  emphasis  on 
peer  review  made  our  deliberations  both  con- 
troversial and  complicated.  We  considered 
tivo  or  three  drafts,  all  of  tvhich  were  subject 
to  major  review  and  alteration  by  the  Coun- 
cil members.  Finally,  at  our  February  meet- 
ing, the  Council  unanimously  adopted  the 
folloiving  guidelines  which  the  Board  of 
Trustees  approved  at  their  March  meeting. 

Peer  review  as  applied  to  the  profession  of  medicine 
means  tliat  all  investigation  and  evaluation  of  the 
services  and  activities  of  physicians  are  made  by  other 
physicians.  This  term  is  generic.  T here  are  many 
facets  of  medicine  open  to  peer  review;  Credentials 
Committees  and  Tissue  Committees  are  hut  two  exam- 
ples. Ttilization  review  is  another,  as  is  the  quality  of 
care  provided.  These  latter  two  aspects  are  of  great 
current  interest  because  of  third  party  payer  concern. 

Preamble:  There  .seems  to  be  some  misunderstanding 
and  possible  disagreement  concerning  the  above  title. 
Some  persons  and  some  medical  societies  have  Utiliza- 
tion C.ommittees  (serving  in  hospitals)  and  also  Re- 
view Commiiiees  at  county  medical  or  state  society 
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level,  which  go  beyond  utilization  and  actually  resem- 
ble our  State  Society  Judicial  Mechanism  to  some 
extent  in  that  they  consider  fee  disputes  which  they 
arbitrate  In  New  Jersey  we  believe  that  a proper 
mechanism  exists  in  our  judicial  Committee  to  adjudi- 
cate and  arbitrate,  and  respond  to  patient,  doctor, 
hospital,  and  third  party  payer  complaints. 

We  shall  consider  hospital  based  and  county  medical 
society  formed  Utilization  Review  Committees  as  essen- 
tially the  same.  Their  formation  would  be  different  as 
elected  or  appointed  by  hospital  staff  or  county  medi- 
cal society,  but  their  operation  similar. 

The  Utilization  Review  Committee  should  be  con- 
cerned not  only  with  .Medicare,  Medicaid,  and  other 
third  party  paid  patients,  but  with  all  occupants  of 
hospital  and  Extended  Care  Facility  beds.  The  Utiliza- 
tion Review  Committee  should  devote  particular 
attention  to: 

1.  Unnecessary  admissions 

2.  Excessive  length  of  in-patient  stay 

3.  Delay  in  use  or  over-use  of  x-ray,  laboratory,  and 
other  diagnostic  and  therapeutic  sert'ices 

4.  Delay  in  consultation  or  referral 

In  addition,  the  Committee  should  study  patterns  of 
care,  i.e.,  studies  ordered,  treatment  rendered,  fre- 
quency of  complications,  length  of  stay  of  particular 
category  compared  to  AID  or  PAS. 

The  Utilization  Review  Committee  should  have  no 
enforcement  or  punitive  powers  of  its  own;  it  should 
be  advisory  and  educational  to  all  parties  concerned. 

The  Utilization  Review  Committee  should  work 
closely  with  Medical  Records  Committee,  the  Tissue 
Committee,  and  OR,  Admissions,  Pharmacy,  and  other 
medical  staff  committees.  Thought  should  be  con- 
sidered to  including  the  functions  of  medical  audit, 
tissue  review,  and  infection  control  committees  into 
the  Utilization  Revew  Committee. 

The  Utilization  Review  Committee  should  conduct  an 
on-going  current  review  of  charts,  not  only  a study  of 
discharged  patient’s  charts. 

The  Utilization  Review  Committee  should  make  recom- 
mendations to  appropriate  medical  staff  committees, 
chiefs  of  scr\'ices,  or  administration  regarding  the 
following: 

Administration: 

1.  Institute  methods  to  overcome  delays  in  transmitting 
orders  and  carrying  out  various  diagnostic  and  ther- 
apeutic procedures 

2.  Overcome  inadequate  weekend  and  night  coverage 
of  facilities 

3.  Strengthen  Social  Service 

4.  Integrate  admission  schedule  and  OR  schedule 

5.  Increase  the  availability  of  ambulatory  patient  serv- 
ice. 

Chief  of  Service: 

1.  Analysis  of  cases  indicating  delay  or  neglect  in 
obtaining  consultation 

2.  Analysis  of  wide  variations  in  length  of  stay  of 
cases  with  same  diagnosis 

3.  Consideration  of  unnecessary  hospital  admissions 

4.  Consideration  of  unnecessary  utilization  of  lab, 
x-ray,  and  other  ancillary  services 

5.  Duplication  or  excessive  use  of  multiple  physicians 


The  Utilization  Review  Committee  should  make  regu- 
lar reports  and  have  regular  meetings  with  minutes 
available  for  proper  authorities;  the  Utilization  Review 
Committee  should  develop  appropriate  forms  and 
checklists  in  order  to  facilitate  its  operation. 

The  county  medical  society  Utilization  Review  Com- 
mittee would  properly  function  in  Extended  Care 
Facilities  and  in  smaller  hospitals  with  no  Utilization 
Review  Committees  of  their  own. 

The  possibility  of  one  hospital’s  Utilization  Review 
Committee  working  in  another  hospital  should  not  be 
overlooked.  This  would  not  only  be  an  enlightening 
experience  but  would  forestall  the  Governmental  ap- 
proach to  Peer  Review. 

The  Utilization  Review  Committee  should  be  able  to 
prove  that  it  actually  does  influence  effective  utiliza- 
tion for  the  better. 

Approved  as  corrected — change  "Councir*  to  ’’Committee'* 
in  3rd  sentence  of  Preamble,  (page  Tr  140) 

Relative  Value  Index 

AVe  had  been  charged  by  the  1970  House  of 
Delegates  with  the  updating  and  revision  of 
the  1964  California  Relative  Value  Studies  to 
suit  the  needs  of  MSNJ  members. 

Information  received  from  The  Medical- 
Surgical  Plan  of  New  Jersey  and  various  state 
and  specialty  societies  revealed  that  the  Fifth 
Edition  of  the  California  Relative  Value 
Studies  (1969)  is  now  commonly  accepted. 
Detailed  jjerusal  of  both  versions  indicates 
that  the  complexity  of  recent  procedures 
makes  it  virtually  impossible  to  amend  the 
1964  version  so  that  it  would  be  suitable  for 
our  use. 

As  previously  noted,  the  1969  version  of  the 
California  Relative  Value  Studies  is  widely 
accepted.  We  have  attempted  to  secure  copies 
of  that  production  for  the  use  of  the  com- 
ponent societies.  With  the  approval  of  the 
Board  of  Trustees  we  offer  the  following: 

Recommendation 

That  The  Medical  Society  of  New  Jersey 
adopt — as  its  updated  version— the  Fifth  Edi- 
tion (1969)  in  its  most  recent  form,  of  the 
California  Medical  Association  Relative  Val- 
ue Studies. 

Approved.  It  was  pointed  out  that  the  index  should  be 
used  only  os  a guideline,  (page  Tr  140) 
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Certainly  we  can  anticipate  that  the  upcom- 
ing year  will  again  j^rotltice  a substantial 
amount  of  work  lor  the  Council’s  consider- 
ation. That  new  amendments  to  the  Medi- 
care and  Medicaid  Acts  will  pass  the  current 
Congress  is  a foregone  conclusion.  In  those 
amendments  we  will  undoubtedly  see  the 
establishment  of  a nationwide  peer  review 
mechanism  and  the  establishment  and  oper- 
ation of  Health  Maintenance  Organizations. 
To  keep  abreast  of  developments  in  this  re- 
gard, the  Chairman  of  the  Council  attended  a 


Regional  .Meeting  on  “Peer  Review”  con- 
ducted by  the  AM.A.  in  Washington,  D.C., 
and  also  an  HEW’  sponsored  program  on 
“Health  Maintenance  Organizations”  in  New 
York  City  in  the  latter  part  of  March. 

I thank  all  the  members  of  the  Council  for 
their  diligent  and  dedicated  efforts  this  past 
year. 

Approved  vrith  notation  (page  Tr  140) 


iSpeciai  C^ommittee  to  C^ouncii  on  WedicJS. 


ervices 


Occupational  Health,  Workmen's  Compensation, 
and  Rehabilitation 


Joseph  A.  Lepree,  M.D.,  Chairman,  Elizabeth 

(Reference  Committee  “F”) 


The  Committee  has  had  no  formal  meetings  make  to  the  House, 
this  year  and  thus  has  no  formal  report  to  No  oction  necessary. 


Tr  C6 


I HE  JOURNAL  OF  1 HE  .\IED1C;AL  SOCIETY  OF  NEW  JERSEY 


^^^dminiAtraiive  C^ouncii 


Mental  Health 

Edward  A.  Schauer,  M.D.,  Vice-Chairman,  Farmingdale 
(Reference  Committee  “F”) 


This  year  the  Council  has  labored  without 
the  benefit  of  its  original  and  only  Chairman, 
Robert  S.  Garber,  M.D.  Dr.  Garber  was  un- 
able to  attend  our  meetings  because  of  the 
extraordinary  demands  upon  his  time  in  con- 
sequence of  his  service  as  President  of  the 
American  Psychiatric  Association  this  past  year. 
^Ve  take  this  means  formally  to  congratulate 
Dr.  Garber  for  his  achievements,  particularly 
the  reception  of  the  Mount  Airy  Gold  Medal 
for  distinguished  service  in  the  field  of  psychi- 
atry. His  return  to  the  Council  will  be  wel- 
comed by  all. 

The  Special  Committees  to  the  Council  have 
generated  much  activity  during  the  year.  The 
details  of  their  deliberations  appear  in  their 
respective  reports.  I shall  confine  my  com- 
ments to  two  very  sensitive  and  volatile  areas 
of  concern  to  all  physicians. 

Si-.i'ARATE  Department  OF  Mentae  Health 
AND  Retardation 

The  1970  House  of  Delegates  adopted  Reso- 
lution #13  as  amended  which  called  for  the 
establishment  within  the  State  Government 
of  a separate  Department  of  Mental  Health 
and  Mental  Retardation,  with  a board  cer- 
tified psychiatrist  as  Commissioner  thereof. 

The  New  Jersey  Senate  Committee  on  Insti- 
tutions and  Welfare  contracted  with  the 
American  Pyschiatric  Association  for  a survey 
of  New  Jersey  Mental  Health  Needs  and 
Resources.  That  survey  was  conducted  over 
an  extended  period  of  time,  and  the  results 
thereof  were  reported  to  the  Senate  Commit- 
tee on  Institutions  and  Welfare  in  February 
1971.  Although  the  report  has  been  made 
public  it  has  not,  for  some  inexplicable  rea- 
son, been  widely  distributed.  The  Council 
however,  has  reviewed  it  in  depth  and  detail. 


The  report  agrees  unequivocally  with  Reso- 
lution #13  as  adopted  by  the  1970  House  of 
Delegates.  We  believe  it  is  timely  and  proper 
for  The  Medical  Society  of  New  Jersey  to 
reaffirm  its  position  in  this  regard.  Since  there 
is  some  question  as  to  what  the  reaction  of 
the  State  Government  will  be  in  regard  to  the 
•\P.\  report,  we  recommend  that  the  House 
of  Delegates  adopt  the  following  position: 

rite  1969  House  of  Delegates  adopted  Reso- 
lution #21  w'hich  called  for  the  Society  to 
jjetition  the  Governor  to  survey  and  restructure 
New  Jersey  mental  health  programs.  Subse- 
quently, the  New  Jersey  Senate  Committee 
on  Institutions  and  Welfare  contracted  with 
the  .American  Psychiatric  Association  Con- 
tract Sur\ey  Board  lor  report  and  recommen- 
dations relevant  to  the  New  Jersey  Mental 
Health  Program. 

■Anticipating  that  the  survey  woidd  be  exten- 
sive and  prolonged,  this  Society  adopted,  in 
1970,  Resolution  #13  which  called  for  the 
State  Government  to  establish  as  a principal 
agency  a “Department  of  Mental  Health  and 
Mental  Retardation  with  a board  certified 
psychiatrist  as  Commissioner  thereof.”  The 
■AP.A  Contract  Survey  Board  submitted  its 
final  report  to  the  Senate  Committee  on  Insti- 
tutions and  ^Velfare  in  February  1971.  That 
report  calls  for  the  establishment  within  the 
State  Government  as  a principal  agency 
thereof,  of  a sejtarate  Department  of  Mental 
Health  with  a board  certified  psychiatrist  as 
Commissioner  responsible  directly  to  the 
Governor. 

Recommendation 

That  MSNJ  reaffirm  its  position  in  favor  of 
the  establishment  within  the  State  Govern- 
ment of  a separate  Department  of  Mental 
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Health,  with  a board  certified  psychiatrist  in 
charge  and  responsible  directly  to  the  Gover- 
nor. 

Approved  (page  Tr  141) 

The  Council  was  pleased  to  learn  that  the 
President  has  appointed  two  of  our  members 
to  serve  on  a Steering  Committee  formed  by 
the  New  Jersey  Neuro-Psychiatric  Association 
and  the  New  Jersey  Mental  Health  Associa- 
tion and  several  other  appropriate  agencies  to 
seek  the  effectuation  and  implementation  of 
the  APA  Contract  Survey  Board  Report. 

Psychiatric  Services 

The  Council  is  dismayed  to  see  that  legisla- 
tion has  once  again  been  introduced  that 
would  under  insurance  programs  equate  ser- 
vices rendered  by  a psychologist  with  those  of 
the  physician.  The  Society  has  of  course  dis- 


approved those  bills.  In  1966,  The  Medical 
Society  of  New  Jersey  and  the  then  Committee 
on  Mental  Health,  vigorously  opposed  legisla- 
tion that  licensed  psychologists  and  granted 
them  the  privilege  of  practicing  psychothera- 
py. The  Legislature  and  the  Governor  howev- 
er, ignored  our  protests  and  the  bill  became 
law.  We  are  still  opposed  to  this  concept. 

Recommendation 

That  MSNJ  reaffirm  its  opposition  to  the 
unsupervised  practice  of  psychiatric  modali- 
ties, including  psychotherapy,  by  persons  not 
licensed  to  practice  medicine  and  surgery. 

Approved  (page  Tr  141) 

Approved.  Reference  Commiffee  urged  continued  efforts 
in  opposition  to  unsupervised  practice  of  psycliiatric  modali- 
ties (page  Tr  141 ) 


Speciai  C^ommitteed  to  C^ouncii  on  WentJ  MeJtli 

Alcoholism 


George  A.  Rogers,  M.D.,  Chairman,  CamcJen 

(Reference  Committee  “F”) 


The  main  concern  of  the  Special  Committee 
on  Alcoholism  in  all  its  meetings  over  the 
year  was  to  try  to  determine  how  The  Medical 
Society  of  New  Jersey  could  best  help  combat 
the  increasing  prevalence  of  alcoholism. 
Much  of  the  work  of  the  Committee  was  di- 
rected toward  determining  what  had  been 
done  and  what  was  being  done  in  the  State 
hospitals,  general  hospitals,  and  the  medical 
schools  in  New  Jersey  in  regard  to  the  prob- 
lem of  alcoholism. 

Ou  survey  of  what  was  being  done  and  wiiat 
wa."  needed  was  not  completed  as  of  our  last 
' ■ ;g,  '.nd  it  is  hoped  that  this  constructive 

iq  ' ry  can  be  continued  by  the  Committee 
next  year. 


The  first  order  of  business  was  Resolution 
No.  27  from  the  1970  House  of  Delegates, 
which  was  referred  to  our  Committee  for 
study.  This  resolution  concerned  the  estab- 
lishment of  Alcoholism  Detection  Clinics  and 
Alcoholism  ^Veek  in  each  component  county 
society.  Dr.  Shenkman,  Bergen  County,  the 
originator  of  the  .Alcoholism  Detection  Clin- 
ics, was  invited  to,  and  attended,  the  initial 
meeting  of  the  Committee.  A good  deal  of 
information  concerning  the  results  of  the  De- 
tection Clinics  and  the  publicity  preceding 
tliem  was  examined,  evaluated,  and  discussed 
by  the  Committee.  .A  recommendation  was 
sent  to  the  Mental  Health  Council,  support- 
ing Resolution  No.  27,  but  this  recommenda- 
tion was  modified  by  the  Council. 
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In  an  effort  to  obtain  guidance  and  a survey 
of  the  needs  of  New  Jersey  in  the  field  of 
alcoholism,  letters  were  written  to  Drs. 
Garber  and  Schauer,  to  Mr.  Harris  of  the 
State  Health  Department,  to  Dr.  "Wolman  of 
the  .-Vlcoholism  Committee  of  the  American 
Medical  Association,  and  to  the  appropriate 
ccMnmittee  of  the  component  county  socie- 
ties, as  well  as  to  Alcoholics  Anonymous. 

After  learning  of  some  of  the  difficulties  in 
New  Jersey  in  obtaining  treatment  for  alco- 
holics, it  was  recommended  that  each  State 
hospital  have  a unit  devoted  solely  to  the 
treatment  of  alcholism.  (See  recommenda- 
tions below) . 

At  the  suggestion  of  Mr.  Harris  of  the  State 
Department  of  Health,  with  whom  the  Com- 
mittee met,  the  Medical  Directors  of  the  ten 
State-funded  Alcoholism  Clinics  were  invited 
to  attend  a meeting  of  the  Committee  to 
discuss  their  problems  and  needs.  This  meet- 
ing, which  five  Medical  Directors  attended, 
was  a particularly  useful  and  informative  an- 
alysis of  the  status  of  education  concerning 
and  treatment  of  alcoholism  in  New  Jersey. 
The  Committee  was  able  particularly  to  get  a 
view  of  the  status  of  education  on  alcoholism 
at  the  College  of  Medicine  and  Dentistry  of 
New  Jersey  at  Newark  from  the  presentation 
by  Dr.  Francis  Smith  of  the  College  and  Mart- 
land  Medical  Center. 

The  Committee  recommended  to  the  Council 
that  improvement  be  made  in  the  teaching 
curricula  in  regard  to  alcoholism  in  the  State 
medical  schools,  particularly  with  regard  to 
teaching  the  treatment  of  chronic  alcoholism, 
and  to  teaching  it  as  a total  rehabilitative 
process,  rather  than  as  a strictly  medical 
problem.  ,\  recommendation  was  also  made 
that  teaching  in  the  State’s  general  hospitals 
in  regard  to  treatment  of  alcoholism  be  sup- 
ported by  State  funds,  and  that  the  Academy 
of  Medicine  conduct  an  educational  program 
on  the  treatment  of  alcoholism. 

A guide  for  the  treatment  of  the  acute  alco- 
holic, prepared  and  submitted  by  Dr.  Paul 


Fagan  of  Mountainside  Hospital,  was  consid- 
ered, and  its  dissemination  was  recom- 
mended. 

The  following  recommendations  were  ap- 
proved by  The  Council  on  Mental  Health 
and  by  the  Board  of  Trustees: 

1.  That  each  component  medical  society  be 
urged  to  stimulate  the  development  of  facili- 
ties for  the  detection  and  treatment  of  alco 
holism  and  related  conditions,  in  cooperation 
with  all  medical  and  social  organizations  that 
can  assist  in  such  a program;  that  the  county 
societies  and  the  detection  and  treatment  fa- 
cilities be  urged  to  effect  close  laison  between 
practicing  physicians  and  these  facilities;  and 
that  The  Medical  Society  of  New  Jersey  rec- 
ommend that  each  of  these  presently  existing 
alcoholism  facilities,  as  well  as  those  estab- 
lished in  the  future,  be  placed  under  the 
supervision  of  a physician  fully  licensed  by 
the  State  of  New  Jersey. 

2.  That  The  Medical  Society  of  New  Jersey 
use  all  of  its  influence  to  have  incorporated 
in  the  curricula  of  the  appropriate  depart- 
ments of  the  medical  schools  (medicine  and 
psychiatry)  a more  adequate  program  de- 
voted to  the  subject  of  alcoholism,  and  more 
specifically  the  treatment  of  the  alcoholic. 

3.  That  MSN}  urge  the  directors  of  medical 
education  to  include  treatment  of  alcoholism 
and  the  acute  alcoholic  in  the  appropriate 
approved  residency  programs. 

4.  That  the  Board  of  Trustees  of  The  Medical 
Societv  of  New  Jersey,  cognizant  of  the  epide- 
mic proportions  of  alcoholism,  urge  the  State 
to  make  funds  available  to  general  hospitals 
to  be  utilized  in  post-graduate  education  pro- 
grams for  physicians,  in  combating  this 
chronic  disease. 

5.  That  the  Board  of  Trustees  of  The  Medical 
Society  of  New  Jersey  urge  the  Academy  of 
Medicine  to  conduct  educational  programs 
for  the  }:>i'acticing  physician  on  the  treatment 
of  alcoholism. 
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6.  I'hat  the  outline,  “The  Practical  Manage- 
ment ol  the  Acute  Alcoholic”  be  referred  to 
the  Editor  of  The  Journal,  to  be  used  at  his 
discretion,  with  the  approval  of  its  author, 
Paul  C.  Fagan  M.D.,  as  an  informational 
item  in  The  Journal. 

Unfinished  business,  which  it  is  hoped  the 
Committee  will  take  up  next  year,  consists  of 
contacting  Mr.  Janies  Deans,  Executive  Di- 
rector of  the  New  Jersey  Alcoholism  Council, 
for  his  thoughts  on  New  Jersey’s  needs,  con- 


tacting a representative  of  the  Alcoholics 
-Anonymous  groups  of  New  Jersey,  for  their 
thoughts  about  the  needs  of  New  Jersey,  and 
holding  interviews  with  Mr.  Nicholas  Heil, 
Governor  Cahill’s  representative,  and  Dr. 
WMlman  from  the  AMA,  in  regard  to  the 
implementation  of  the  recently  passed  federal 
legislation  concerning  support  for  the  com- 
munity treatment  of  alcoholism. 

Approved  with  notation  (page  Tr  1411 


Drug  Abuse 

Henry  A.  Davidson,  M.D.,  Chairman,  East  Orange 
(Reference  Committee  “F”) 


The  wretched  problem  of  drug  abuse  contin- 
ues to  haunt  our  culture.  'VVe  physicians  do 
not  .seem  any  more  skillful  in  meeting  the 
problem  than  the  social  workers,  clergymen, 
school  teachers,  p.sychologists,  penologists, 
pharmacologists,  and  other  assorted  well- 
meaning  people  have  been.  Some  of  us  take 
refuge  in  the  fact  that  the  physician’s  job  is 
to  detoxify  and  say  that  once  we  do  so,  the 
])roblem  of  preventing  a relapse  belongs  to 
workcTs  in  the  other  behavior  science  fields. 

While  this  is  something  of  a cop-out,  it  is  true 
that  we  ill  medicine  don’t  really  know  much 
about  the  factors  that  cause  an  addict  to  re- 
turn to  the  pill,  the  vapor  bag,  the  snort,  or 
the  needle.  From  one  point  of  view,  people 
turn  to  drugs  when  their  life  style  is  other- 
wise unsatisfactory.  Therefore  to  attack  the 
problem  basically,  we  must  diauge  the  life 
stvie  . . . hardly  the  physician’s  job.  From 
another  point  of  \iew,  those  who  depend  for 
their  satisfaction  on  “things”  rather  than  on 
human  beings,  hill  back  on  things — including 
drugs  when  they  arc  troubled.  Or  it  mav  be 
that  • ug  alnise  is  a kind  of  fashion,  or  even 
a = :>ni:>r;..  >1'  | .iid,  as  the  word  implies,  bv 
cni  i :t  - o ..«is.  Many  of  the  abusers  to- 


day are  from  comfortable  middle-class  homes, 
so  that  we  can  no  longer  console  ourselves 
with  the  thought  that  this  is  only  a ghetto 
problem  or  the  by-product  of  poverty. 

.All  of  this  has  left  our  profession  in  a spirit 
of  hopelessness.  Into  the  vacuum  thus 
created,  other  professional  and  self-help 
groujrs  have  eagerly  moved.  The  one  most 
dramatic  development  in  the  past  year  has 
been  the  burgeoning  of  the  methadone  pro- 
gram. Since  methadone  has  to  be  prescribed 
by  physicians,  it  remains  the  one  method  that 
is  essentially  within  our  control.  It  also  meets 
the  need  we  all  have  to  do  something  specific 
about  the  matter.  The  other  prescriptions, 
concerning  emotional  and  sociologic  parame- 
ters, are  too  vague  and  abstract  to  offer  any 
practical  a.ssistance. 

So  far  the  verdict  on  methadone  is  mixed. 
Some  object  that  it  is  not  proix*!'  to  fight 
addiction  to  one  drug  l)y  inducing  addiction 
to  another.  Some  object  that  it  opens  the 
door  to  a black  market  in  methadone.  Others 
fear  that  the  priming  effect  of  methadone  on 
a person  taking  heroin  will  make  him  even 
more  addicted.  In  spite  of  those  objections. 
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we  have  so  little  to  offer  that  we  cannot  turn 
down  anything  that  might  help;  and  certainly 
methadone  is  in  this  category. 

At  present  there  is  controversy  about  the  pos- 
sibility of  outpatient  induction  of  (or  mainte- 
nance by)  methadone.  The  State  Methadone 
Maintenance  Program  has  worked  out  an 
outpatient  regime  which  sets  up  all  kinds  of 
safeguards  and  which,  we  feel,  is  worth  try- 
ing. 

In  December  1969  the  state  osteopathic  asso- 
ciation asked  if  they  could  send  observers  to 
onr  meetings  and  \ve  agreed.  So  far,  however, 
none  has  appeared.  We  have  also  been  in 
touch  with  the  state  pharmaceutical  associa- 
tion and  with  the  Division  of  Drug  .\buse  at 
the  College  of  Medicine  and  Dentistn  of  New 
Jersey  in  Newark. 


There  has  been  some  criticism  of  the  exten- 
sive efforts  being  directed  at  heroin  addicts 
with  a relative  slighting  of  those  who  have 
become  habituated  to  amphetamine,  mari- 
juana, barbiturates,  and  L.S.D.  People  wor- 
ried about  alcoholism  have  also  complained 
that  alcohol  addiction  is,  perhaps,  ten  or  even 
twenty  times  as  common  as  drug  addiction, 
yet  gets  much  less  share  of  public  and  profes- 
sional attention,  energy,  time,  and  money. 

T/ic  Journal  has  been  most  heljfful  in  accept- 
ing several  articles  on  the  subject  ami  in 
publishing  the  column  “Behind  the  Drug 
Scene.”  The  column  and  articles  have 
provided  a useful  channel  between  those  who 
work  intimately  on  the  problem  and  the  med- 
ical profession  in  general. 

Approved  with  notation  (page  Tr  141) 


Emotional  Disorders  of  Childhood  and  Adolescence 

Eugene  V.  Resniek,  M.D.,  Chairman,  Paramus 
(Reference  Committee  “F”) 


The  focus  of  the  Committee’s  work  this  year 
was  its  interest  in  special  educational  facili- 
ties for  mentally  ill  children  and  adolescents. 
Several  meetings  were  held  with  officials  of 
the  Bureau  of  Special  Education  and  Pupil 
Personnel  Services  of  the  Department  of  Edu- 
cation. These  meetings  served  to  clarify  prob- 
lems and  procedures  in  providing  services  for 
these  ill  youngsters,  and  to  promote  coordina- 
tion between  educational  and  medical  and 
psychiatric  services  for  them.  .\s  an  outgrowth 
of  this,  the  Bureau  and  the  Committee 
jointly  prepared  an  informational  exhibit  for 


the  1971  MSNJ  .Annual  Meeting.  This  ex- 
hibit is  aimed  at  informing  the  physicians  of 
the  state  of  appropriate  procedures  to  be 
used  in  entering  and  maintaining  youngsters 
in  the  special  educational  “system”,  and  of 
what  channels  are  available  for  corrective  ac- 
tion should  the  “system”  not  be  serving  the 
needs  of  a particular  patient.  The  Committee 
also  made  ])lans  for  continuing  programs 
better  to  inform  physicians  and  associated 
mental  health  professionals  in  these  matters. 

Approved  with  notation  (page  Tr  141) 
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Mental  Retardation 

Miles  E.  Drake,  M.D.,  Chairman,  Vineland 
(Reference  Committee  “F”) 

The  Committee  has  had  no  formal  meeting  make  to  the  House, 
this  year  and  thus  has  no  formal  report  to  No  action  necessary 


Seizures 

J.  Lloyd  Morrow,  M.D.,  Chairman,  Passaic 

(Reference  Committee  “F”) 


The  Special  Committee  on  Seizures  met  on 
two  occasions  with  the  Executive  Assistant 
and  invited  guests. 

The  Committee  was  especially  gratified  by 
the  successful  culmination  of  years  of  effort  in 
the  passage  of  revised  Legislation  on  convul- 
sive disorders  entitled,  “An  Act,  concerning 
reporting  of"  epilepsy  and  repealing  Sections 
26:5-1  through  26:5-13  of  the  Revised 
Statutes,’’  which  was  signed  by  the  Acting 
Governor  in  September  1970  (Senate  Bill 
573).  This  Act  is  the  subject  of  an  Exhibit  at 
this  Annual  Meeting  which  explains  the 
functioning  and  the  intent  of  the  revised  leg- 
islation. 

The  Committee  studied  and  classified  seizure 
disorders  and  their  treatment  and  evolved  a 
pocket-sized  card  entitled,  “Epilepsy  Treat- 
ment Ciuide.’’  .\t  its  1970  Annual  Meeting 
the  House  of  Delegates  approved  the  pocket 
card  and  recommended  that  an  enlarged  ver- 
sion of  it  be  made  available  to  every  hospital 
for  display  in  the  emergency  rooms.  Ac- 
cordingly, a total  of  93  Xew  Jersey  Cfeneral 
Hos|fitals  received  a large  poster-size  version 
of  the  Epilepsy  Tieatmctit  Cdiide  atid  8,265 
pocket-sized  caicls  were  sent  to  the  (om|)onent 
medical  societies  lor  distribution  to  their 
metnbers. 

•Much  discussioti  was  dec oted  to  the  valid 


function  of  the  Committee  in  view  of  its  work 
in  implementing  the  mandates  originally  im- 
posed ujjon  it;  namely,  seizure  delimitation, 
education,  legal  implications,  liaison,  and  col- 
laboration. It  was  felt  that  those  mandates 
which  were  not  completed  and  which  cvere  of 
an  ongoing  nature  were  not  only  seizure 
disorder  in  character  but  of  a more  general 
category  better  subserved  by  the  broader  ori- 
entation of  neurology.  Attention  was  called 
to  the  relative  lack  of  significant  identifica- 
tion of  neurology  to  its  appropriate  degree  of 
importance  in  the  Mental  Health  Council.  It 
was  therefore  recommended  that  the  Council 
on  Mental  Health  move  to  change  the  name 
of  this  Committee  to  the  “Special  Committee 
on  Neurological  and  Related  Disorders,” 
which  recommendation  was  subsequently  ap- 
proved by  the  Council  on  Mental  Health  and 
by  the  Board  of  Trustees. 

In  conformity  with  our  educational  and 
therapeutic  objectives,  the  Committee  met 
with  Mr.  James  F.  \Vhite,  President,  New 
Jersey  Chapter,  Epilepsy  Foundation  of 
.Vmerica,  to  discuss  the  program  of  that  orga- 
nization and  the  possibility  of  our  coojjeration 
in  service  to  the  people  of  our  state.  Further 
study  will  be  required  for  completion  and 
implementation  of  this  project. 


App-oved  (page  Tr  141) 
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^^dminidtratiue  C^ouncii 


Public  Heatih 

Robert  G.  Salasin,  M D.,  Chairman,  North  Wildwood 
(Reference  Committee  “G”) 


Most  of  the  matters  coming  before  the  Coun- 
cil have  their  origin  in  the  Special  Commit- 
tees. Our  report,  therefore,  deals  only  with 
matters  particular  to  the  Council.  The  de- 
tailed reports  of  the  Special  Committees  will 
follow  this  report. 

.AnAtissioN  OF  Tuberculosis  Patients  in 
General  Hospital 

The  Board  of  Trustees  referred  to  the  Coun- 
cil a communication  from  the  Tuberculosis- 
Respiratory  Disease  .Association  of  New'  Jer- 
sey wherein  MSNJ’s  endorsement  of  a policy 
statement  was  requested.  That  statement 
reads  as  follows; 

Recently  the  need  has  arisen  in  some  areas  to  treat 
tuberculosis  patients  in  general  hospitals  either  because 
.specialized  tuberailosis  hospitals  are  not  available  or 
other  urgent  medical  (non-tuberculosis)  problems 
necessitate  it.  New  Jersey  has  a state  hospital,  the  New 
Jersey  Hospital  for  Chest  Diseases  at  Glen  Gardner, 
which  cares  for  patients  with  any  respiratory  disease 
recpiiring  prolonged  convalescence.  There  are  also 
several  county  institutions  which  accept  tuiiercidosis 
patients. 

There  may  be  instances,  however,  when  medical  or 
social  reasons  may  dictate  consideration  of  the  short- 
term admission  of  a tuberculosis  patient  to  a general 
hospital; 

(1)  Serious  accident  or  acute  illness  rec]uiring  emerg- 
ency treatment  which  cannot  he  provided  by  the  state 
or  county  chest  hospital. 

(2)  The  need  for  diagnostic  studies  and  interim  treat- 
ment while  long-term  plans  for  care  are  being  made. 

When  any  of  these  situations  suggest  the  short-term 
admission  of  TB  patients  to  a general  hospital,  the 
hospital,  with  planning,  can  manage  the  tuberculosis 
easily  and  safely,  based  on  today’s  concepts  of  treatment 
and  transmission  of  this  disease. 

During  recent  years,  scientific  studies  have  shown  that 
TB  patients— even  those  with  advanced  disease— can  be 
treated  very  well  in  a general  hospital  because  the 
patient  becomes  rapidly  noninfectious  after  the  initia- 
tion of  chemotherapy  and  because  simple  precautionary 
measures  can  be  used  to  stop  the  spread  of  tubercle 
bacilli  during  the  usually  brief  time  he  is  infectious 
following  admission. 


The  Council  recommended  that  The  Medical 
Society  of  New  Jersey  endorse  in  principle 
the  foregoing  statement  and  the  Board  of 
Trustees  concurred.  In  addition,  the  Council 
further  recommended  that  The  Medical  Soci- 
ety of  New  Jersey  register  concern  that  the 
recalcitrant  patient  loads  might,  with  the 
phasing  out  of  county  residential  facilities, 
create  an  excessive  demand  on  the  remaining 
state  facility.  The  Board  of  Trustees  did  not 
agree  and  tabled  that  further  recommenda- 
tion because  there  was  no  documentation 
that  an  excessive  burden  would  be  placed  on 
Clen  Gardner. 

I’ROCTOSIOMOmOSCOI'V  Ex.vminations 

It  was  brought  to  the  attention  of  the  Coun- 
cil that  in  certain  instances  the  fiscal  interme- 
diaries under  Medicare  and  Medicaid  have 
refused  to  recognize  the  validity  of  a claim 
for  a proctosigmoidoscope  examination.  The 
Ciouncil  recommended  that  the  Board  of 
Trustees  advise  the  fiscal  intermediaries  that 
such  a jirocedure  is  indicated  for  patients 
o\er  }()  years  of  age  and  should  not  be  cate- 
gorically dismissed  as  “not  medically  indi- 
cated.’’ The  Board  of  Trustees,  in  considering 
this  matter,  amended  the  recommendation  by 
deleting  the  reference  entirely  to  “patients 
over  40  years  of  age”  and  added  the  thought 
that  the  procedure  is  indicated  when  “related 
to  the  complaint.”  The  fiscal  intermediary 
has  been  so  informed. 

.Australia  Antigen  .Screening  of  Blood 
Units 

The  Council  was  informed  of  a letter  sent  to 
Blood  Bank  Directors  from  Martin  Goldfield, 
M.D.,  Director,  Division  of  Laboratories, 
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Xew  Jersey  State  Department  ot  Health,  con- 
cerning “Australia  Antigen  Screening  of 
Blood  Units,  dated  5 August  1970.  I he  letter 
states  . . Should  it  be  necessary  to  use 
untested  units  for  the  preparation  of  fresh 
components,  it  is  suggested  that  pints  taken 
for  stich  jjrocessing  be  chosen  from  donors 
who  have  contributed  other  units  during  the 
previous  year  that  had  been  tested  and  re- 
ported to  you  as  being  Australia  antigen  neg- 
ative.’’ (Certain  hospital  personnel  have  in- 
terpreted the  letter  to  mean  that  only  tested 
blood  may  be  transfused.  The  Council  did 
not  agree  and  did  not  believe  this  was  the 
intent  of  Dr.  Goldfield;  therefore  it  recom- 
mended: 

That  a letter  he  sent  to  Dr.  Goldfield  explaining  what 
has  happened  and  requesting  that  he  clarify  his  pre- 
vious letter  insofar  as  there  is  a definite  need  for  fresh 
blood  in  acute  and  surgical  bleeding  cases,  and  that  it 
may  be  transfused  without  the  implication  that  the 
physician  is  not  jnacticing  good  medicine. 

1 he  foregoing  was  approved  by  the  Board  of 
I rustees  and  the  appropriate  conmninication 
sent.  .\t  our  January  meeting  we  noted  that 
the  Department  of  Health  had  not  yet  re- 
plied. We  therefore  urged  the  Board  to  send 
a follotv-up  letter.  .Subsequent  to  our  meet- 
ing, a letter  of  explanation  tvas  received.  Al- 
though the  clarification  given  was  .satisfactorv 
the  Board  noted  that  it  was  not  distributed  to 
the  Blood  Banks  and  has,  therefore,  re- 
(piested  Dr.  Goldfield  to  send  the  letter  to  all 
Blood  Bank  Directors  who  received  tlie  origi- 
nal 5 August  1970  statement. 

Joi.NT  GoMMISSION  OX  AcCREniT.VTIOX  OF 
1 losi>n.\i.s 

I he  Council  discussed  the  evaluation  of  hos- 
pitals tor  accreditation  by  the  Joint  Commis- 
sion. It  was  our  opinion  that  in  addition  to 
the  present  jiractice  of  examining  the  hospi- 
tal records  and  the  physical  plant,  nursing 
care  and  the  (|uality  ol  care  rendered  in  the 
institution  should  be  a part  of  the  inspection. 
We  recommended  to  the  Board  that  the  Joint 
(.ommission  be  urged  to  conduct  a confiden- 
tial survey  ol  staff  physicians  prior  to  inspec- 
tion to  obtain  their  opinion  as  to  the  (juality 


ot  care  in  the  hospital.  The  Board  felt  that 
the  present  method  was  satisfactory  and 
therefore  disapproved  our  recommendation. 

FDA  Pronouncement  Concerning  the  Use 

OF 

Anti-Di.abetic  Mfi)ic.\tions 

The  Council  fears  that  the  announcement  by 
the  FDA  concerning  the  efficacy  and  side 
effects  of  certain  anti-diabetic  medications 
and  other  announcements  in  a similar  vein 
may  tend  to  jeopardize  the  physician-patient 
relationship  and  the  confidence  necessary 
thereto. 

The  following  report  was  offered  to  the  Board 
of  Trustees. 

The  Council  on  Public  Health  has  recei\ecl  a letter 
from  the  New  Jersey  Public  Health  Association 
through  its  President,  Dr.  Oscar  .Sussman.  dealing  with 
the  controversial  L’niversity  Group  Diabetes  Program 
Study  on  the  treatment  of  diabetes.  This  communica- 
tion dealt  with  the  unfortunate  release  of  interpreta- 
tions of  parts  of  the  data  to  the  public  media  before 
physicians  had  any  infonnation,  and  the  subsequent 
jjiecipitate  actions  of  the  Food  and  Drug  Administra- 
tion, both  of  which  caused  unnecessarv  alarm  and  con- 
fusion among  a million  diabetic  patients  and  a loss  of 
confidence  in  their  physicians  and  progiam  of  therapy. 

Inadequate  statements  bv  the  .American  Medical  Asso- 
ciation and  the  .American  Diabetes  .Association  have 
not  clarified  the  issues.  New  Jersey  physicians  who 
treat  patients  with  diabetes  are  forced  to  practice 
defensively  under  the  threat  of  lawsuit  as  a result  of 
this  situation.  .Mter  careful  deliberation  on  the  issues, 
this  Gouncil  suggested  that  the  Board  of  Trustees 
consider  the  following: 

1.  The  Tniversitv  Group  Diabetes  Program  .Study, 
which  cost  S7.()()0,()00  and  almost  ten  vears  of  work, 
had  many  good  features.  However,  experts  (juestion  the 
validity  of  the  interpretation  of  the  data  because  of 
deficiencies  in  homogeneity  in  baseline  cardiac  risk 
factors;  the  techni(]ues  of  statistical  anaivsis.  the  arbi- 
trary ami  atvpical  nuxle  of  treatment  of  patients,  the 
sweeping  extrapolation  of  the  results  to  the  whole 
universe  of  diabetic  patients,  and  the  condemnation  of 
the  whole  spectrum  of  oral  hypoglycemic  drugs,  despite 
the  fact  that  only  tolbutamide,  and,  for  a shorter 
period,  phenformin  were  studied. 

2.  The  uncritical  and  premature  recommendations  of 
the  Food  and  Drug  .Administration  on  the  treatment 
of  diabetes  in  the  F'chkI  ami  Drug  .Administration  Cur- 
rent Drug  Information  letter  (October  1970)  to  physi- 
cians are  confusing,  impractical,  and  a dis.senice. 

3.  T he  Food  ami  Drug  .Aiiministraiion  was  overbear- 
ing and  short-sighted  in  retiuiring  a change  of  package 
insert  by  manufacturers  of  oral  hypoglycemic  drugs, 
despite  the  request  to  the  contrarv  of  an  im|X)rtant 
group  of  diabetes  specialists. 
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4.  Releases  by  the  public  media  (press,  radio,  and 
T.V.)  were  out  of  context,  and  frightening,  placing 
physicians  in  an  embarrassing  and  compromising  posi- 
tion when  they  had  no  printed  scientific  material  to 
read  on  the  subject. 

5.  The  poor  judgment  and  ill-conceived  actions  de- 
scribed above  have  shaken  the  foundation  of  good 
medical  and  public  health  practice  in  the  control  of 
this  chronic  metabolic  disorder,  and  have  resulted  in 
a danger  to  the  conception  and  completion  of  clinic 
research  itself  in  the  future. 

6.  Finally,  this  unwise  interference  with  the  physician’s 
care  of  his  patient  by  a governmental  regulatory  agency 
represents  the  practice  of  medicine  "by  fiat,"  while  the 
physician  has  no  protection  from  unjustified  legal 
action. 


The  Council  on  Public  Health  reconnnentled 
the  following: 

That  the  Board  of  Trustees  consider  this  matter 
promptly,  and  issue  a protest  to  the  Food  and  Drug 
.Administration. 

The  Board  of  Trustees  approved  of  this  state- 
ment at  its  21  March  1971  meeting. 


Approved  (page  Tr  143) 
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Cancer  Control 

John  L.  OIpp,  M.D.,  Chairman,  Englewood 

(Reference  Committee  “G”) 


The  ajjplication  for  space  at  MSNJ’s  .Annual 
Meeting  to  further  education  of  physicians  in 
proctosigmoidoscopy  was  withheld  because 
adequate  supervision  of  the  instruments  and 
manikins  could  not  be  assured. 

I'he  Committee  suggests  that  proctosigmoidos- 
copy and  “Pap”  Tests  be  “routine”  for  all 
new  patients  over  30. 

The  manuscript  entitled  “A  New  Approach 
to  Treatment  of  Inoperable  Malignancies” 
was  received  and  discussed.  Publication  in 
The  Journal  was  not  recommended  in  view 
of  the  paucity  of  cases  of  proved  malignancy 
and  the  short  follow-up  period. 

Tumor  Registries  are  very  helpful  in  deter- 
mining the  results  of  cancer  therapy  in  com- 
munity hospitals.  A Workshop  for  Tumor 
Registry  Secretaries  and  Tumor  .Activity 
Chairman  is  planned  for  June  1971.  It  will  be 


co-sponsored  l>y  the  New  Jersey  Regional 
Medical  Program,  American  College  of  Sur- 
geons, and  the  .American  Cancer  Society. 

I'he  Committee  recommends  approval  of  this 
workshop  Ijy  The  Medical  Society  of  New 
Jersey. 

It  is  also  recommended  that  the  hospitals  of 
the  State  of  New  Jersey  be  surveyed  to  deter- 
mine the  number  and  location  of  functioning 
tumor  registries.  The  survey  will  include  all 
hospitals  of  over  100  beds.  The  published 
rejjorts  by  the  .American  College  of  Surgeons 
will  be  included  in  the  survey. 


Approved.  Reference  Committee  felt  thot  the  statement 
suggesting  that  proctosigmoidoscopic  and  pap  tests  be 
routine  tor  new  patients  over  30  should  be  dealt  with  in 
greater  detail  (page  Tr  144) 
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child  Health 

William  J.  Farley,  M.D.,  Chairman,  Nutley 

(Reference  Committee  “G”) 


Perinatal  Study  Conference  Program 

A suggested  Guide  for  the  Hospital  Perinatal 
Study  Conference,  formulated  jointly  with 
the  Committee  on  Maternal  and  Infant  Wel- 
fare, and  approved  by  the  Board  of  Trustees, 
has  been  sent  to  the  Hospital  Administrators, 
Directors  of  Medical  Education,  and  Chiefs 
of  Obstetrics,  Pediatrics,  and  Pathology  in  83 
hospitals  in  New  Jersey.  The  Guide  has  also 
received  the  endorsement  of  the  New  Jersey 
Obstetrical  and  Gynecological  Society,  the 
New  Jersey  Chapter  of  the  .American  Acade- 
my of  Pediatrics,  and  the  New  Jersey  Acade- 
my of  General  Practice.  The  cooperation  of 
each  of  the  component  county  societies  was 
also  requested  to  promote  the  utilization  of 
the  Guide  in  the  hospitals  within  their  coun- 
ties. 

1 he  purpose  of  this  statewide  program  is  to 
encourage  regular  study  conferences  through 
a simple  and  practical  format.  The  periodic 
self-evaluation  and  review  of  each  individual 
hospital  by  its  own  staff  represents  an  effec- 
tive instrument  to  meet  the  formidable  chal- 
lenge of  perinatal  morbidity  and  mortality. 
Its  primary  function  is  educational,  however, 
effedive  measures  to  improve  the  qualitv  of 
matiagcment  of  mother  and  ne^vborn  infant 
ma\  also  be  anticipated  and  initiated  through 
acceptable  recommendations  of  its  study  con- 
ferences. 

School  Health 

I Ite  following  recommendations  were  ap- 
prf)\  ed  l)v  the  Board  of  Trustees: 

1.  t Ji:U  ^fS\|  record  iisclf  as  urging  tliat  all  school 
pliNshians  accept  responsibility  and  leadership  hv  be- 
coming actively  involved  in  the  administration  of 
school  liealth  sirvces  in  their  respective  commnnilies. 
ther^'bv  prnmnUng  maximnm  health  services  for  all 
sfhcHtl  (hildi^  n in  the-  State  of  New  Jersey. 


2.  That  MSNJ  direct  an  appeal  to  the  Governor,  as 
well  as  to  Commissioner  Marburger  of  the  State  De- 
partment of  Education,  requesting  the  creation  of  an 
Advisory  Council  on  School  Health,  which  shall  be 
compost  of  qualified  physicians  and  health  profes- 
sionals, such  as  nurses,  educators— particularly  in 
health  and  physical  education— and  other  interested 
persons,  including  parents,  to  assist  the  office  of  Health, 
Safety,  and  Physical  Education  to  explore,  develop, 
and  service  all  areas  of  school  health. 

3.  That  management  of  learning  disabilities  should  in- 
clude medical  participation  in  the  Child  Study  Team. 

A letter  to  Doctor  Marburger,  Commissioner, 
New  Jersey  Department  of  Education,  re- 
quested that  a practicing  physician  be  a full 
and  regular  participating  member  of  each 
Child  Study  Team  and  not  simply  an  ancil- 
lary consultant. 

Delivery  of  Health  Care  under  Medicaid 

Members  of  this  Committee  have  jointly  par- 
ticipated in  recent  meetings  of  the  Advisory 
Committee  on  Child  Health  of  the  Medicaid 
program.  Of  particular  concern  has  been  the 
problem  of  claims  for  ne^vborn  ser\ices,  since 
it  represents  an  essential  area  of  care. 

The  Committee  has  also  stressed  the  need  for 
adequate  study  of  the  utilization  of  services 
and  the  implementation  of  the  necessary  sys- 
tems for  delivery  of  care. 

Fluoridation  of  Public  "Water  Supplies 

Following  extensive  review,  the  Committee  is 
of  the  opinion  that  the  .Society’s  ])osition  is 
contradictory.  The  Hou.se  of  Delegates  in 
1952  and  in  I960  adopted  a position  in  favor 
of  liuoridation,  but  in  1970  approved  Senate 
Bill  irOSf)  that  prohibiteil  the  only  practicable 
means  for  its  accomplishment,  that  of  manda- 
tory fluoridation.  In  con.se(|ucnce,  the  Com- 
mittee voted  to  recommend: 
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Recommendation 

That  the  Board  of  Trustees  officially  change 
the  position  of  the  Society  on  S-636  from 
approval  to  disapproval  in  order  to  make  the 
Society’s  position  on  fluoridation  consistent 
throughout.  And  it  further  recommends  that 
MSNJ  formally  adopt  as  its  official  position 


the  mandatory  fluoridation  of  all  public  jx)ta- 
ble  water  supplies  on  a statewide  basis  under 
regulations  promulgated  by  the  State  Depart- 
ment of  Health  as  the  only  feasible  method 
to  accomplish  fluoridation  of  public  water 
supplies  in  New  Jersey. 

Approved  (page  Tr  144) 


Conservation  of  Vision,  Hearing,  and  Speech 

Frank  B.  Vanclerbeek,  M.D.,  Chairman,  Paterson 
(Reference  Committee  “G”) 


The  Committee  on  the  Conservation  of 
Vision,  Hearing,  and  Speech  met  on  22 
November  1970.  .\t  that  time,  the  results  of 
the  Eye  Health  Screening  Program  conducted 
in  Septeml)er — with  Dr.  Cinotti  as  Chairman 
— were  reviewed. 

There  were  85  participating  centers  (an  in- 
crease of  two  over  the  previous  year) . The 
total  number  screened  was  10,980,  as  com- 
j)ared  with  11,11-1  in  1909.  The  total  number 
of  negative  results  was  5,039  and  of  positive 
residts  4,901.  There  were  450  tonometry  sus- 
pects. (There  were  404  in  1909.) 

As  indicated,  the  results  of  tiiis  survey  were 
comparable  with  those  of  the  previous  year. 
A slight  decrease  in  the  number  screened  and 
of  positive  findings  were  recorded. 

The  Committee  noted  the  decrease  in  the 
number  screened.  It  agreed  that  more  public- 
ity for  I he  |)i  ogram  was  needed  at  the  local 
level  and  suggested  that  the  key  man  at  each 
hospital  contact  the  hospital’s  Public  Rela- 
tions Office  to  improve  the  advance  publicity 
in  future  surveys. 

The  Committee  also  directed  that  at  the  be- 
ginning of  next  year’s  ])rogram,  a letter  be 
sent  to  the  New  Jersey  Hospital  Association 
asking  for  fidl  cooperation. 


In  their  reports,  physicians  in  charge  of  this 
program  had  been  asked  for  suggestions  to 
improve  the  survey.  These  suggestions  were 
discussed  at  length.  .\s  a result  of  these  dis- 
cussions, it  was  recommended  that  the  name 
be  changed  from  “Eye  Health  Screening  Pro- 
gram” to  “Glaucoma  Detection  Week”;  and 
that  the  recommended  tests  with  and  without 
glasses  and  lonometric  determinations  be 
made  of  each  ]>atient.  riic  Ciommittce  vote 
on  the  recommendation  was  divided:  five  for 
and  four  against. 

Subsequently,  Doctors  Cinotti  and  Diskan 
sent  minority  opinions  to  be  presented  to  the 
Council  on  Public  Health.  Dr.  Skowron,  ab- 
sent from  the  meeting,  also  sent  a letter  de- 
ploring the  actions  taken  by  the  Committee. 
Mr.  Joseph  Kohn,  Executive  Director  of  the 
New  Jersey  Commission  for  the  Blind  (a  co- 
operating agency)  also  sent  a letter  deploring 
this  action.  Dr.  Siegel  also  .sent  a letter  to  the 
Council  on  Public  Health  giving,  in  detail, 
the  reasons  held  by  those  approving  the  ac- 
tion. 

The  Council  on  Public  Health,  noting  the 
essentiallv  even  vote,  requested  the  Commit- 
tee to  meet  again  after  polling  the  ophthal- 
mologists in  the  state,  to  reconsider  the  ac- 
tion. The  Society  was  requested  to  obtain  the 
mailing  list  of  the  New  Jersey  Academy  of 
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Ophtlialmology  and  Otolanngology  and  send 
such  questionnaire. 

I'he  Board  ot  Trustees  disapproved  the 
Council’s  recommendation  and  directed  that 
the  jjresent  name  and  purpose  of  the  Eye 
Health  Screening  Program  be  retained.  The 
Board  apjtroved  an  Eye  Health  Screening 
Program  to  be  conducted  in  September  1971. 

The  Committee  also  recommended  that  the 
Board  of  Trustees  send  a follow  up  letter  to 
Attorney  General  Kugler  asking  for  an 
official  opinion  concerning  the  use  of  a local 
anesthetic  by  an  optometrist  performing  a 
corneal  tonometric  examination.  He  replied 
that  he  ivas  not  authorized  to  reply  to  this 
retpiest — such  a request  must  originate  from  a 
state  board.  The  State  Board  of  Medical  Ex- 
aminers has  been  requested  to  place  this 
question  to  the  Attorney  General. 

The  C^ommittee  also  recommended  that  the 
Board  of  Trustees  write  the  State  Board  of 
Medical  Examiners  iiu|uiring  as  to  how  optom- 
etrists may  legally  obtain  drugs  since  they 
are  not  licensed  to  prescribe  or  dispense 
them.  Xo  reply  has  as  yet  been  received. 


The  Committee  further  voted  to  recommend 
to  the  Board  that  a letter  be  sent  to  the  New 
Jersey  Board  of  Pharmacy  apprising  them  of 
the  fact  some  pharmacists  may  be  filling 
prescriptions  for  anesthetic  drugs  on  the 
prescription  of  optometrists,  and  requesting 
an  opinion  as  to  the  legality  of  such  a 
procedure.  No  reply  has  yet  been  received. 

The  Committee  also  requested  The  Medical 
Society  of  New  Jersey  to  pay  the  expenses  for 
a display  on  “Dyslexia”  at  the  Annual  Meet- 
ing, with  Dr.  Diskan  in  charge  of  this  exhibit. 
The  Committee  also  recommended  that  an 
exhibit  on  Dyslexia  be  financed  by  The  Med- 
ical Society  of  New  Jersey  to  be  exhibited  at 
the  New  Jersey  Education  Association’s  Con- 
vention in  1971.  This  was  approved  by  the 
Board,  with  the  stipulation  that  these  ex- 
jienses  do  not  exceed  $200.00. 

The  Committee  further  recommended  that  in 
\iew  of  the  increased  problem  of  Dyslexia, 
the  policy  statement  on  Dyslexia  be  reissued 
to  all  school  nurses  and  school  personnel  to 
encourage  proper  treatment  of  this  disorder. 

Approved  (page  Tr  144) 


Environmental  Health 

Roslyn  Barbash,  M.D.,  Chairman,  Teaneck 
(Reference  Committee  “G”) 


I he  comnuttee  focused  on  continuing  educa- 
tion and  vocalization  at  public  hearings  and 
forums. 

C;ommunication  with  the  county  societies 
luged  that  at  least  one  meeting  be  devoted  to 
problems  of  the  environment.  Three  counties 
responded  as  follows: 

Bergen  held  a pulilic  forum,  co-sponsored  by 
(he  local  newsjjajjer. 

Essex  ])assed  a resolution  to  devote  one  meet- 
ing a year  to  environn'"ntal  considerations. 


Gloucester  held  a meeting  devoted  to  envi- 
ronmental problems.  The  county  bar  associa- 
tion also  participated. 

The  Committee  members  apfieared  at  the 
Clean  .\ir  Council  hearings  in  1970  stressing 
the  ])oints  made  in  Resolution  :^24  (1970 
Elouse  of  Delegates).  Testimony  has  been 
jjrepared  and  witnes.ses  designated  for  the 
.\pril  1971  Clean  .Air  Council  Hearings. 


Approved  (page  Tr  144) 


I r 78 


THE  JOURNAL  OF  THE  MEDICAL  .SOCIETY  OF  NEW  JERSEY 


Maternal  and  Infant  Welfare 

John  D.  Preece,  M.D.,  Chairman,  Trenton 
(Reference  Committee  “G”) 


Last  year  the  Committee  requested  the  De- 
partment of  Health,  Bureau  of  Vhtal  Statis- 
tics, to  screen  out  all  female  deaths  where 
thrombosis  or  embolism  was  cited  as  a cause 
of  death.  It  w’as  hoped  that  we  might  thus 
ascertain  whether  or  not  the  taking  of  oral 
contraceptives  may  be  a causative  factor  in 
such  cases.  The  Department  of  Health  did 
conduct  such  a sur\ey.  The  results  were  in- 
conclusive. It  appears  that  significant  in- 
creases in  funding  and  personnel  would  be 
necessary  to  conduct  a proper  jjrogram.  Fur- 
ther consideration  of  this  project  will,  in  view 
ol  present  priorities,  be  held  in  abeyance. 


The  annual  detailed  review  of  maternal 
deaths  indicated  that  there  were  46  such  oc- 
currences in  1970.  Reports  were  available, 
however,  in  only  20  instances.  The  Depart- 
ment of  Health  has  announced  the  appoint- 
ment of  a full  time  field  physician.  The  Com- 
mittee is  hopeful  that  through  his  efforts  the 
previously  inadequate  system  will  be  cor- 
rected. 


Approved.  It  was  noted  that  the  field  physician  referred 
to  is  engaged  on  a part-time  basis,  (page  Tr  144) 


CMDNJ  And  Drug  Abuse  Programs 

The  Drug  Abuse  Institute  at  Atlantic  City,  just  Irefore  our  .Annual  Meeting  in 
May  (1971),  was  cosjxmsored  by  the  College  of  Medicine  and  Dentistry  of  New 
Jersey  at  Newark,  by  the  Pfizer  Corporation,  and  by  the  .Academy  of  Medicine 
of  New  Jersey.  Recognizing  the  .Academy  as  its  educational  arm.  The  Medical 
Society  of  New  Jersey  made  a donation  to  the  .Academy  to  help  develop  its 
educational  program  and  this  drug  colloquium  was  one  of  the  several  educational 
projects  in  tvhich  the  Academy  was  inv'olved.  The  major  role  of  the  College  of 
Medicine  and  Dentistry  of  New  Jersey  at  Newark  was  not  adequately  liigh- 
lighted  in  this  report.  .Actually,  the  College  provided  two  of  the  Institute’s 
faculty  members,  provided  educational  material  for  distribution,  furnished 
imaginative  professional  leadership,  and,  in  general,  played  an  indispensable  role 
in  the  promotion  and  implementation  of  the  drug  abuse  program.  In  the  best 
tradition  of  the  modem  medical  school — w'hich  emphasizes  a college’s  role  in 
community  health — the  College  of  Medicine  and  Dentistry  of  New  Jersey  at 
Newark  has  really  been  a pioneer  in  this  field  and  it  is  only  fair  to  re-emphasize 
that  at  this  point. 
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..^^dminiAtratiue  C^ouncii 


Public  Relations 


John  J.  Crosby,  Jr,,  M.D.,  Chairman,  Jersey  City 

(Reference  Committee  “E”) 


From  time  to  time  the  Council  on  Public 
Relations  re-emphasizes  the  slogan,  “Good 
Public  Relations  means  Genuine  Personal 
Responsibility.”  The  Council  coined  and 
popularized  that  aphorism  years  ago  to  en- 
courage every  member  of  our  Society  to  real- 
ize that  for  good  medical  public  relations 
there  is  an  indispensable  man — the  physician 
himself.  The  need  for  that  realization  was 
never  greater  than  now,  when  the  popular 
estimate  of  physicians  in  general  is  arrived  at 
by  the  critical  scrutiny  of  physicians  individu- 
ally. The  Council  on  Public  Relations  calls 
on  each  member  to  keep  this  fact  in  mind 
and  to  do  his  or  her  part,  faithfully  and 
creditably  to  demonstrate,  by  deed  and  word, 
the  worth  and  dignity  of  the  character  of 
American  Medicine  today.  It  is  the  basic 
function  of  the  Council  on  Public  Relations, 

. . . to  evaluate,  suggest  and — with  approval 
— carry  out  programs  and  projects  calculated 
to  further  the  jjublic  relations  of  this  Society.” 
It  shares  the  public  relations  functions,  of 
course,  with  the  President  and  other  officers 
and  officially  designated  spokesmen,  who 
make  or  issue  statements  in  the  name  of  the 
Society.  In  fulfillment  of  its  assigned  func- 
tions, the  Council  this  year  reviewed  and  ap- 
proved the  following: 

Continuing  Projects 

1)  Publication  and  distribution  of: 

a.  Junior  llenllh  Tlinls  to  high  school  teachers  of 
health  and  to  libraries. 

h.  Membership  Nervslelter,  including  the  annual  com- 
pilation of  a hound,  indexed  set  to  component  societies, 
c.  Periodic  Newsletter  to  cooperating  agencies/indi- 
viduals as  re<]uircd. 

2)  I’reparalion  and  publication  of  special  news  re- 
leases and  pidrlicity  as  required  from  time  to  time,  in 
furtherance  of  the  Society’s  business  and  interests,  in- 
cluding: 

a.  'I  he  r'.ye  Health  Screening  Program 
h.  ■ he  Annual  Meeting 

c.  Child  Safety  AVeek 

d.  Selected  official  programs  and  activities 


3)  Responsibility  for  bestowal  of  the  Golden  Merit 
.Award 

4)  Responsibility  for  the  informational  center  and 
press  releases  at  the  annual  meeting 

5)  Encouragement  of  continuance— or  establishment— 
of  orientation  programs  for  new  members  under  spon- 
sorship of  component  societies 

6)  Encouragement  of  statewide  emergency  medical  care 
coverage  particularly  with  reference  to  the  “Basic  Con- 
cepts Underlying  the  Provisions  of  Professional  Medi- 
cal Care”  as  adopted  by  the  1965  House  of  Delegates 
and  printed  in  the  “Appendix  of  Reference  Informa- 
tion” of  the  Membership  Directory 

7)  Encouragement  of  Future  Physicians  Clubs  in  each 
county,  through  service  as  a clearinghouse  at  state 
level 

Golden  Merit  Award 
The  1970  Golden  Merit  Award  was  bestowed 
upon  28  members  of  the  Society,  16  of  whom 
received  the  award  personally  in  Atlantic 
City.  This  brings  the  total  recipients  of  the 
Golden  Merit  Award  since  its  inception  in 
1957  to  608.  Thus  far  this  year,  48  candidates 
have  been  nominated  by  12  component  socie- 
ties for  the  1971  Golden  Merit  Award.  Fol- 
lowing the  ceremonies  this  year,  the  recipi- 
ents and  their  families  will  be  guests  of  the 
Society  at  an  informal  reception,  as  they  have 
in  preceding  years. 

PR  Questionnaire 

The  Council  is  still  receiving,  from  com- 
ponent societies,  completed  forms  of  a com- 
jirehensive  questionnaire  compiled  and  dis- 
tributed for  the  purpose  of  ascertaining  the 
scope  and  elfectiveness  of  public  relations 
jirojects  and  jirograms  used  by  the  com- 
jionent  societies.  A digest  of  the  responses 
will  be  compiled,  on  the  basis  of  which  the 
Council  hopes  to  be  able  to  share  with  com- 
ponent societies  PR  programs,  methods,  and 
techniques  which  have  been  proved  effective 
in  operation. 

Approved  (page  Tr  137) 
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Special  C^ommitteeA 


Emergency  Medical  Care 

Jack  R.  Karel,  M.D.,  Chairman,  Hillside 

(Reference  Committee  “D”) 


With  the  patient  load  in  emergency  depart- 
ments of  hospitals  increasing  annually  at  a 
rate  of  ten  per  cent  or  more,  continued  em- 
phasis was  placed  by  the  Committee  on  the 
upgrading  of  such  departments. 

The  Training  Program  for  Emergency  De- 
partment Physicians,  sponsored  by  MSNJ,  in 
cooperation  with  the  Division  of  Emergency 
Health  Services,  USPHS,  and  completed,  will 
result  in  the  publication  by  the  Division  of  a 
book  containing  the  lecture  material  pre- 
sented during  this  program. 

Rapid  and  safe  access  to  our  hospitals  is  an 
absolute  necessity  in  the  handling  of  a medi- 
cal emergency.  The  Medical  Society  of  New 
Jersey  urged  the  New  Jersey  Department  of 
Transportation  to  ])lace  adecpiate  and  sulfi- 
cient  road  signs  on  major  highways  and  thor- 
oughfares indicating  the  location  and  names 
of  nearby  hospitals.  In  addition,  MSNJ  rec- 
ommended that  each  County  Board  of  Cho- 
sen Freeholders  coordinate  the  placing  of 
such  signs  on  county  roads  with  the  State 
Department  of  Transportation.  In  this  re- 
gard, our  medical  society  is  receiving  excel- 
lent cooperation  from  the  State  and  some  of 
the  counties. 

One  of  the  major  accomplishments  by  the 
Medical  Society  was  the  excellent  coo|>eration 
by  the  hospitals  throughout  the  state  in  the 
development  of  a Statewide  Emergency  Medi- 
cal Care  Exercise  that  will  be  finalized  by 
May  1,  1971.  This  exercise  was  developed  in 
cooperation  with  the  Division  of  Emergency 
Health  Services,  USPHS,  and  the  New  Jersey 
Hospital  .Association.  .As  a preliminary,  and  to 
obtain  information  concerning  emergency  de- 
partments of  hospitals,  a questionnaire  con- 
taining 45  questions  was  forwarded  to  140 
hospitals  in  New  Jersey.  113  responded,  for 


an  80  per  cent  return.  Following  receipt  of 
the  completed  questionnaire,  a questionnaire 
scenario  type  of  approach  for  the  exercise 
was  prepared  and  forwarded  to  every  hospital 
having  an  emergency  department.  The  State- 
wide Emergency  Medical  Care  Exercise,  as  it 
is  being  held  in  the  state,  is  the  first  of  its 
kind  ever  to  be  held  in  the  Uniled  States  and 
may  be  a pilot  exercise  for  similar  programs 
that  can  be  developed  by  the  Federal  Govern- 
ment for  the  nation.  This  exercise  is  to  be  the 
first  part  of  a five  year  projected  plan,  and  it 
concerns  itself  primarily  with  communica- 
tions. In  succeeding  vears,  other  areas  will  be 
considered,  such  as,  transportation — commun- 
ity organization , manpower  staffing,  training, 
and  facilities — resources  in  emergency  depart- 
ments. 

Becau.se  ol  an  alarming  \oid  in  existing  emer- 
gency procedures  on  the  subject  of  the  emer- 
gency treatment  of  drug  abuse  victims,  it  was 
recommended  that  the  Council  on  Mental 
Health  consider  that  subject.  The  result  was 
the  publication  in  our  state  medical  journal 
of  a paper  outlining  the  treatment  of  these 
drug  abuse  victims. 

Various  booklets  relating  to  aspects  of  emer- 
gency medical  care  were  distributed  to  physi- 
cians at  state  and  county  level,  to  hospital 
administrators,  nurses  and  ambulance-rescue 
squads.  These  booklets  were:  “Emergency 
Handling  of  Radiation  Accidents,’’  “De- 
veloping Emergency  Medical  Services— 
Guidelines  for  Community  Councils’’  and 
“The  Treatment  of  Mass  Civilian  Casualties.’’ 
The  Committee  on  Emergency  Aledical  Care 
strongly  urges  the  development  of  county 
emergency  medical  councils  for  coordination 
of  emergency  medical  activities  on  a day-to- 
day  basis  in  time  of  major  medical  emergen- 
cies or  disaster.  Only  in  this  way  can  any 
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community  be  adequately  and  properly 
prepared. 

One  of  the  most  important  subjects  enter- 
tained was  the  priority  in  the  nation  for  fund- 
ing for  Emergency  Medical  Care.  Using  the 
latest  statistics  available,  it  was  shown  that  in 
1969,  115,000  people  died  from  accidents.  Mo- 
tor vehicle  accidents  accounted  for  56,400 
deaths — less  than  one-half  of  the  total.  More 
people,  62,200  of  them,  died  at  work,  at  home, 
and  at  ]>lay — suddenly,  violently,  and  without 
warning.  Disabling  injuries  numbered  about 
10,800,000,  including  about  400,000  which  re- 
sulted in  some  degree  of  impairment — rang- 
ing from  partial  loss  of  a finger  to  blind- 
ness or  complete  crippling.  Emergency  Medical 
Care  is  in  a bixmi  period,  not  one  to  be 
anticipated,  but  one  that  is  well  underway 
and  that  will  grow  for  many  years  to  come. 
This  is  now  taxing  the  emergency  services  in 
ever)-  general  medical  and  surgical  hospital 
where  emergency  departments  exist.  Ambu- 
lance attendents  must  be  upgraded  and  given 
improved  training  by  qualified  instructors. 
This  should  be  the  responsibility  of  the  com- 
ponent medical  societies.  It  is  important  that 
adequate  and  competent  professional  medical 
and  allied  medical  personnel  be  available  in 
emergency  departments  of  hospitals.  In  view 
of  the  above,  the  Board  of  Trustees  adopted 
the  following  position  statement: 

That  emergency  medical  care  be  given  a high  priority 
on  the  National  level  and  that  the  Federal  authorities 
should  provide  adequate  funds  to  administer  a com- 
prehensive program  of  emergency  medical  care. 


.All  New  Jersey  Senators  and  Congressmen 
were  then  notified  of  our  position  and  replies 
received  from  the  legislators  were  very  favor- 
able. 

The  Board  of  Trustees  then  approved  the 
dissemination  of  our  position  statement  to 
each  state  medical  society  with  the  request 
that  similar  action  be  taken. 

To  alert  all  physicians  concerning  the  storage 
and  dispensing  of  narcotics  and  other  drugs 
being  used  improperly  and  that  are  on  the 
Drug  Abuse  List,  the  Committee  recommend- 
ed the  publication  of  a paper  titled,  “Narcot- 
ic Don’ts  for  the  Physician.” 

To  supplement  the  successful  Training  Pro- 
gram for  Emergency  Department  Physicians 
previously  mentioned,  the  committee  recom- 
mended another  program  for  the  same  emer- 
gency physicians  working  in  Emergency  De- 
partments of  hospitals.  This  program  would 
also  be  held  in  each  judicial  district  to  train 
them  in  certain  highly  technical  procedures 
normally  performed  in  these  departments. 


Approved.  Reference  Commitfee  urged  continuing  emphasis 
on  adequate  and  sufRcient  road  signs  to  indicate  location  of 
nearby  hospitals,  (page  Tr  136) 


ACTION  TO  LIMIT  DEBATE 


At  its  first  session  on  Saturday,  15  May,  1971,  the  House  of  Delegates 
agreed,  upon  motion,  that  no  one  may  speak  more  than  once  on  any 
given  subject,  except  by  express  permission  of  the  House;  and  that  the 
time  be  limited  to  four  minutes  per  speaker,  subject  to  the  same 
exception. 
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Medicine  and  Religion 

Luke  A.  Mulligan,  M.D.,  Chairman,  Leonia 

(Reference  Committee  “D”) 


This  Committee  held  no  formal  meetings  in 
the  course  of  the  year.  The  Chairman  ad- 
dressed the  Conference  of  Presidents  and 
Presidents-Elect  of  Component  Societies  last 
October  to  urge  continued  activity  on  the 
part  of  county  Committees  on  Medicine  and 
Religion  already  established  and  the  creation 
of  such  committees  in  those  component  socie- 
ties as  have  not  yet  organized  them. 

It  was  encouraging  to  note  the  interested  re- 


sponse of  some  societies,  and  it  is  hoped  that 
the  need  for  increasingly  close  cooperation 
between  members  of  our  profession  and 
members  of  the  clergy  will  be  progressively 
recognized  and  fulfilled,  to  the  end  that, 
working  together,  the  physician  and  the  cler- 
gyman may  more  effectively  minister  to  the 
patient  for  his  health  of  body  and  peace  of 
soul. 

Approved  (page  Tr  136) 


Project  Hope/Vietnam 

Thomas  C.  DeCecio,  M.D.,  Chairman,  ClifFside  Park 

(Reference  Committee  “B”) 


At  the  1968  Annual  Meeting  the  House  of 
Delegates  voted  to  approve  the  recommenda- 
tion of  the  Board  of  Trustees,  “That  Project 
Hope  and  Vietnam  be  established  as  a joint 
continuing  program  of  The  Medical  Society 
of  New  Jersey,  subject  to  any  subsequent 
modification  by  the  House  of  Delegates;  and 
that  a maximum  of  six  fellowships  be  award- 
ed annually  on  a ‘first-come,  first-served’  basis, 
each  carrying  a stipend  of  $1,000  for  a 60-day 
tour  of  duty  aboard  the  S.S.  HOPE,  her  sister- 
ship,  or  voluntary  service  in  Vietnam.” 

To  date  the  society  has  awarded  a total  of 


six  Project  Hope  Fellowships  and  two  Volun- 
teer Physicians  for  Vietnam  Fellowships. 

During  the  course  of  the  year  1970-71,  the 
following  application  was  received  and  au- 
thorized: 

V’OLUNTEER  PhYSICI.\NS  I OR  VIETNAM  FeI  LOW- 
SHIP 

John  J.  Thompson,  M.D.  (Essex  County)  . . . 
.$1,000.  Tour  of  duty  in  Vietnam — 30  Decem- 
ber 1969  to  2 March  1970. 

Approved  (page  Tr  133) 


1970  TRANSACTIONS 

At  its  first  session  on  Saturday,  15  May  1971,  the  House  of  Delegates 
approved  the  Transactions  of  the  1970  House  of  Delegates  as  pub- 
lished in  the  July  1970  issue  of  THE  JOURNAL  and  distributed  to  the 
membership. 
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Retirement  Plan  for  Physicians 

Nicholas  E.  Marchione,  M.D.,  Chairman,  Vineland 
(Reference  Committee  “C”) 


Since  last  year’s  meeting,  plans  were  finalized 
and,  with  the  approval  of  the  House  of  Dele- 
gates and  the  Medical  Society  Board  of  Trus- 
tees, the  Prudential  Insurance  Company’s 
Variable  Keogh  Retirement  Plan  and  a cor- 
porate version  were  adopted.  These  will  be 
known  as  “The  Medical  Society  of  New  Jer- 
sey Plan  A,  Keogh  Version,”  and  “The  Medi- 
cal Society  of  New  Jersey  Plan  B,  the  Corpo- 
rate Version.”  The  trust  agreements  were 
drawn  up,  signed  by  the  members  of  the  Re- 
tirement Plan  of  The  Medical  Society  of  New 
Jersey;  IRS  approval  was  obtained  in  Novem- 
ber, 1970.  The  plan  was  publicized  through- 
out the  Society  in  December,  1970,  and  as  of 
the  present  time,  Mr.  Blanksteen,  represen- 
ting the  Prudential  Insurance  Company,  in- 
forms me  that  twenty-four  plans — each  plan 
comprising  one  or  more  physicians  and  in 
some  cases  including  employees— were 
adopted.  This  is  in  addition  to  the  current 
operational  plans  in  Essex,  which  has  one 
hundred  nine  plans  in  operation  and  Union, 
which  has  thirty-seven  plans  in  operation. 
1 hese  are  all  Keogh  Version  or  New  Jersey 
Plan  .\.  Interestingly  enough,  no  corporate 
plans  have  as  yet  been  drawn  up  under  any 
of  the  State-approved  arrangements  to  date. 
In  addition  to  the  Prudential  version,  the 
PRO  plan  has  a Master  Keogh  Plan  involv- 
ing l>oth  a Keogh  Version  and  a Professional 
Ciorporation  \’ersion. 

1 his  report  is,  in  essence,  a summation  of  the 
tno  major  operational  plans  having  approval 


of  The  Medical  Society  of  New  Jersey.  We 
must  remind  the  membership  that  there  are 
many  other  plans  available,  including  the 
AMA  Membership  Plan  and  other  privately 
available  IRS-approved  plans.  We  emphasize 
that  as  many  physicians  as  possible  should 
think  in  terms  of  their  own  retirement  needs. 
They  should  assess  whether  individualized 
plans  for  retirement  are  more  advantageous 
than  the  Keogh  Version  or  the  Professional 
Corporate  plans.  They  should  seek  legal  ad- 
vice as  to  the  advantages  and  disadvantages 
inherent  in  all  of  these  plans,  and  then  they 
should  act  according  to  their  best  interests 
and  needs. 

Of  interest  is  the  fact  that  Treasury  officials 
have  under  consideration  legislation  to  end 
the  disparate  tax  treatment  of  the  retirement 
programs  and  to  attempt  to  apply  some  com- 
mon denominator  between  the  present  Keogh 
and  Corporate  standards.  This  would,  in 
effect,  probably  curtail  some  of  the  benefits 
available  to  some  incorporated  physicians, 
and  it  might  expand  the  opportunities  for  all 
unincorporated  persons.  However,  the  past 
year  has  seen  no  changes  in  the  legislation 
and  the  status  of  planning  for  retirement  re- 
mains the  same.  The  message  from  the  Re- 
tirement Committee  is  that  every  doctor 
should  give  serious  consideration  to  his  own 
planning  for  retirement. 

Approved  with  notation  (page  Tr  134) 


Traffic  Safety 

Irwin  S.  Smith,  M.D.,  Chairman,  Willingboro 

(Reference  Committee  “D”) 

I he  (.ommittee  has  had  no  formal  meetings  make  to  the  House, 
this  year  and  thus  has  no  formal  report  to  no  action  necessary 


Ir  81 


THE  JOURX.AL  OF  THE  MEDIC.\L  SOCIETY  OF  NEW  JERSEY 


Medical-Surgical  Plan  of  New  Jersey 

Joseph  P.  Donnelly,  M.D.,  President,  Newark 

(Reference  Committee  “C”) 


I am  pleased  to  report  that  1970  was  a year  of 
growth  and  measurable  accomplishment  by 
the  Plan.  Although  finances  reached  a low 
ebb  during  the  year,  timely  granting  of  an 
adequate  rate  increase  by  the  State  Depart- 
ment of  Insurance  restored  the  Plan  to  a 
relatively  stable  condition. 

In  the  area  of  growth,  new  highs  were 
achieved  in  several  categories: 

(a)  Enrollment  — nearly  45,000  members 
were  gained,  bringing  the  total  membership 
close  to  3.5  million  and  maintaining  the 
Plan’s  position  as  fourth  largest  Blue  Shield 
Plan  in  the  nation. 

(b)  Benefits  — payments  to  physicians  for 
services  rendered  amounted  to  S83.8  million 
compared  to  S67.3  million  in  1969. 

(c)  Services  — the  total  number  of  services 
rendered  to  members  was  over  two  million, 
up  a half  million  from  the  previous  year. 

(d)  Participation  by  Physicians  — The  Basic 
Program  gained  508  fully-licensed  physicians 
as  participants;  at  year’s  end  the  total  of  Par- 
ticipating Physicians  and  Laboratories  was  7,- 
873,  representing  approximately  four  out  of 
every  five  physicians  in  the  state.  The  Pre- 
vailing Fee  Program  added  695  fully-licensed 
Participating  Doctors,  the  total  so  far  is 
equivalent  to  about  62%  of  those  eligible  in 
the  state.  Unfortunately,  many  physicians  are 
still  under  the  mistaken  impression  that  par- 
ticipation in  the  Plan’s  Basic  Programs  means 
automatic  participation  in  Prevailing  Fee.  It 
also  should  be  kept  in  mind  that  increased 
participation  in  Prevailing  Fee  means  in- 
creased sales  of  that  program  to  Groups  as  a 
replacement  for  the  old  Basic  coverage. 

Major  innovations  in  the  operations  of  the 
Plan  resulted  in  faster  payments  and  better 
service  to  physicians  and  subscribers. 


(a)  Claims  — Claims  on  hand  were  reduced 
from  a volume  of  154,000  at  the  beginning  of 
the  year  to  60,000  by  year’s  end,  by  which 
time  93  per  cent  of  all  claims  were  being  paid 
in  15  days  or  less.  This  resulted  in  a decrease 
in  telephone  inquiries  and  correspondence. 

(b)  Physician’s  Telephone  Inquiries — During 
the  year,  the  on-hand  volume  of  inquiries 
was  reduced  by  71  per  cent,  to  the  lowest 
figure  in  the  histon-  of  the  Plan. 

(c)  Correspondence  — The  volume  of  corre- 
spondence on  hand  tvas  reduced  by  55  per 
cent  during  the  year,  and  correspondence  of 
one  month  or  older  was  reduced  by  87  per 
cent. 

(d)  Simplified  Service  Reports  — Short-form 
Service  Reports,  slightly  larger  than  an  IBM 
card,  were  introduced  in  a pilot  program  for 
a number  of  OB-GYX  procedures.  These 
forms  proved  so  succe.ssful  in  reducing  the 
time  required  by  the  doctor’s  office  to  fill  out, 
and  by  the  Plan  to  process — thus  speeding  up 
payments — that  they  were  adopted  as  a per- 
manent fixture.  The  .same  approach  has  since 
been  instituted  for  several  common  surgical 
procedures,  and  will  later  be  put  into  effect 
for  a number  of  in-hospital  medical  care  .ser- 
vices. 

(e)  Simplified  Processino^  of  Blue  Shield 
Claims  Complementing  Medicare  — change 
in  the  Medicare  Part  B carrier’s  Explanation 
of  Benefits  form  enabled  the  Plan  to  process 
Gomplementary  Coverage  Claims  direct  from 
the  Explanation  of  Benefits,  without  requir- 
ing a Blue  Shield  Service  Report  (except  in 
the  case  of  Eederal  Employees).  The  only  addi- 
tional information  required  is  the  patient’s 
Blue  Shield  Identification  Number  and  Physi- 
cian’s Taxpayer  Identifying  Number,  which 
mav  be  added  to  the  Explanation  of  Benefits 
by  the  physician  or  patient. 
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(F)  Tape-to-Tape  Claims  Processing  for 
Emergency  Room  Groups  — Arrangements 
were  entered  into  with  one  organization,  and 
negotiation  started  with  others,  to  receive 
claims  for  various  Emergency  Room  Groups 
on  tapes  that  can  be  processed  directly  by 
the  Plan’s  computers.  This  saves  considerable 
processing  time  for  the  Plan  and  expedites 
payments. 

(g)  Stronger  Utilization  Control  — The  Utili- 
zation Control  Section  mounted  an  aug- 
mented educational  program  and  expanded 
its  program  for  detecting  misutilization  of 
Plan  benefits.  In  several  cases  where  there 
w'as  definite  evidence  of  repeated  fraudulent 
claims,  the  Plan  acted  promptly  to  report  the 
matter  to  the  appropriate  Judicial  Committee 
and,  where  necessary,  the  proper  legal  au- 
thority. 

The  accomplishments  of  1970  repre.sent  con- 
siderable progress  by  the  Plan,  which  w^e  in- 
tend to  continue.  There  are  however,  two 
areas  that  concern  the  future  of  the  Blue 
Shield  which  I believe  are  of  equal  concern 
to  the  medical  profession.  They  are  to  a large 
degree  related. 

The  Blue  Shield  Usual,  Customary  and  Rea- 
sonable Fee  Program — known  as  Prevailing 
Fee — is  being  .sought  by  an  increasing  number 
of  Subscriber  Groups  w'ho  are  willing  to  pay 
the  higher  premium  required  in  order  to 
have  most  of  their  doctor  bills  paid  in  full. 
We  all  realize  that  the  Plan’s  Basic  Programs, 
with  their  income  limits  and  fixed-fee  sched- 
ules, no  longer  j^rovide  payment  in  full  to 
Participating  Physicians  for  covered  services 
except  in  a minority  of  ca,ses  where  the  fami- 
ly income  is  under  $7,500. 

By  contrast,  95  per  cent  of  the  cases  sub- 
mitted under  Prevailing  Fee  are  paid  in  ftill — 
directly  to  Prevailing  Fee  Participating  Doc- 
tors. .Allow  me  to  stress  again  that  Prevailing 
Fees  are  not  set  by  anyone  but  the  doctors 
themselves.  A Prevailing  Fee  is  a physician’s 
usu.'ii  charge  which  falls  within  the  customary 
charge  range  of  at  least  90  per  cent  of  his 


colleagues  m the  same  type  of  practice  and 
practicing  in  the  same  area.  These  fees  were 
ascertained  through  a confidential  survey 
made  by  the  Plan;  they  have  been,  and  will 
continue  to  be,  updated. 

The  advantages  of  this  program  to  both  the 
Participating  Doctor  and  the  Subscriber 
Group  wishing  to  purchase  it  seem  obvious. 
But  there  is  currently  one  hang-up. 

Unless  more  physicians  recognize  the  desira- 
bility of  participating,  the  program  will  not 
be  able  to  expand  as  it  should.  The  market  is 
seeking  not  only  paid-in-full  coverage,  but 
wide  availability  of  this  coverage  which  re- 
ejuires  wide  physician-jjarticipation  in  Pre- 
vailing Fee.  The  profession  has  gone  on  rec- 
ord many  times  as  favoring  a usual  and  cus- 
tomary fee  program  over  a fixed-fee  schedule. 
Well,  it  is  here— but  it  needs  the  all-out  sup- 
port of  the  profession  to  make  it  tvork  prop- 
erly. Let  me  emphasize  again  that  this  is  a 
separate  program  which  requires  separate 
participation  from  that  of  the  Basic  Pro- 
grams. 

The  other  area  of  concern  is  considerably 
broader.  It  relates  to  the  just  administration 
of  the  Prevailing  Fee  program  -u-hich  was  in- 
stituted by  Blue  Shield  and  approved  by  The 
Medical  Society  of  New  Jersey  to  enable  the 
Plan  to  pay  New  Jersey  physicians  their  usu- 
al, customary,  and  reasonable  charges  for  eli- 
gible services. 

Prevailing  Fee  claims  which  cannot  be  paid 
in  full  because  a non-participating  physician’s 
charges  exceed  the  usual  and  customaiT  charg- 
es for  his  specialty  and  area  are  referred  to 
the  judicial  mechanism  of  The  Medical  Soci- 
ety of  New  Jersey,  unless  there  has  been  prior 
agreement  between  the  non-partici]jating 
physician  and  patient  as  to  the  charges.  This 
means  that  a mutual  understanding  has  been 
created  between  phvsician  and  patient  to  the 
effect  that  (a)  the  Blue  Shield  payment  may 
be  less  than  the  physician’s  charges  for  cov- 
ered services,  and  (b)  that  the  patient  rvill  be 
responsiltle  for  the  difference. 
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The  American  Medical  Association  urges 
physicians  to  discuss  fees  with  patients  so  that 
the  latter  may  understand  and  appreciate  the 
value  of  the  service  for  which  a fee  is  to  be 
paid,  either  directly  by  the  patient  or  by  his 
insurance  carrier.  In  the  absence  of  the  pa- 
tient initiating  such  a discussion,  it  seems  ob- 
vious that  it  is  incumbent  upon  the  physician 
to  do  so  if  his  charges  are  greater  than  the 
customary  charges  of  physicians  in  the  same 
type  of  practice  and  area.  At  the  present  time 
there  is  no  other  circumstance  where  a fee 
discussion  appears  more  important  to  the 
physician’s  reputation  and  the  profession’s 
public  image. 

Other  noteworthy  events  of  1970  included  the 
action  of  the  Board  of  Trustees,  after  careful 
deliberation,  in  directing  the  Plan  to  enter 
into  arrangements  for  providing  prepaid 
group  practice  coverage  as  an  alternate 
choice  to  fee-for-service.  Negotiations  have 
been  initiated  with  several  groups  already 
formed  or  in  formative  stages.  Entry  into  the 
prepaid  group  practice  field,  so  long  as  sub- 
scribers are  offered  a choice  between  this  type 
of  coverage  and  fee-for-service,  is  consonant 
with  the  philosophy  of  the  .American  Medi- 
cal Association,  The  Medical  Society  of  Netv 
Jersey  and  the  National  Association  of  Blue 
Shield  Plans. 

The  Board  of  Trustees  accepted  with  regret 
the  resignation  of  Joseph  I.  Echikson,  M.D., 


who  had  served  as  a Trustee  16  years.  Dr. 
Echikson  was  named  Trustee  Emeritus. 

John  F.  Waters,  a general  representative  of 
the  International  Brotherhood  of  Painters 
and  Allied  Trades  Union,  .AFL-CIO,  a 
Group  enrolled  with  the  Plan,  was  elected  to 
a three-year  term  as  a Trustee  and  has  con- 
tributed substantially  to  the  deliberations  of 
the  Board  and  the  work  of  committees  on 
which  he  serves. 

I wish  to  express  deep  personal  gratification 
at  the  Plan’s  progress  in  1970,  made  possible 
by  the  enlightened  guidance  of  the  Board  of 
Trustees  and  the  dedicated  loyalty  of  the 
staff.  It  also  has  been  my  privilege  to  share  in 
several  of  its  committees,  as  w’ell  as  meeting 
with  several  County  Societies  and  specialty 
groups,  and  their  advice  and  guidance  has 
been  most  helpful.  In  the  national  scene  I 
have  also  had  the  opportunity  to  serve  the 
National  Association  of  Blue  Shield  Plans  as 
a Director  and  Professional  Relations  Com- 
mittee Chairman.  The  latter  functions  have 
provided  wide  exposure  to  the  operations 
and  problems  of  other  Blue  Shield  Plans, 
which  has  reinforced  my  conviction  that  the 
New'  Jersey  Plan — which  was  founded  by  the 
physicians  of  New  Jersey  to  provide  adequate 
prepaid  service-benefits  health  insurance  for 
the  people  of  New  Jersey — is  one  of  the  best 
in  the  nation. 


Assets 


Comparative  Balance  Sheet,  December  31,  1970 

1970  1969 


Cash  on  Hand  and  in  Banks  (Working  Funds) 

Investments  

Accounts  Receivable— Subscriptions 

Accounts  Receivable— National  Account  Program 

Accounts  Receivable— Federal  Employee  Program 

Accounts  Receivable— Other  

Accrued  Interest  and  Dividends  Receivable 


$ 1,935,753 
24,836,258 
1,422,409 
3,308,559 
2,172,178 
241,647 
330,228 


S 1,536,921 
28,285,429 
1,750,072 
2,807,632 
2,517,905 
179,662 
420,337 


TOTAL  ASSETS 


$34,247,032 


$37,497,958 
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Liabilities 


Claims  Outstanding; 

Reported  

I'nreported  

National  Accounts  

I'nearned  Subscriptions  

Accounts  Payable— Miscellaneous  

Reserve  For  Group  Contract  Settlements 
Deposits  From  Other  Organizations 

lOTAL  LIABILITIES 


1970 


$ 4,172,000 

13,553,000 

1,583,000  $19,308,000 


4,065,458 

1,382,717 

2,998,222 

972,512 

$28,726,909 


1969 


$ 8,365,000 

11,150,000 

1,297,000  $20,812,000 

3,569,979 

1,416,512 

2,473,910 

643,145 


$28,915,546 


Reserves 

Securities  \'aluation 
Special  Contingent  . 
Unassigned 


1970 

$ 753,205 

100,000 

4,666,918 


1969 

$ 802,850 

100,000 

7,679,562 


rOTAL  RESERVES 


$ 5,520,123 


$ 8,582,412 


1 OTAL  LIABILITIES  AND  RESERVES  $34,247,032  $37,497,958 

Annual  Statistics— 1970 


Table  I 

Distribution  of  All  Services  and  Payments 


Total 

%A11 

Pavment 

Paid  1970 

Services 

Services 

Pavment 

Percent 

Per  Service 

Surgical  . . . . 

763,733 

36.4 

$36,492,000 

47.3 

$47.78 

Medical  

1,052,517 

50.1 

24,492,312 

31.7 

23.27 

Obstetrical  

47,885 

2.3 

8,891,115 

11.5 

185.68 

Consultations  

64,733 

3.1 

1,351,857 

1.8 

20.88 

Anesthesia 

169,606 

8.1 

5,961,676 

7.7 

35.15 

Total  

2.098,474 

100.0 

$77,188,960 

100.0 

$36.78 

Table  II 


Distribution  of 

Rider  Services 

and  Payments 

% All 

Payment 

Pavment 

Services 

Services 

Amount 

Percent 

Per  Service 

Surgical  

94,428 

13.9 

$ 1,687,696 

17.1 

$17.87 

Medical 

7,145 

1.1 

367,047 

3.7 

51.37 

Diagnostic  X-Rav 

259,206 

38.3 

4,440,896 

44.8 

17.13 

X-Ray  Therapy  

1,358 

0.2 

228,069 

2.3 

167.94 

Physical  Therapy 

16,1.52 

2.4 

399,736 

4.0 

24.75 

Pathology 

298,923 

44.1 

2,784,650 

28.1 

9.32 

Total  

677,212 

100.0 

$ 9,908,094 

100.0 

$14.63 

Incurred  Claims  "Fotal  for  1970— $80,370,000 
Incidence  Rate 


Fable  III 


Distribution  of  Earned  Subscription  Income 


Earned  Subscription  Income  $86,927,856 
Incurred  Claims  80,369,777 

Operating  Expense  . 10,225.147 

Underwriting  (Loss)  (3,667,068) 


100.0% 
82.4% 
11.8% 
(4-2)  % 


Income  . $4,725,740 

Claims  Incurred  4,437,196 

S 288,544 

Operating  Expense  (Estimate)  249,600 
C.ain  $ 38.944 


100.00% 

93.89 

6.11 

5.28 

.83% 


Fkijerai.  Empi.om-.e  Pro(;r,\m 
1 illouing  is  a siateineiu  ot  income  and  ex- 
pcn;e.  along  with  utilization  statistics  of  the 
:970  experience  of  the  Federal  Employee 
Program. 


P.\m  B.\sis 


.Average  Exposure  (Persons)  . . 125,854 

Services  per  1,000  Persons  Enrolled  567 

.Average  Cost  Per  Service $ 62.95 

Number  of  Services  71.358 

.Amount  Paid  $4,492,071 
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Claims  Incurred 


Public  Relations  Prograai 


Year  Amount 

1970  $80,369,777 

1969  72,580,000 

1968  58,536,000 

1967  53,016,000 

1963  40,991,000 

1960  31,516,000 

1957  22,886,000 

1954  13,992,000 

1951  6,527,000 

1948  1,204,000 

1945  208,000 

1942  5,000 


Year 

1970 

1969 

1968 

1967 

1963 

1960 

1957 

1954 

1951 

1948 

1945 

1942 


Incidence  Rate 
Cases  Per  1,000  Persons  Enrolled 


Incidence 

401 

328 

304 

275 

193 

166 

143 

126 

112 

96 

86 

40 


Civilian  Health  and  Medical  Program 
OF  THE  Uniformed  Services 

Effective  December  1,  1967,  the  Plan,  tvith 
the  approval  of  The  Medical  Society  of  New 
Jersey,  was  designated  as  contractor  for  the 
program,  which  on  the  same  date  adopted  a 
usual  and  customary  charges  basis  of  pay- 
ment, replacing  the  fixed  fee  schedule  previ- 
ously utilized. 


Following  is  the  claim  exjierience  for  1970. 


Claims 

Returned 

Period  Received  Declined  Incomplete 

Total  Claims  1970  27,884  714  9,476 

Paid 

Claims  .Amount  On  Hand 

16,170  $1,631,863  749 


City  of  Newark  Medical  Plan 

This  Plan,  which  Medical-Surgical  Plan  of 
New  Jersey  had  administered  since  June  1, 
1965,  became  inoperative  with  the  advent  of 
Medicaid  on  January  1,  1970. 


The  year  1970  was  a successful  and  produc- 
tive one  in  the  Plan’s  public  relations  oper- 
ations. 

The  major  project  of  1970  was  adequately 
justifying  the  Plan’s  need  for  a rate  increase, 
thus  minimizing  public  criticism.  In  this  the 
Public  Relations  Office  benefited  from  the 
cooperation  of  the  State  Department  of  In- 
surance. 

A series  of  conferences  with  Department 
officials  achieved  agreement  on  the  Plan’s 
proposed  presentation  of  its  needs  to  the  pub- 
lic. .Arrangements  were  made  with  selected 
media  to  provide  conqilete  information  on 
the  rate  request  in  advance  of  filing,  on  a 
confidential  basis.  This  resulted  in  full  and 
fair  coverage  when  the  filing  was  announced. 
There  was  no  public  criticism,  eitlier  at  the 
time  of  the  filing  or  at  the  rate  hearing;  the 
only  newspaper  which  saw  fit  to  comment  on 
the  retjuested  15.1  per  cent  increase  viewed  it 
as  not  unrea.sonable.  Clo.se  relations  were 
maintained  with  the  pre.ss  during  and  follow- 
ing the  hearing,  and  the  ensuing  jiress  articles 
continued  to  be  generally  accurate  and  fair 
to  the  Plan. 

In  connection  with  the  rale  hearing,  as  well 
as  in  other  public  relations  activities  during 
the  year,  it  was  pointed  out  that  increases  in 
the  Plan’s  liabilities  were  due  primarily  to 
increased  utilization  of  benefits  by  sub- 
scribers, rather  than  increa,ses  in  physicians’ 
fees,  and  that  while  the  medical  profession  is 
attempting  to  control  utilization  the  effort 
also  requires  the  cooperation  of  hospital  ad- 
ministrators and  beneficiaries  of  both  govern- 
ment and  private  health  insurance  programs. 

The  Public  Relations  Office  was  also  deeply 
involved  in  other  communications  related  to 
the  rate  increase.  These  included  prejiaration 
of  the  President’s  rate  presentation  and  hear- 
ing exhibits,  communications  to  sub.scribers, 
group  officials,  and  union  officials  and  revi- 
sion of  many  forms  and  items  of  literature. 
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In  other  areas,  a highly  snccesslul  public  edu- 
cation/coinmunity  service  program  on  drug 
al)use  was  administered  by  the  Public  Rela- 
tions Office  with  materials  obtained  from 
NABSP. 

A booklet,  “Drug  Abuse:  I’he  Chemical  Cop- 
Out”  was  offered  to  interested  organizations 
and  individuals,  free  up  to  400  copies  and  at 
cost  thereafter.  The  response  to  the  booklet, 
which  incidentally  has  received  high  praise 
from  the  Wffiite  House  on  down,  was  tremen- 
dous. Hundreds  of  retjuests  were  received,  in- 
cfuding  those  from  such  organizations  as  the 
.State  Department  of  Institutions  and  .\gencies, 
Narcotics  Officers’  Enforcement  Association, 
State  Rehabilitation  Commission,  Alcoholic 
Beverage  Control  Commission,  State  Police, 
Jaycees,  State  Federation  of  Women’s  Clubs, 
and  numerous  county  and  municipal  narcot- 
ics commissions,  police  and  sheriffs’  depart- 
ments and  mayors.  The  booklet  was  incorpo- 
rated as  the  educational  medium  in  a public 
seminar  on  drug  abuse  conducted  by  the  Pa- 
terson News— with  MSP  credited  as  a sponsor — 
and  was  adopted  by  the  Bergen  County  Nar- 
cotics Coordinating  Committee  as  the  educa- 
tional tool  for  all  organizations  dealing  with 
drug  abuse  in  that  County.  In  all,  approx- 
imately 150,000  cojiies  were  provided  to  orga- 
nizations and  individuals.  Complementing 
the  booklets  were  three  16  mm.  color  and 
sound  films  produced  by  N.ABSP  dealing  with 
the  teenage  drug  scene,  the  international 
traffic  in  narcotics,  and  the  treatment  and  re- 
habilitation of  addicts. 

These  were  offered  free  on  loan  and  more 
than  25  showings  were  booked  by  organiza- 
tions. 

Fate  in  the  year,  a similar  program  on  alco- 
lio'ism  utilizing  booklets  and  films  Avas  un- 
dertaken, and  promised  to  be  equally  success- 
ful. Both  of  these  programs  have  generated 
much  goodwill  toward  the  Plan  at  manv 
statewide  levels,  and  represent  extremely  fruit- 
ful public  relations  endeavors. 

1 hroughout  the  year  the  Public  Relations 
Officer  Winked  closely  with  the  President  in 


the  preparation  of  communications  to  the 
public,  including  the  development  of  Plan 
advertising;  speeches  and  communications  to 
the  medical  profession  and  medical  organiza- 
tions; and  acted  as  Plan  spokesman  to  media. 
A new  publication,  “Blue  Shield  Newsletter,” 
directed  to  physicians  and  their  office  assist- 
ants, was  inaugurated.  Public  Relations  con- 
tinued to  exercise  editorial  supervision  over 
virtually  all  Plan  printed  material,  internal 
and  external,  and  provided  editorial  assist- 
ance to  all  Plan  Officers  and  operating  de- 
partments in  many  areas  of  communications. 

Physici.vn  Relations  Program 

During  1970,  the  Physician  Relations  Section 
accomplished  its  primary  objectives  of  estab- 
lishing and  maintaining  liaison  and  cooper- 
ation between  the  Plan  and  its  Participating 
Physicians,  and  maintaining  participation  at 
the  highest  level  possible. 

The  primary  tool  utilized  in  the  maintenance 
of  our  tw'O-way  street  of  communication  was 
the  Section’s  Field  Program.  Last  year.  Field 
Representatives  established  information  desks 
in  the  physicians’  lounges  of  66  hospitals 
throughout  the  state.  These  sessions  usually 
ran  from  9:00  A.M.  to  2:00  P.M.  Avith  the 
representative  answering  questions  and  ex- 
plaining current  Plan  policy  and  procedures. 
They  also  made  pensonal  visits  to  627  doc- 
tors’ offices — manned  exhibits  at  6 coiiAcn- 
tions — addressed  4 specialty  society  meetings 
and  conducted  61  miscellaneous  medical 
meetings  such  as  emergency  room  groups, 
specialty  groups,  etc. 

During  the  past  year  we  expanded  our  field 
activities  by  establishing  strong  liaison  with 
Medical  Assistants  throughout  the  state.  AVe 
addressed  20  Medical  .Assisstants’  Meetings 
including  Medical  .Assistants’  schools  and 
County  Medical  .Assistants’  chapters.  In  con- 
junction with  the  NeAv  Jersey  .Association  of 
Medical  .Assistants,  the  Plan  sponsored  s semi- 
nar and  a district  luncheon  meeting.  Person- 
nel of  the  Physician  Relations  Section  are 
also  Avriting  topical  articles  for  the  .Associa- 
tion’s state  publication — The  Jersey  Pulse. 
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The  total  number  of  meetings  attended  dur- 
ing 1970  was  784.  The  total  number  of  con- 
tacts was  6,045.  We  are  gratified  by  the  inter- 
est shown  by  physicians  in  our  Field  Program 
and  would  like  to  take  this  opportunity  to 
thank  them  for  their  continuing  cooperation 
and  participation. 

It  is  noteworthy  that  at  year’s  end  the  total 
number  of  Participating  Physicians  and  Lab- 
oratories in  the  Basic  Blue  Shield  Programs 
stood  at  7,873  or  79.0  per  cent  of  those  eligi- 
ble, a gain  over  1969  of  2.4  per  cent.  This 
total  includes  6,756  Doctors  of  Medicine,  671 
Doctors  of  Osteopathy  and  355  Doctors  of 
Surgical  Podiatry. 

In  the  Prevailing  Fee  Program,  the  number 
of  Participating  Physicians  and  Laboratories 
stood  at  6,234  or  62.6  per  cent,  a gain  over 
1969  of  6.1  per  cent.  Represented  in  the  total 
are  5,371  Doctors  of  Medicine,  504  Doctors  of 
Osteopathy  and  284  Doctors  of  Surgical  Podi- 
atry. 

The  reports  of  New  Jersey  Participating  and 
Non-Participating  Physicians  by  County  and 
Specialty  (Basic  and  Prevailing  Fee  Pro- 
gram), which  accompany  this  report,  illus- 
trate the  gains  within  counties  and  special- 
ties. The  total  number  of  Participating  Physi- 
cians in  these  programs  represents  an  all-time 
high  in  enrollment.  Almost  without  excep- 
tion, these  gains  were  the  result  of  a personal 
visit  to  a doctor’s  office  by  a member  of  the 
Field  Staff.  During  these  visits  the  Plan’s  vari- 
ous programs  were  explained  in  detail,  en- 
abling the  physician  to  make  a prompt 
knowledgeable  decision  regarding  his  partici- 
pation in  the  Plan’s  two  major  programs. 

We  believe  each  personal  contact  made  dur- 
ing 1970  helped  the  medical  profession  to 
better  understand  Blue  Shield  philosophy, 
policies  and  procedures  and  the  Plan’s  value 
to  the  citizens  of  New  Jersey. 

Utii.ization  Program 

During  1970,  all  criteria  for  a Utilization  Re- 


view Program  set  up  by  the  National  Associa- 
tion of  Blue  Shield  Plans  were  met.  The  New 
Jersey  Plan’s  program  is  further  advanced 
than  that  of  most  other  Plans  in  the  area  of 
underwritten  business.  It  included  Basic, 
CHAMPUS,  Federal  and  Medicare  Comple- 
mentary claims,  and  resulted  in  the  recapture 
of  over  $40,000  from  42  physicians,  with  fur- 
ther refunds  from  1 1 physicians  totaling  over 
$61,000  pending  at  year’s  end.  Since  the 
inception  of  the  program  five  years  ago,  more 
than  $100,000  has  been  refunded  by  over  300 
doctors. 

Flip  Chart  Presentation.  A Flip  Chart  presen- 
tation, explaining  the  Plan’s  Utilization  Re- 
view Program,  was  given  at  28  hospitals  in 
New  Jersey.  Over  700  physicians  attended  the 
presentations.  The  presentation  has  led  to 
several  other  Blue  Shield  Plans  adopting  a 
similar  approach. 

Utilization  Review  By  Group.  During  the 
year,  the  Utilization  Section  explored  various 
approaches  to  reviewing  enrolled  Groups 
having  a relatively  poor  claims  experience. 
The  work  with  Groups  is  essentially  educa- 
tional, utilizing  literature  and  posters  which 
are  in  the  planning  stages. 

()itestionnaires.  The  Section  mailed  out  an 
average  of  300  subscriber  (juestionnaires  each 
month,  obtaining  a return  of  about  65  jx?r 
cent.  WOien  a follow-up  was  made,  returns 
rose  to  85  per  cent.  The  results  disclosed  a 
number  of  discrepancies  and  jjinpointed  some 
areas  of  practice  where  continuing  scrutiny 
was  indicated.  Subsequent  questionnaires  will 
be  concentrated  in  these  areas. 

Laboratories.  Fee  Schedules  were  obtained 
from  high  volume  laboratories  and  checked 
against  a random  selection  of  claims.  Several 
hundred  claims  were  either  reduced  in  pay- 
ment or  declined  as  a result  of  this  program. 

Anesthesia  Arrangements.  A survey  of  96 
New  Jersey  hospitals  indicated  that  more  hos- 
pitals are  using  Registered  Nurse  Anes- 
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thetists,  with  the  percentage  rising  from  59 
in  1969  to  64.5  in  1970.  An  analysis  was  made 
of  the  ratio  of  doctors  to  hospital-employed 
R.N..A.’s.  In  situations  where  the  ratio  of 
R.N..A.’s  was  relatively  high,  fnrther  investiga- 
tion was  initiated. 

Post-Audit  Review  of  Hospital  Charts. 
Routine  audits  were  made  at  104  New  Jersey 
hospitals,  35  of  the  hospitals  receiving  two 
audits.  In  addition,  17  special  audits  were 
made.  The  audits  involved  the  examination 
of  more  than  7500  charts.  Claims  to  be  au- 
dited were  randomly  selected,  and  cases  where 
the  probal)ility  of  error  was  greatest  were  re- 
viewed. As  a result,  the  audits  were  more 
productive  this  year  than  in  previous  years. 

Physician  Education.  The  Utilization  Section, 
in  collaboration  with  Editorial  Services  and 
Blue  Shield  Public  Relations  Office,  is  de- 
veloping a series  of  messages  to  physicians 
directed  toward  various  areas  that  are  suscep- 
tible to  utilization  problems. 

In  Summary.  The  objective  of  Utilization  Re- 
view is  to  conserve  the  subscribers’  funds  .so 
that  necessary  medical  care  may  be  properly 
paid  for  by  the  Plan.  It  is  felt  the  Utilization 
Section  in  1970  made  progress  toward  that 
objective. 

E.nrou.ment  Report 

Eotal  membership  of  Medical-Surgical  Plan 
^vas  increased  in  1970  by  44,806  persons;  this 
rcjnesenied  a new  gain  of  1.3  per  cent.  This 
membership  gain  was  the  net  result  of  the 
addition  of  29,047  contracts  during  the  1970 
marketing  period.  Current  Plan  membership 
of  3,114,278  persons  represents  47.7  per  cent 
of  the  Slate’s  ])opidation. 

I nrollment  under  the  varied  Group  pro- 
grams tcitals  2,780,247  persons,  an  increase  of 
23.259  meml)ers  over  the  year-end  1969  total. 
W itbin  the  major  categories  of  coverage  in 
'lie  iiro.ul  Grou|)  classification,  the  following 
■Aianges  in  membership  exposure  are  report- 
ed; Members  covered  under  the  Basic  Certifi- 


cate, both  with  and  without  Rider  coverage, 
total  1,577,860  persons,  a decrease  of  157,643 
members.  This  decline  in  community  Group 
enrollment  was  offset  by  growth  in  the  more 
specialized  coverage  categories.  The  increase 
of  73,131  members  in  the  governmental  cov- 
erages from  the  27,160  contracts  added,  pri- 
marily as  a result  of  the  20,896  contract  addi- 
tion to  the  State  Municipal  Program,  has  in- 
creased the  categories’  representation  in  the 
total  Group  population  to  15.2  per  cent.  The 
National  Account  category,  including  the 
New  Jersey  Bell  and  Western  Electric  ac- 
counts, displayed  a total  membership  increase 
of  36,644  members  bringing  total  exposure 
under  this  enrollment  segment  to  522,452 
persons.  Subscribers  and  dependents  covered 
under  Domestic  Master  Contracts  totaled  150,- 
318  at  year  end,  an  increase  of  72,059  over 
the  December  31,  1969  total.  More  than  60 
per  cent  of  this  gain  was  recorded  in  those 
Domestic  Master  Contracts  which  provided 
prevailing  fee  benefits  to  their  memljers.  En- 
rollment within  the  Group  Complementary 
coverage  categories  remained  relatively  stable 
throughout  the  year,  at  year  end  reporting  a 
net  decrease  of  oidy  68  members.  In  total, 
9,357  net  contracts  were  added  to  the  Group 
categon  during  1970.  During  this  period  also, 
the  number  of  accounts  enrolled  increased  by 
541  to  the  current  total  of  16,820. 

I’he  Direct  Payment  categories  also  displayed 
the  same  levels  of  moderate  growth  as  experi- 
enced in  the  Group  classifications.  Member- 
ship in  the  Left-Group  segment  of  the  Direct 
Payment  population  grew  by  1,327  persons, 
this  increase  being  generated  from  additions 
to  the  Basic  and  Rider  J category.  Within  the 
Non-Group  segment  a net  gain  of  8,571  con- 
tracts caused  the  addition  of  11,394  members. 
.\  total  of  8,802  new  members  were  enrolled 
under  the  Basic  and/or  Basic  and  Rider  J 
classifications,  while  under  the  Student  pro- 
gram 2,592  new  members  were  atlded.  I'he 
senior  citizen  population  enrolled  under  the 
Blue  Shield  65  f)rogram  continued  its  growth 
during  1970  with  8,832  new  members  joining 
the  roles  of  jiersons  covered  under  iliis  cate- 
gorv.  Of  the  145,316  persons  covered  by  the 
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program  nearly  70  per  cent  have  also  selected 
the  extended  benefits  rider  to  supplement 

this  coverage.  1969 

^ 1967  . . . 

1963 

With  a renewed  level  of  stability  being  fore-  jg^ 
cast  for  the  economy  for  the  current  year  it  is  1954  . . 
anticipated  that  growth  in  1971  will  show  Jg^^ 
improvement  over  the  1970  level  reported.  1942  . . . 


3,414,278 

3,369,472 

2,908,799 

2,450,755 

2,080,582 

1,711,834 

1,196,804 

669,906 

236,604 

4,131 


Comparative  Summary  of 

Operations 

Subscriptions  Earned^  

1970 

$86,927,856 

100.0% 

1969 

$81,013,743 

100.0% 

Less: 

Claims  Incurred^*  

Operating  Expenses***  

Gain  or  (Loss)  from 
Underwriting  Operations  . . 

. $80,369,777 

10,225,147 

. $ (3,667,068) 

90,594,924 
$ (3,667,068) 

92.4 

11.8 

104.2% 

(’l-2%) 

$72,579,531 

8,125,986 

80,705,517 
S 308,226 

89.6 

10.0 

99.6% 

•4% 

Income  on  Investments  

Operating  Gain  or  (Loss) 
for  the  Year  

1,617,553 

$(2,049,515) 

$ 1,502,066 
$ 1,810,292 

•The  gain  of  $5,914,113  in  subscriptions  earned  reflects  gains  in  enrollment,  which  increased  by  44,806 
dining  the  year. 


••The  rise  of  $7,790,246  in  claims  incurred  is  attributable  to  increased  exposure  from  larger  enrollment,  and 
to  increased  incidence,  which  rose  from  328  per  1,000  persons  to  401. 

•••The  increase  of  $2,099,161  in  operating  expenses  is  caused  by  increased  services  rendered  by  Hospital 
Service  Plan  in  the  amount  of  $1,458,151  and  an  increase  of  $641,010  in  Medical-Surgical  Plan  direct 
expenses.  Based  on  subscriptions  earned,  total  operating  expense  increased  by  1.8%. 


Summary  of  Reserves  for  Protection  of  Subscribers 


Reserves  at  January  1 

Operating  Gain  or  (Loss)  for  the  Year 


1970 

$ 8,582,412 
(2,049,515) 


$ 


1969 

8,996,816 

1,810,292 


Plus:  Reserve  Adjustments 

Non-Admitted  Assets  

Adj.  of  Prior  Years  Income  

Unrealized  Capital  Gains  

Claim  Reserve  

Distribution  of  Prior  Year’s  Income 
Group  Contract  Settlement  


$ 6,532,897 

$(574,230) 

(539,000) 

60,368 

242,000 

322,400 

(524,312)  (1,012,774) 


$10,807,108 

$ 180,397) 

i81,000 

(223,418) 

(1,708,000) 

(99,800) 

(294,081)  (2,224,696) 


Reserves  at  December  31 


$ 5,520,123 


$ 8,582,412 
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Appointed  Term  as  Board  Member 

1970  1954-1970 

1966  1942-1966 

1966  1942-1965 


ADVISORS  TO  THE  BOARD  OF  TRUSTEES 

Appointed  Term  as  Board  Member 
William  F.  Costello,  M.D.  1958  1948-1958 

William  E.  Dodd,  M.D.  1952  1944-1952 


FORMER  MEMBERS  OF  THE  BOARD  OF  TRUSTEES 


*Da\id  B.  Allman,  M.D. 
1945-1945 

•Charles  W.  Barkhorn,  M.D. 
1952-1965 

Irving  P.  Borsher,  M.D. 
1950-1965 

*E.  Clyde  Bowers,  M.D. 
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1 9-14- 1953 

‘Di  > rased 


Joseph  P.  Donnelly,  M.D. 
1953-1968 

•William  K.  Harryman,  M.D. 
1944-1945 

Sigurd  W.  Johnsen,  M.D. 
1942-1948 

•Augustus  S.  Knight,  M.D. 
1942-1948 

• I homas  K.  Lewis,  M.D. 
1942-1949 

•Arthur  W.  Lunn 
1951-1962 

Paul  Mecray,  Jr.,  M.D. 
1953-1961 

Duane  E.  Minard,  Jr. 
1957-1965 

Glennis  S.  Rickert,  M.D. 
1959-1963 


•Royal  A.  Schaaf,  M.D. 
1942-1964 

•Norman  M.  Scott,  M.D. 
1942-1950 

Reuben  L.  Sharp,  M.D. 
1950-1952 

lames  I.  Spencer,  M.D. 
1957-1961 

Gustave  E.  Widenmayer 

1961- 1966 
•Carl  K.  Withers 

1952-1961 
David  L.  Yunich 

1962- 1963 


Approved  (page  Tr  134) 
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Nominations  for  Emeritus  Membership 

(Reference  Committee  “H”) 


The  following  nominations  for  election  to 
emeritus  membership  at  the  1971  annual 
meeting  have  been  received  from  the  com- 
ponent societies.  Conforming  to  the  provi- 
sions of  Article  IV,  Section  6,  of  the  Constitu- 
tion, all  nominees  are  now  and  have  been 
members  in  good  standing  of  a component 
society  for  at  least  twenty  years,  and  by  rea- 
son of  age  or  infirmity  have  retired  from  the 
active  practice  of  medicine.  All  are  emeritus 
members  of  their  respective  component  socie- 
ties. 

Atlantic  County 

Samuel  L.  Kaman,  .Atlantic  City;  .Age  fi9 
Frank  W.  Konzelmann,  Somers  Point,  .Age  77 

Bergen  County 

joseidi  F.  Benjamin,  Ridgewood;  .Age  fib 
\Vhlliam  D.  Deuell,  Hackensack;  .Age  92 
.Al)raham  Goldlarb,  Hohokus;  .Age  99 
V'ernon  L.  Hawes,  Ramsey;  .Age  99 
Paid  .A.  Kennedy,  Tea  neck;  .Age  70 

Burli)igton  County 

Michael  L.  Rachunis,  Burlington;  .Age  9.5 
Paid  R.  Sparks,  Burlington;  .Age  92 

Camden  County 

.Anthony  J.  Dilelsi,  Haddon  Heights;  .Age  97 
Henrik  W.  Locke,  Moorestown;  .Age  59 

Cumberland  County 
Kurt  .\I.  Hansen,  Millville;  .Age  59 
.Antliony  Pino,  Bridgeton;  .Age  9(> 

Essex  County 

M.  Jonas  Coliner,  Elizabeth;  .Age  97 
Ethan  T.  Colton,  Jr.,  Upper  Montclair;  .Age  97 
Joseph  C.  D’.Angelo,  Chatham,  Mass,  (former- 
ly Belleville);  Age  91 
.Anna  L.  Levy,  East  Orange;  .Age  73 
.A.  Gordon  Murphy,  Montclair;  Age  57 
Harrold  .A.  Murray,  Sea  Girt;  Age  78 
\V.  .Ashton  Roberts,  Rehoboth  Beach,  Del. 
(formerly  Caldwell);  .Age  71 


Robert  F.  Roh,  Lakewood;  Age  74 
Herman  \V.  Schweizer,  West  Orange;  .Age  99 
Christopher  .A.  Smith,  Brookside;  .Age  91 

Hudson  County 

Samuel  I.  Kooperstein,  V'erona;  .Age  70 
Salomon  Silvera,  Kearny;  .Age  95 

Middlesex  County 

Stanley  .A.  Gadek,  Deltona,  Fla.  (formerly 
Perth  .Amboy);  .Age  90 
Jose]jh  Lang,  Miami  Beach,  Fla.  (formerly 
Perth  .Andjoy);  .Age  94 

Morris  County 

John  M.  .Atkinson,  Madison;  .Age  93 
J.  Henry  Harrington,  Dover;  .Age  70 
Otto  Rubens,  Dover;  .Age  99 

Ocean  County 

W'illis  B.  Mitchell,  Toms  River;  .Age  95 
Passaic  County 

M.  Marvin  Cohen,  Paterson;  .Age  91 
Nicholas  Palma,  Brick  d own;  .Age  99 
James  E.  Phelps,  Sparta;  .Age  75 
Louis  J.  Radest,  Glen  Rock;  .Age  70 
Marguerite  .A.  Schafer,  East  Paterson;  .Age  59 
Jacob  ^Varren,  Furlong,  Pa.  (formerly  Pater- 
son); .Age  70 

U'arren  County 

G.  Homer  Bloom,  Phillipsburg;  Age  75 
Timothy  H.  Spillane,  Phillipsburg;  .Age  75 

Approved  (page  Tr  145) 

Supplemental  Report 

The  following  additional  nominations  for 
election  to  emeritus  membership  have  been 
received: 

Essex  County 

Max  G.  Straus,  Maplewood:  Age  77 
Milton  Wurzel,  Union:  Age  97 

Approved  (page  Tr  145) 
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MEMORIAL  RESOLUTIONS 


The  following  resolutions  were  received  by  the  House  with  sorrowful  concurrence. 


David  Bacharach  Allman,  M.D. 
(1891-1971) 


Whereas,  alter  a long  life  of  distinguished 
and  endearing  service  as  a renowned  surgeon 
and  medical  leader,  our  beloved  colleague, 
David  Bacharach  Allman,  M.D.,  has  been 
called  to  his  eternal  reward;  and 

^\'hereas,  as  a dedicated  and  faithful  member 
of  The  Medical  Society  of  New  Jersey  and 
member  and  Chairman  of  its  Board  of  Trus- 
tees, Doctor  Allman  consistently  advanced 
the  good  name  of  Medicine  and  the  welfare 
of  the  people  of  New  Jersey;  and 

Whereas,  as  the  111th  President  of  the  Ameri- 
can Medical  Association,  he  extended  the 
s(o|)e  of  his  service  to  embrace  the  nation 
and  the  world,  and  in  so  doing  reflected 


singular  honor  upon  our  Society  and  our 
State;  and 

Whereas,  by  his  life  tve  were  all  enriched  so 
by  his  death  we  are  all  impoverished;  now 
therefore  be  it 

RESOL\'ED,  that  The  Medical  Society  of 
New  Jersey,  honoring  David  Bacharach 
Allman,  M.D.,  in  death  as  in  life,  records  its 
profound  grief  at  his  passing;  and  be  it  fur- 
ther 

RESOLVED,  that  a copy  of  this  resolution  be 
spread  upon  the  minutes  of  this  meeting  and 
that  another  copy,  suitably  prepared,  be 
presented  to  his  bereaved  cvidotv  in  token  ol 
heartfelt  sympathy. 


Louis  Stanley  Wegryn,  M.D. 
(1903-1971) 


Whereas,  Almighty  God  has  summoned  from 
our  midst  Mis  good  servant  and  otir  beloved 
colleague,  Louis  Stanley  ^\’egryn,  M.D.;  and 

Wl  lereas,  in  his  long  career  as  a surgeon  of 
high  competence.  Doctor  Wegryn  distin- 
guished himself  as  one  who  loved  and  served 
his  fellowman;  and 

\\  lu  reas,  with  exemjjlary  and  unselfish  de\o- 
ti<m  hroughout  his  entile  career,  he  clunn- 
” '1  the  ideals  and  humanitarian  goals  of 
I 1.  ■ di'  al  profession  and  served  well  The 


Medical  Society  of  Nerv  Jer.sev  as  a faithful 
member  and  able  President;  now  therefore  be  it 

RESOIATD,  that  the  Board  of  Trustees  of 
The  Medical  Society  of  New  Jersey  record  its 
profound  grief  at  his  passing;  and  be  it  fur- 
ther 

RESOIATD,  that  a copv  of  this  resolution  be 
spread  upon  the  minutes  of  the  Board  and 
that  another  copy,  suitably  prepared,  be 
presented  to  Doctor  \\’egrvn’s  bereaved  fami- 
ly in  token  of  heartfelt  sympathv. 


I I tl.s 


1 HE  jorRN.M.  or  T iir  Mi:nic;.\i.  sctcikt  v of  new  jersey 


RESOLUTIONS 


Fluoridation 

From  the  Somerset  County  Medical  Society 
(Reference  Committee  “A”) 


Whereas,  The  Medical  Society  of  New  Jersey 
recognizes  dental  caries  to  be  a widespread 
and  significant  disease  in  this  state;  and 

Whereas,  the  controlled  fluoridation  of  pub- 
lic water  supplies  at  approximately  one  part 
per  million  of  fluorine  is  generally  recog- 
nized by  the  scientific  and  medical  communi- 
ty to  be  a safe,  effective,  and  inexpensive 
method  of  combating  this  disease;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  reiterate  its  endorsement  of  con- 
trolled fluoridation  of  public  water  supplies; 
and  be  it  further 


RESOLVED,  that  The  Medical  Society  of 
New  Jersey  urge  the  adoption  of  mandatory 
controlled  fluoridation  on  a statewide  basis 
by  the  legislature  of  the  State  of  New  Jersey, 
as  the  only  practical  means  of  providing  this 
desirable  public  health  service  for  children 
and  adults  of  this  State. 


Foregoing  paragraph  amended  to  read: 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  urge 
enactment  of  legislation  obliging  the  Department  of  En- 
vironmental Protection  to  promulgate  regulations  requiring  the 
fluoridation  of  public  water  supplies. 

Adopted  as  amended  by  the  Reference  Committee  (page 
Tr  131) 


#2 


Investigation  and  Evaluation  of  Collection  Agencies 

From  the  Essex  County  Medical  Society 
(Reference  Committee  “A”) 


Whereas,  the  AMA  Judicial  Council  has  de- 
clared that  a “physician  should  not  utilize  the 
service  of  a collection  agency  whose  tactics 
and  methods  of  collection  will  bring  the  med- 
ical profession  into  disrepute”;  and 

\\’hereas,  a physician  may  not  know  the  tac- 
tics and  methods  used  by  various  collection 
agencies;  and 

Whereas,  the  individual  physician  has  neither 
the  time  nor  the  facilities  properly  to  investi- 
gate these  collection  agencies;  now  therefore 
be  it 


RESOLVED,  that  The  Medical  Society  of 
New  Jersey  investigate  the  major  collection 
agencies  soliciting  New  Jersey  physicians’  ac- 
counts; and  be  it  further 

RESOIA'ED,  that  a list  of  approved  agencies 
be  periodically  ]>ublished  by  The  Medical  So- 
ciety of  New  Jersey  and  distributed  to  all 
members. 

Rejected  as  unnecessary  (page  Tr  131) 

Assembly  Bill  893,  which  passed  both  houses  of  the  Legisla- 
ture and  is  awaiting  the  Governor’s  signature,  will  stringently 
regulate  the  practices  of  collection  agencies,  under  the 
supervision  of  the  office  of  the  Secretary  of  Stote. 
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#3 


Liberalization  of  Abortion  Laws 

From  the  Essex  County  Medical  Society 
(Reference  Committee  “A”) 


Whereas,  it  is  a statistical  fact  that  abortions 
have  been,  and  will  continue  to  be,  per- 
formed in  a clandestine  manner,  with  serious 
medical  risks  to  the  tvomen  involved;  and 

Whereas,  it  is  also  a fact  that  New  Jersey  has 
antiquated  laws  on  abortion  that  need  revi- 
sion; and 

Whereas,  with  the  present  trend  in  sociologic 
thinking  toward  allowing  aljortions  to  be 
done  more  freely,  it  would  appear  logical  to 
jjermit  the  careful  performance  of  “legal” 
abortions,  by  competent  medical  personnel  in 
approved  medical  institutions;  now  therelore 
be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  strongly  urge  the  legislature  of 
tlie  State  of  New  Jersey  to  draft  and  pass 
more  liberal  and  pertinent  abortion  laws, 
that  include  these  necessary  features: 

(a)  There  be  no  restriction  to  the  ])er- 
lormance  of  abortion  up  to  the  end  of  the 
20th  week  of  ])iegnancy,  excej^t  those  of 
good,  safe,  medical  practice. 

(b)  Ehat  the  only  reqturement  for  the  per- 
lormance  of  abortion  be  that  the  pregnant 
woman  request  it,  and  that  her  physician 
agrees  her  health  wmdd  safely  permit  it. 


(c)  \ pregnant  woman  age  16,  but  under  21, 
should  not  be  required  to  obtain  parental  or 
guardian  consent  for  abortion. 

(d)  Pregnant  girls  under  age  16  should  have 
parental  or  guardian  consent,  if  available,  for 
abortion,  but  if  this  consent  is  not  obtainable, 
a written  concurring  opinion  by  another 
physician  should  be  considered  adequate, 
with  no  right  to  later  retraction. 

(e)  -\l)ortions  should  be  performed  only  in 
such  areas  of  hospitals  where  adequate  surgi- 
cal practice  can  be  assured  by  competent 
medical  personnel. 

(f)  No  jjhysician  shall  be  required  to  per- 
form an  abortion  nor  shall  any  institution  be 
retjuired  to  allow  an  abortion  to  be  per- 
formed within  its  walls. 

(g)  No  physician  or  medical  institution  can 
l)e  declared  liable  for  ha\ing  performed  an 
abortion  provided  written  permission  was  ob- 
tained from  the  pregnant  woman  and  the 
procedure  was  done  according  to  the  usual, 
proper,  accepted  standards  of  good  medical 
care. 


Not  adopted  (against:  182;  for:  130)  (page  Tr  131) 


House  of  Delegates— Third  Session. 
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#4 


Staff  Dispensary  for  Legislature 

From  the  Essex  County  Medical  Society 
(Reference  Committee  “A”) 


^Vllereas,  some  other  state  medical  societies 
have  offered  volunteer  physicians  to  staff  a 
first  aid  post  in  the  legislatures  of  their  states 
to  assist  where  needed  when  the  legislative 
bodies  were  in  session;  and 

Whereas,  this  has  been  successful  in  achieving 
a closer  w'orking  relationship  with  Senators 
and  Representatives;  and 

^Vhereas,  The  Medical  Society  of  New  Jersey 
has  8,000  members  from  which  enough  volun- 
teers could  be  obtained  to  each  give  one  day 
to  staff  such  dispensaries  in  our  State;  ami 

Whereas,  this  would  benefit  the  legislators 
and  provide  us  with  a better  rapport  with 
them  and  closer  working  knowledge  of  legis- 


lative process  in  New  Jersey;  and 

\Vhereas,  this  could  stimulate  interest  in  some 
physicians  becoming  more  active  politically; 
now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  inform  the  New  Jersey  Senate 
and  the  House  that  we  are  willing  to  supply 
volunteer  physicians  to  man  a dispensary 
when  they  are  in  session;  and  be  it  further 

RESOLVED,  that  if  no  dispensary  is  on  prem- 
ises that  MSNJ  defray  the  ex|>ense  of  ecpiip- 
]jing  a room  lor  such  jnirpose. 

Rejected  (page  Tr  131) 


President  Satulsky  presenting 
plaque,  in  recognition  of  the 
sesquicentennial  of  the  Hunter- 
don County  Medical  Society,  to 
Frederick  Knocke,  Past  Presi- 
dent of  that  Society. 
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#5 


Cancellation  of  HSP  Coverage  for  Surviving  Spouse 

From  Joseph  M.  Gannon,  M.D.,  Delegate  from  Union  County 
(Reference  Committee  “C”) 


Whereas,  of  the  many  things  that  currently 
threaten  our  security,  the  possibility  of  being 
hospitalized  during  a period  when  such  hos- 
pitalization is  not  covered  by  adequate  insur- 
ance looms  as  one  of  the  most  menacing;  and 

Whereas,  information  derived  from  knowl- 
edgeable persons  as  well  as  from  scrutiny  of 
the  Subscription  Contract  of  the  Hospital 
Service  Plan  of  New  Jersey  seems  to  indicate 
that  in  the  situation  wherein  a Subscriber  (a 
physician-member  of  the  MSNJ  Group)  car- 
ried Ity  the  HSPNJ  dies,  his  spouse  (wife), 
who  theretofore  had  been  covered  as  an  Eligi- 
ble Person  under  a Group  Family  Contract, 
immediately  has  her  insurance  cancelled; 
there  is  nothing  in  the  Contract  that  appears 
to  deal  specifically  with  this  situation  but  ap- 
parently in  order  to  continue  any  hospitaliza- 
tion insurance  with  HSPNJ  the  surviving 
spotise  must  make  a Non-Group  Application, 
which  if  accepted  excludes  her  from  coverage 
for  any  condition  which  existed  prior  to  the 
tlate  of  application;  in  any  event  if  a policy  is 
issued  it  is  cancellable  on  one  month’s  notice; 
and 

Whereas,  the  foregoing  creates  a potentially 
devastating  situation  which  any  prudent  jter- 
son  woidd  go  to  great  lengths  to  forestall; 


now  therefore  be  it 

RESOLVED,  that  MSNJ  re-evaluate  the  Sub- 
scription Contract  offered  by  the  Hospital 
Service  Plan  of  New  Jersey  to  the  members  of 
this  Society  to  ascertain  if  any  substantial  haz- 
ards such  as  are  mentioned  in  the  Preamble 
of  this  resolution  do  in  fact  exist;  and  if  such 
are  found;  be  it  further 

RESOL\’ED,  that  MSNJ  proceed  with 
greatest  vigor  and  tenacity  to  effect  correction 
of  any  situation  wherein  a surviving  spouse  of 
a member  of  this  Society  might  find  herself 
deprived  of  hospitalization  insurance  by  the 
Hospital  Service  Plan  of  New  Jersey  through 
no  action  or  fault  on  her  part;  such  action  on 
the  part  of  MSNJ  should  embrace  persua- 
sion, appeal  to  the  Commissioner  of  Banking 
and  Insurance,  litigation,  and  if  necessary  the 
seeking  of  appropriate  legislation  to  the  end 
that  a remedy  is  fouiul  for  this  seemingly  un- 
wholesome situation 

Not  adopted  (page  Tr  134) 

Reference  Committee  was  assured  (by  HSP)  that  adequate 
concern  and  coverage  are  available  to  surviving  spouses 
and  families.  The  Plan  indicated  that  it  will  conduct  an 
educational  campaign  directed  toward  component  society 
treasurers  and/or  remitting  agents  to  delineate  clearly  the 
proper  procedure  in  this  regard. 


Scientific  Session. 
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#6 


Control  of  Obscene  and  Indecent  Publications  and  Displays 

From  Cumberland  Coimty  Medical  Society 
(Reference  Committee  “E”) 


Whereas,  of  late  there  have  been  increasing 
public  presentation  and  display  of  materials 
of  all  kinds  which  wantonly  promote  interest 
in  and  tolerance  for  obscenity  and  indecency; 
and 

Wdiereas,  the  purveyors  and  dispensers  of 
such  materials  justify  their  activities  as  neces- 
sary for  the  preservation  of  freedom  of  action 
and  freedom  of  expression;  and 

Whereas,  in  so  doing  they  fail  to  distinguish 
between  liberty  and  license;  now  therefore  be 
it 


RESOLVED,  that  The  Medical  Society  of 
New  Jersey  oppose  the  circulation  and  un- 
fettered distribution  of  any  material  whose 
prime  purpose  is  obviously  to  generate  lasci- 
vious response;  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  urge  that  all  proper  legal  steps 
be  taken  to  control  and  eliminate  the  free 
traffic  in  such  degrading  materials. 


Not  adopted  (page  Tr  137) 


#7 


Establishment  of  New  Conjoint  State  and 
County  Public  Relations  Program 

From  the  Bergen  County  Medical  Society 
(Reference  Committee  “E”) 


Whereas,  an  educated  public  has  the  right  to 
be  continually  informed  in  an  impartial  and 
honest  manner  of  Medicine’s  points  of  view; 
and 

Whereas,  to  accomplish  this  in  an  efficient 
and  effective  manner  recpiires  an  ongoing 
and  full-time  effort  on  the  part  of  a well- 
planned  professional  public  relations  pro- 
gram conjointly  involving  the  twenty-one 
county  medical  societies  and  The  Medical  So- 
ciety of  New  Jersey;  now  therefore  be  it 

RESOLVED,  that  such  a continuous,  central- 
ized and  active  public  relations  program  be 
established  by  The  Medical  Society  of  New 
Jersey,  and  that  the  Officers  and  Trustees  of 


The  Medical  Society  of  New  Jersey  be  direct- 
ed to  fund  and  activate  such  a program 
immetliately;  and  be  it  further 

RESOLVEf),  that  an  assessment  of  $5.00  per 
member  be  levied  in  1972  to  pay  specifically 
for  a professional  public  relations  firm  to  im- 
plement a positive,  aggressive,  coordinated 
ongoing  public  relations  program  to  educate 
the  public  and  the  physician  in  conjunction 
with  state  and  county  public  relations  com- 
mittees. This  public  relations  agency  is  to 
make  regular  statewide  and  local  news  re- 
leases, jjromote  exhibits,  school  programs,  or- 
ganizational contacts,  PTA  group  education, 
and  be  available  for  the  rebuttal  of  unfavor- 
able publicity;  and  be  it  further 
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RESOLX'ED,  that  The 
New  Jersey’s  Board  of 
Delegates  recommend  a 
all  50  states. 


Medical  Society  of 
Trustees  and  AMA 
similar  program  for 


RESOLVED,  that  the  Board  of  Trustees  be  mandated  to  estab- 
lish a continuing  public  relations  program  staffed  by  a full- 
time public  relations  counsel  or  director. 

Tabled  and  referred  to  Council  on  Public  Relations  for  further 
study  (page  Tr  138) 


Resolutions  7 and  22  were  considered  together,  and  Refer- 
ence Committee  recommended  that  Resolution  7 be  adopted 
with  the  second  "Resolved"  amended  to  read: 


#8 


Legal  Immunify  for  Physicians 
Making  Blood  Alcohol  Determinations 

From  the  Burlington  County  Medical  Society 


(Reference  Committee  “E”) 


Whereas,  it  is  generally  agreed  that  the  use 
of  alcoholic  beverages  contributes  greatly  to 
death  and  injury  on  the  highways;  and 

W’hereas,  it  is  necessary  for  law  enforcement 
officers  to  retjuest  physicians  to  assist  with  the 
performance  of  blood  alcohol  determina- 
tions: and 

W'hereas,  physicians  are  often  reluctant  to 
comply  with  such  requests  becatise  of  the  pos- 
sibility of  legal  action  which  may  be  taken 
agaitist  them  restdting  from  such  compliatue; 
and 


Committee  on  Relations  with  the  Medical 
Profession  has  taken  cognizance  of  this  prob- 
lem and  has  expressed  understanding  of  the 
physicians’  dilemma  thus  produced;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  seek  enactmetit  of  state  legislation 
which  would  provide  physicians  with  immu- 
nity from  litigation  tvhich  might  ari,se  from 
compliance  with  the  request  of  a law  enforce- 
ment officer  for  a blood  alcohol  determina- 
tion. 


Whereas,  the  New  Jersey  Supreme  Court’s  Adopted  (page  Tr  1 38) 


#9 


Legislation  Concerning  Medical  Assistants 


From  the  Essex  County  Medical  Society 
(Reference  Committee  “F”) 


\\  hereas,  jiliysii  ians  are  becoming  increasing- 
ly busy  and  their  dependence  on  medical  as- 
sistants necessarily  increases;  and 

Whereas,  an  alert,  well-tr;iinecl  medical  assist- 


ant can  release  the  physician  from  the  non- 
medical pressures  of  his  practice;  and 

Whereas,  the  AM.\  and  the  .American  .Associ- 
ation of  Afcdical  Assistants  are  cooperating  in 


KM 
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establishing  well-trained  and  certified  medical 
assistants;  and 

Whereas,  the  prohibitory  provisions  of  the 
New  Jersey  Medical  Practice  Act  apply  to  all 
ancillary'  personnel  except  those  specifically 
excluded  under  section  45:9-21  K namely:  “a 
chiropodist,  professional  nurse,  registered 
physical  therapist,  masseur,  while  operating 
in  each  particular  case  under  specific  direc- 
tion of  a regularly  licensed  physician  or  sur- 
geon”; and 

Whereas,  the  current  interpretation  of  the 
Medical  Practice  Act  in  these  restrictions  re- 
garding medical  assistants  undermines  ap- 
proved good  medical  practice  by  excluding 
trained  allied  medical  personnel;  and 

Whereas,  this  affects  almost  eveiy  physician 
who  uses  medical  assistants  whether  in  an 
office,  laboratory,  hospital,  or  home;  now 
therefore  be  it 

RESOL\’ED  that  The  Medical  Society  of 


New  Jersey  move  swiftly  to^vard  introduc- 
tion and  passage  of  legislation  pertaining  to 
these  prohibitory  provisions  of  the  Medical 
Practice  Act  and  include  appro\ed  medical 
assistants  (which  term  includes  technicians); 
and  be  it  further 

RESOLVED,  that  such  enactment  would  in- 
sure the  continuance  of  ancillary  services 
jjresently  threatened,  the  withdrawal  of 
which  would  result  in  greatly  impaired  ser- 
vice to  the  public  of  New  Jersey;  and  be  it 
further 

RESOLVED,  that  the  State  Attorney  General 
make  a current  interpretation  of  the  Medical 
Practice  Act  to  permit  the  legal  use  of  Medi- 
cal Assistants  under  the  specific  direction  of  a 
regularly  licensed  physician  or  surgeon  until 
such  time  as  the  present  Medical  Practice  Act 
be  amended. 


Not  adopted — referred  to  Council  on  Medical  Services  for 
further  study  (page  Tr  143) 


#10 


Legislation  to  Provide  that  Blood  Transfusing 
Is  a Service  Not  a Sale 


From  the  Gloucester  County  Medical  Society 
(Reference  Committee  “E”) 


Whereas,  the  donation  of  human  blo<xl  has 
long  been  considered  a most  praiseworthy  act 
of  medical  charity;  and 

^Vhereas,  blood  transfusions  have  been  re- 
moved from  the  category  of  sale  of  goods 
with  implied  warranty  by  legislative  action  in 
several  states;  now  therefore  be  it 


RESOL\'ED,  that  The  Medical  Society  of 
New  Jersey  endorse  the  enactment  of  a simi- 
lar measure  by  the  New  Jersey  State  Legisla- 
ture at  the  earliest  possible  time. 

Foregoing  paragraph  amended  to  read; 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  urge 
enactment  of  S-752  at  the  earliest  possible  time. 

Adopted  as  amended  by  the  Reference  Committee  (page 
Tr  138) 


VOL.  68-NUMBER  7-JULY,  1971 


Tr  10,5 


#n 


Modification  of  Procedures  Affecting  Legislation 

From  the  Essex  County  Medical  Society 
(Reference  Committee  “E”) 


Wliereas,  The  Medical  Society  of  New  Jersey 
has  available  without  charge  specialized  ad- 
vice on  any  medical  subject  through  its  many 
committees,  councils,  sections,  and  liaison  with 
specialty  societies;  and 

W hereas,  on  many  occasions  the  Council  on 
Legislation  has  taken  an  action  of  “Ap- 
proved,” “Disapproved,”  “Active  Support,” 
or  “Active  Opposition,”  without  consulting 
the  chairman  of  the  appropriate  committee; 
and 

Whereas,  the  Council  on  Legislation  meets 
unvaryingly  on  a Thursday  afternoon  when 
many  physicians  and  liaison  representatives 
of  specialty  societies  find  it  impossible 
routinely  to  attend;  and 

Whereas,  one  council  meeting  monthly  re- 
viewing hundreds  of  legislative  bills  cannot 
jjossibly  follow  through  with  all  important 
ones;  and 

Whereas,  smaller  task  force  committees  could 
carry  out  action  programs  by  contacting  and 
meeting  with  committees  of  the  Legislature; 
and 

\\  heieas,  if  a lull  is  sul^mitled  which  contains 
object  icmable  passages,  the  need  for  legisla- 


tion on  the  subject  should  be  reviewed  and,  if 
necessary,  a satisfactory  measure  drafted  so 
that  a task  force  committee  could  meet  with 
the  s|X)nsors  of  the  objectionable  bill  and 
revise  and  compromise  instead  of  flatly  disap- 
proving; now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  completely  revamp  its  legislative 
structure  to  provide  lor  the  following: 

(a)  Appointment  of  action  task  force  sub- 
committees for  specific  bills. 

(b)  Obtaining  advice  on  legislation  from  spe- 
cialized sources  available. 

(c)  Holding  more  frecjuent  meetings  on  Sun- 
days at  periods  when  legislation  is  intro- 
duced. 

(d)  Drafting  of  positive  measures  to  fill  legis- 
lative voids. 

(e)  \Vfliere  inecjuitable  legislation  is  intro- 
duced by  other  sources,  in\estigate  the  need 
for  the  legislation  and,  if  verified,  seek  to 
achieve  an  acceptable  compromise  bill. 

Approved  in  principle  and  referred  fo  Council  on  Legislation 
for  such  implementation  os  is  appropriate — report  to  be 
made  to  the  1972  House  of  Delegates  (page  Tr  138) 


Kcccpiion  Honoring  President -Elect  Davis. 
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#12 


Rescinding  Eye  Medication  Ruling 

From  the  Essex  County  Medical  Society 
(Reference  Committee  “E”) 


Whereas,  the  State  Attorney  General’s  office 
has  permitted  optometrists  to  use  eye  medica- 
tion for  diagnostic  purposes;  and 

Whereas,  it  is  felt  that  the  administration  of 
any  medication  is  not  without  hazard  in  the 
form  of  unwanted  side  effects  and  therefore 
should  be  properly  the  province  only  of  li- 
censed physicians  and  constitute  the  practice 
of  medicine;  and 

Whereas,  some  of  these  side  effects — such  as 
allergic  conjunctivitis,  cardiac  arrest,  anaphy- 
lactic reactions,  glaucoma,  iritis,  retinal  de- 
tachment, febrile  reactions,  and  skin  rash — are 
recognizable  and  able  to  be  treated  by  physi- 


cians only  rather  than  by  members  of  the 
laity;  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  take  immediate  legal  steps  to 
effect  the  rescission  of  the  Attorney  General’s 
ruling  permitting  optometrists  to  use  eye 
medication  for  diagnostic  purposes. 


Foregoing  paragraph  amended  to  read; 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  arrange 
for  the  introduction  of  legislation  to  prevent  optometrists 
trom  using  eye  medication  for  diagnostic  purposes. 

Adopted  os  amended  by  the  Reference  Committee  (page 
Tr  138) 


#13 


Approval  Criteria  of  Joint  Commission  on 
Accreditation  of  Hospitals 

From  the  Passaic  County  Medical  Society 
(Reference  Committee  “F”) 


Whereas,  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  has  in  the  past  frequently 
approved  hospitals  where  ecjuipment  or  plant 
has  been  sorely  deficient;  and 

Whereas,  the  ]C.\H  has  always  leaned  heavi- 
ly for  its  approval  on  the  status  of  medical 
records  alone  in  a particular  institution;  and 

Whereas,  this  emphasis  on  records  over  jjhysi- 
cal  plant  has  frequently  resulted  in  great 
difficulties  for  the  physician  staff  in  its  efforts 


to  improve  patient  care  in  various  institu- 
tions; now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  shall  instruct  its  delegates  to  the 
.AMA  meeting  to  petition  that  organization 
to  investigate  the  method  of  survey  and  ap- 
proval of  the  JCAH  so  as  materially  to  en- 
hance the  emphasis  on  plant  and  equipment 
status  of  an  institution  in  its  approval  survey. 

Adopted  (page  Tr  141) 
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#14 


Development  of  More  Family  Physicians 

From  the  Essex  County  Medical  Society 
(Reference  Committee  “F”) 


Whereas,  the  diminishing  number  of  physi- 
cians entering  family  practice  has  created  a 
tvidesjrread  and  serious  shortage  of  family 
practitioners  in  New  Jersey  and  throughout 
the  United  States;  and 

Whereas,  present  and  proposed  Federal 
health  programs  are  increasing  and  will  con- 
tinue to  increase  the  number  of  people  seek- 
ing primary  health  care;  and 

Whereas,  family  physicians  are  already  over- 
burdened providing  primary  health  care  to 
the  ever-increasing  number  of  people  seeking 
it;  and 

Whereas,  the  problems  can  best  he  solved  by 
increasing  the  number  and  eflectiveness  of 
family  physicians  as  soon  as  possible;  now 
therefore  be  it 

RKS()L\^E1),  that  The  Medical  Society  of 
New  Jersey  recommend  and  actively  seek  the 


implementation  of  the  following  plan; 

(a)  Establishment  of  Chairs  of  Family  Prac- 
tice in  both  Colleges  of  Medicine  and  Dentis- 
try of  New  Jersey  to  attract  into  and  to  train 
students  in  family  practice,  and  to  provide 
meaningful  ongoing  refresher  courses  in 
family  practice  in  geographic  centers  in  the 
state; 

(b)  Expansion  of  the  facilities  of  both  Col- 
leges of  Medicine  and  Dentistry  of  New  Jersey 
to  enable  each  to  admit  and  graduate  at  least 
200  students  a year  as  soon  as  practicable,  but 
not  later  than  1975;  and  l)e  it  further 

RESOLX'ED,  that  The  Medical  Society  of 
New  Jersey  establish  a committee  actively  to 
promote  this  plan  to  increase  the  number 
and  ellectiveness  of  family  physicians  in  New 
Jersey. 

Adopted  (page  Tr  141) 


I’lcsiclcnt-Klect  Davis— Inaugural  Ad- 
dress. 
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#15 


Establishment  of  Alcoholism  Detection  Clinics 

From  the  Bergen  County  Medieal  Society 
(Reference  Committee  “F”) 


^Vhereas,  chronic  alcoholism  (Jellinek’s  Dis- 
ease) is  steadily  on  the  increase  and  is  afflict- 
ing nine  million  people  in  the  United  States; 
and 

Whereas,  the  Assistant  Secretary  of  Health, 
Education,  and  Welfare  evaluated  chronic  al- 
coholism as  the  nation’s  number  one  health 
problem;  and 

Whereas,  last  May  S-3538  was  introduced  to 
the  U.  S.  Senate  and  co-sponsored  by  38  Sena- 
tors calling  for  the  establishment  within  the 
National  Institute  for  Mental  Health,  a Na- 
tional Institute  for  Prevention,  Treatment, 
and  Rehabilitation  from  Chronic  Alcoholism 
and  Drug  Abuse;  and 


Whereas,  for  the  past  two  years  the  Bergen 
County  Medical  Society,  in  co-sponsorship 
with  The  Record,  New  Jersey’s  third  largest 
daily  newspaper,  and  the  National  Council 
on  Alcoholism — North  Jersey  Area,  success- 
fully carrievl  out  alcoholism  detection  clinics 
in  six  Bergen  County  hosj)itals;  now  there- 
fore be  it 

RESOLVED,  that  alcoholism  detection  clin- 
ics be  established  in  each  and  every  county  in 
New  Jersey  and  that  each  component  county 
medical  society  take  the  leadership  in  endors- 
ing, encouraging,  and  actively  participating 
in  such  clinics. 

Adopted  (page  Tr  141) 


#16 


Establishment  of  Peer  Review  Committee 
to  Control  Quality  and  Costs  of  Health  Care  Services 

From  the  Essex  County  Medical  Society 
(Reference  Committee  “F”) 


Whereas,  providers  and  consumers  alike  in 
the  health  industry  as  well  as  third  party 
[>ayers  and  governmental  agencies  have  ex- 
pressed great  concern  over  the  increasing  cost 
of  good  health  care,  primarily  related  to  the 
astronomical  rise  in  hospitalization  expense; 
and 

\\'hereas,  these  same  groups  have  shown  in- 
creasing concern  for  effective  utilization  of  all 
health  services;  and 

Whereas,  they  also  are  all  striving  to  promote 
(juality  medical  care;  and 

Whereas,  many  local  medical  societies  have 
already  demonstrated  the  value  of  “peer” 


committees  reviewing  matters  pertaining  to 
the  above;  and 

Whereas,  the  .AM.A’s  Council  on  Medical  Ser- 
vices espouses  such  peer  review  committees 
and  indeed  has  provided  a handbook  with 
guidelines  for  their  formation;  now  therefore 
be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  establish  a Peer  Review  Commit- 
tee following  guidelines  contained  in  the 
“Peer  Review  Manual”  of  the  AMA’s  Coun- 
cil on  Medical  Services  and  that  the  Society 
direct  its  appropriate  component  societies  to 
do  likewise. 

Adopted  (page  Tr  141) 
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#17 


Invasion  of  Medical  Field  by  Non-Medical  Individuals 

From  the  Bergen  County  Medical  Society 
(Reference  Committee  “F”) 


Whereas,  the  American  Medical  Association 
has  gone  on  record  against  an  invasion  of  the 
medical  fiekl  by  non-medical  individuals;  and 

Whereas,  certain  members  of  the  dental 
profession,  in  particular  so-called,  “oral  sur- 
geons” as  non-medical  individuals,  are  iiule- 
pendently  performing  major  inaxillofacial  sur- 
gery such  as  the  treatment  of  complicated 
fractures  of  the  facial  bones  including  the 
open  reduction  of  zygomatic  fractures  often 
involving  the  orbit  and  its  contents  which 
may  result  in  serious  visual  disturbances  and 
loss  of  vision,  the  surgery  of  cleft  lip  and  cleft 
palate,  the  treatment  of  injuries  to  the  soft 
tissues  of  the  face  including  malignancies; 
no\v  therefore  be  it 

RESOL\Tl),  that  The  Medical  Society  of 


New  Jersey  urge  the  American  Medical  Asso- 
ciation to  request  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  withhold  ac- 
creditation of  hospitals  which  permit  this  and 
similar  invasions  of  the  medical  field  by  non- 
medical individuals;  and  be  it  further 

RESOLVED,  that  all  hospital  administrators, 
chiefs  of  surgical  services,  and  all  other  pro- 
fessional components  of  each  hospital  subject 
to  the  jurisdiction  of  the  Joint  Commission 
on  the  Accreditation  of  Hospitals  be  advised 
of  this  action. 

Not  adopted  (page  Tr  142) 

Reterenee  Committee  declared  that  "...  it  is  not  the 
responsibility  of  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  determine  professional  credentials.  This  re- 
sponsibility must  be  maintained  within  the  medical  staff  of 
the  hospital  concerned." 


#18 


Physician  Shortage  and  Physician  Assistants 

From  Henry  A.  Brodkin,  M.D.,  Delegate  from  Essex  County 
(Reference  Committee  “F”) 


Whereas,  we  are  facing  a health  crisis  due  to 
the  shortage  of  physicians,  particularly  family 
physicians,  and  influential  forces  are  urging 
the  creation  of  a new  class  of  “physician  assist- 
ants” to  meet  this  emergency;  and 

Whereas,  the  creation  of  such  a licensed  class 
of  practitioners,  even  under  the  guise  of  med- 
ical supers  ision,  performing  many  traditional 
duties  of  jjh  icians,  ^vill  dilute  the  quality  of 
medical  car-  ina  - e its  cost,  create  new 
problems  in  prote;^  ■ d liability  and  confuse 
the  lines  of  antlio. ' > ;l  responsibility;  and 


Whereas,  this  problem  can  best  be  met  by 
increasing  the  number  of  medical  colleges, 
doubling  the  present  size  of  classes,  reducing 
the  present  eight  year  course  to  five  years, 
and  increasing  the  number  of  present  tyjx^  of 
medical  technicians;  now  therefore  be  it 

RESOIA’ED,  that  this  House  of  Delegates  ap- 
prove the  following  plan  and  urge  its  en- 
dorsement by  the  Governor  and  Legislature 
of  New  Jersey;  namely: 

a.  That  the  College  of  Medicine  and  Dentis- 


ir  no 
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try  at  Newark  admit  200  students  a year  and 
the  College  of  Medicine  and  Dentistry  at 
Rutgers  be  prepared  to  function  at  that 
figure  by  1975; 

b.  That  chairs  of  family  practice  be  estab- 
lished at  both  medical  colleges  to  stimulate 
more  graduates  to  enter  family  practice. 
These  colleges  should  supervise  and  conduct 
meaningfid  refresher  courses  for  family  prac- 
titioners in  geographic  centers  in  the  State; 

c.  That  The  Medical  Society  of  New  Jersey 
oppose  the  licensing  of  physician  assistants  by 
whatever  name  called,  as  this  will  result  in  an 
inferior  quality  of  medical  service  and  create 
many  problems  of  liability  and  responsibility 
because  of  this  named  medical  supervision; 

d.  That  the  Society  urge  the  establishment 
and  expansion  of  more  licensed  training 
schools  for  medical  technicians  who  are 
presently  in  great  demand  in  hospitals,  labo 
ratories,  and  physician  offices.  This  will  obvi- 
ate the  need  for  and  avoid  the  problems  of 
medical  assistants;  and  lie  it  further 

RESOLX’ED,  that  the  New  Jersey  Delegates 
to  the  American  Medical  Association  House 
of  Delegates  be  instructed  to  recommend  the 


following  proposals  of  The  Medical  Society 
of  New  Jersey: 

a.  Objections  to  the  promotion,  creation,  and 
licensing  of  physician  assistants,  by  whatever 
named  called,  and  urge,  instead,  measures  to 
increase  the  number  of  existing  licensed  medi- 
cal technicians  who  are  not  permitted  to  sub- 
stitute for  or  perform  as  physicians: 

b.  Urge  the  establishment  of  more  medical 
colleges  and  expansion  of  the  present  ones  to 
double  the  present  number  of  medical  gradu- 
ates, and  recommend  a reduction  of  the  pre- 
medical course  to  two  years  and  the  four  year 
medical  course  to  three  years  by  shortening 
vacation  periods,  at  least  until  the  present 
emergency  of  physician  shortages  has  been 
met. 


Not  adopted — reterred  to  Council  on  Medical  Services  (page 
Tr  142) 

Reference  Committee  pointed  out  that  study  will  require 
proper  definition  of  terms,  a determination  of  the  needs 
of  the  medical  profession  in  the  way  of  medical  helpers,  the 
correlation  of  duties  of  doctors'  helpers  with  the  Medical 
Practice  Act,  and  cognizance  of  other  pertinent  facets. 
Findings  and  recommendations  should  be  reported  to  the 
Board  of  Trustees. 


#19 

Reducing  Duration  of  M.D.  Curriculum 

From  the  Essex  County  Medical  Society 
(Reference  Committee  “F”) 


Whereas,  the  diminishing  number  of  physi- 
cians entering  family  practice  has  created  a 
widespread  and  serious  shortage  of  family 
practitioners  in  New  Jersey  and  throughout 
the  United  States;  and 

Whereas,  present  and  proposed  Federal 
health  programs  are  increasing  and  will  con- 


tinue to  inciease  the  number  of  people  seek- 
ing primary  health  care;  and 

Whereas,  family  physicians  are  already  over- 
burdened, providing  primary  health  care  to 
the  ever-increasing  number  of  people  seeking 
it,  and 


VOI,.  68-NUMBER  7-JULY,  1971 


Tr  111 


be  it  further 


Wlie  teas,  the  prohlein  can  best  be  solved  by 
increasing  the  number  and  effectiveness  of 
family  physicians  as  soon  as  possible;  now  RESOLVED,  that  The  Medical  Society  of 
therefore  be  it  New  Jersey  establish  a committee  to  seek  the 

implementation  of  this  resolution. 

RESOLVED,  that  I'he  Medical  Society  of 
New  Jersey  recommend  that  the  medical  col- 
lege course  be  condensed  to  three  years;  and  Adopted  (page  Tr  142) 


Dinner  Dance  Honoring  President  Satulsky. 


#20 

Restriction  of  P.L  89-239  to  its  Proper  Purposes 

From  the  Passaic  County  Medical  Society 

(Reference  Committee  “F”) 


A\'hereas,  the  P.L.  89-239  was  enacted  in  an- 
swer to  AMA’s  opposition  to  the  DeBakey 
report;  and 

Whereas,  the  reason  for  this  legislation  was  to 
improve  the  quality  of  care  for  patients  with 
diseases  in  the  categories  of  heart  disease, 
cancer,  and  stroke  by  improving  physician  ed- 
luation;  and 

^\’hereas,  the  funds  for  the  Regional  Medical 
Program  are  now  being  reduced,  thus  inter- 
lering  with  the  operation  of  these  post- 
graduate education  atteni]>ts;  and 

Whereas,  in  some  areas  this  curtailment  may 
be  justified  by  the  mistipplication  of  R.M.P. 
ellort  and  money  in  studying  jnoblems  of  ur- 
ban health  or  delivery  of  ctire  to  ghetto  tireas, 
Avhith  problems  are  in  reality  in  the  field  of 
other  goveiumental  ageiuics  and  not  the  con- 
cern of  the  R.M  P.;  and 

WMiereas,  this  jtroblem  needs  careful  cotisider- 
aiion  and  specific  direction  bv  the  .Secretary 


of  Health,  Education,  and  \Velfare  and  by 
the  Congress  (which  has  been  totally  lacking 
since  the  program’s  inception)  ; now  there- 
fore be  it 

RESOLX’ED,  that  Ihe  Medical  Society  of 
New  Jersey  request  a full  and  thorough  ex- 
amination of  this  problem,  tvith  representa- 
tives of  the  AMA,  meeting  with  concerned 
go\ernmental  agencies  and/or  congress  or 
both,  to  the  end  that  only  the  primary  func- 
tion, namely  education,  be  expanded  along 
certain  specific  program  guidelines;  and  be  it 
further 

RESOIA’ED,  that  the  Delegates  of  The  Med- 
ical Society  of  New  Jersey  submit  a resolution 
lor  that  purpose  to  the  House  of  Delegates  of 
the  .\M.\  at  its  next  annual  meeting. 

Not  adopted^referred  to  Council  on  Medical  Services  (page 
Tr  142) 

Reference  Committee  pointed  out  thot  study  will  require 
proper  definition  of  terms,  a determination  of  the  needs 
of  the  medical  profession  in  the  way  of  medical  helpers,  the 
correlation  of  duties  of  doctors*  helpers  with  the  Medical 
Practice  Act.  and  cognizance  of  other  pertinent  facets. 
Findings  and  recommendations  should  be  reported  to  the 
Board  of  Trustees. 
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#21 


Society  Representation  on  Governmental 
Planning  Councils  and  Agencies 

From  the  Passaic  County  Medical  Society 
(Reference  Committee  “F”) 


W'hereas,  there  are  many  opinions  emanat- 
ing from  governmental  or  pseudo-govern- 
mental agencies  and  planning  councils  regard- 
ing health  care  facilities;  and 

Whereas,  these  opinions  are  issued  in  such 
a fashion  as  to  be  interpreted  as  having  legis- 
lative authority;  and 

\Vhereas,  these  opinions  are  arrived  at 
without  consultation  with  the  medical  pro- 


fession; now  therefore  he  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  be  directed  to  seek  direct  repre- 
sentation on  all  such  councils  and  that  the 
Society  be  further  directed  to  ask  the  ajjproval 
of  its  concerned  component  society  in  all  de- 
cisions affecting  the  creation  or  expansion  of 
health  facilities. 

Adopted  (page  Tr  142) 


#22 

Public  Relations 

From  Essex  County  Medical  Society 
(Reference  Committee  “E”) 


Whereas,  to  properly  relate  to  modern  com- 
munications media  it  is  necessary  for  a large 
organization  to  employ  experienced  publicity 
personnel;  and 

\Vdiereas,  discussions  and  resolutions  per- 
tinent to  The  Medical  Society  of  New  Jersey 
employing  such  specialized  personnel  usually 
revolve  around  a membership  assessment; 
and 

Whereas,  assessments  in  general  are  unwise 
and  cause  bookkeeping  problems;  and 

Wdiereas,  a special  assessment  for  public  rela- 
tions does  not  look  good  to  those  outside  the 
organization;  and 


Whereas,  a new  project  built  on  a large  as- 
sessment may  easily  be  discontinued  the  fol- 
lowing year;  and 

W'hereas,  public  relations  should  be  an  ongo- 
ing thing,  starting  small  and  developing  with- 
in a budget  of  regular  dues  so  that  it  will  not 
be  discontinued  a year  hence;  and 

Whereas,  professional  assistance  in  convention 
publicity  can  be  obtained  for  approximately 
1,500  and  a similar  amount  could  conceiva- 
bly cover  P.R.  retainers  for  other  programs 
during  the  year;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  establish  in  its  budget  for  the 
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coming  year  the  amount  of  up  to  $4,000  to  be 
spent  on  hiring  P.R.  i^ersonnel  on  a part-time 
retainer  or  fee-for-service  basis  which  would 
include  covering  the  convention  next  May; 
and  be  it  further 

RESOLVED,  that  each  April  public  relations 
needs  be  re-evaluated  and  a specific  budget 


item  be  recommended  to  the  Elouse  of  Dele- 
gates for  the  coming  year. 

Resolutions  7 and  22  were  considered  together,  and  Refer* 
ence  Committee  recommended  that  Resolution  7 be  adopted 
with  the  second  "Resolved'*  amended  to  read: 

RESOLVED,  that  the  Board  of  Trustees  be  mandated  to 
establish  a continuing  public  relations  program  staffed  by 
a full-time  public  relations  counsel  or  director. 

Tabled  and  referred  to  Council  on  Public  Relations  for  further 
study  (page  Tr  138) 


#23 

Accreditation  Bill 

From  Essex  County  Medical  Society 
(Reference  Committee  “E”) 


Whereas,  bills  have  been  introduced  in  many 
state  legislatures  recpiiring  that  all  persons 
licensed  in  the  health  care  field  must  be  grad- 
uates of  schools  or  colleges  that  have  been 
accredited  by  an  accrediting  agency  recog- 
nized and  approved  by  the  National  Commis- 
sion on  Acaediting  and  the  Office  of  Educa- 
tion of  the  Department  of  Efealth,  Education, 
and  Welfare;  now  therefore  be  it 

RESOIA’ED,  that  an  accreditation  bill  be  in- 
troduced in  the  New  jersey  legislature  by 
The  Medical  Society  of  New  Jersey  which 
would  affect  tlie  future  licensing  of  all  li- 


censed health  care  providers;  and  be  it  fur- 
ther 

RESOLVED,  that  nothing  contained  in  such 
bill  shall  apply  to  any  person  licensed  in  the 
health  care  field  in  this  State  on  the  effective 
date  of  such  legislation. 

Reference  Committee  recommended  adopted  ot  Resolution 
23  with  the  first  "resolved”  amended  to  read: 

RESOLVED,  that  The  Medical  Society  ot  New  Jersey  take 
steps  to  arrange  tor  introduction  in  the  New  Jersey  Legisla- 
ture of  an  accreditation  bill  which  would  affect  the  future 
licensing  ot  all  health  care  providers. 

Tabled  (page  Tr  138) 

Subsequent  motion  to  remove  from  table  was  defeated. 
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#24 

Legislative  Approach  to  Professional  Liability 

From  Essex  County  Medical  Soc'ety 
(Reference  Committee  “E”) 


Whereas,  the  number  of  unjustifiable  profes- 
sional liability  suits  has  been  rapidly  increas- 
ing in  incidence  causing  yearly  jumps  in  pre- 
miums; and 

W'^hereas,  a senate  subcommittee  viewed  in- 
creased malpractice  suits  and  higher  judg- 
ments as  a situation  which,  “threatens  to 
become  a national  crisis  with  patients  having 
to  pay  more  for  medical  ser\  ices”;  and 

Whereas,  liability  laws  are  governed  by  state 
legislation;  and 

Whereas,  medical  societies  in  California,  Ari- 
zona, Washington,  Wyoming,  Alaska,  and 
Oregon  have  shown  that  state  legislation  can 
be  changed  to  help  reverse  the  present  unfa- 
vorable legal  climate  toward  physicians;  and 

Wnrereas,  the  AMA,  for  the  past  fotir  years, 
has  recommended  that  medical  societies  and 
l^hysicians  work  toward  obtaining  more  favor- 
able liability  laws  through  state  legislators; 
now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  establish  a small  special  commit- 
tee to  work  with  legislators  rvith  the  goal  of 
introducing  and  working  toward  achieving 
legislation  along  the  following  lines: 

Foregoing  "Resolved"  amended  to  read:  (page  Tr  139) 

RESOLVED,  that  the  Board  of  Trustees  of  The  Medical 
Society  of  Nevr  Jersey  appoint  an  od  hoc  committee  to 
consider  all  items  listed  in  the  resolution  from  (a)  through 
(o)  and  work  toward  introduction  of  as  many  legislative 
measures  as  the  Legislature  will  accept. 

a.  That  if  a liability  case  goes  to  court  and 
the  plaintiff  loses,  the  law  require  that  he 
pay  all  expenses,  both  his  own  and  those 
of  the  defendant  physician. 

b.  That  we  attempt  to  establish  through  leg- 
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islation  maximum  payment  for  any 
malpractice  case.  (Establishment  of  statu- 
tory ceilings  in  the  damages  that  may  be 
awarded  for  various  kinds  of  injury  or 
disability,  or  if  a physician  is  working  in  a 
non-profit  hospital  or  institution  which 
has.  a maximum  liability  that  he  also  be 
provided  with  this  maximum  liability  pro- 
tection.) 

c.  Extend  concept  of  privileged  communica- 

tions to  the  proceedings  ami,  or  records 
of  medical  review  committees  of  local 
medical  societies. 

d.  There  shall  be  no  monetarv  liability  on 
part  of  and  no  cause  for  action  for  dam- 
ages shall  arise  against  any  member  of 
duly  appointed  committee  of  state  or  local 
professional  society  or  duly  appointed 
member  of  a committee  of  a medical  staff 
of  a licensed  hospital,  provided  they  are 
operating  pursuant  to  written  and  duly 
adopted  bylaws. 

e.  Reqtiire  the  court  upon  motion  of  either 
party  to  ]jroceed  to  a separate  trial  of  the 
defense  of  the  Statute  of  Limitations  be- 
fore any  other  issue  of  the  case  is  tried,  if 
in  an  action  against  a ])hysician  or  sur- 
geon the  answer  pleads  that  tlie  action  is 
barred  by  the  Statute  of  Limitaions. 

f.  Recjuire  that  the  jury  be  instructed  that 

plaintiff  has  burden  of  proving  defend- 
ant’s negligence,  by  a preponderance  of 
evidence,  and  that  injury  alone  does  not 
raise  either  a presumption  or  inference  of 
negligence. 

g.  To  specifically  provide  immunity  to  mem- 

bers of  cardiac  resuscitation  teams. 

h.  To  pro\ide  a good  faith  provision  for 
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emergency  medical  care  for  complications 
arising  from  prior  care  furnisdied  by  oth- 
ers. 

i.  To  permit  defendant  to  file  a motion  re- 

quiring plaintiffs  in  malpractice  actions  to 
file  a cost  bond  of  not  more  than  $500,  if 
there  is  a showing  the  claim  is  frivolous. 

j.  To  request  the  legislature  to  establish  a 

maximum  period  of  seven  years  from  date 
of  treatment  of  a minor  within  which  an 
action  to  recover  damages  for  personal  in- 
juries resulting  from  medical  treatment  or 
omissions  must  be  filed. 

k.  Legislation  to  abrogate  res  ipsa  l(>(juititr  in 
malpractice  cases. 

l.  Legislation  to  require  casualty  insurance 

companies  providing  other  liability  lines 
to  be  required  to  insure  medical  malprac- 
tice at  reasonable  premium  rates  as  a con- 
dition for  doing  business  in  the  State. 

m.  The  introduction  of  a bill  to  lessen  the 


number  of  actions  based  upon  the  theory 
of  lack  of  informed  consent. 

n.  Legislation  to  provide  for  the  downward 
graduation  of  contingent  legal  fees  in  mal- 
practice cases  to  replace  the  present  prac- 
tice of  plaintiff’s  attorneys  charging  a flat 
percentage  regardless  of  the  settlement  or 
award. 

o.  Legislation  to  provide  compulsory  medi- 
cal-legal committee  screening  before  mal- 
practice suit  may  be  instituted,  similar  to 
New  Jersey  Supreme  Court  voluntary' 
screening  subpanel;  and  be  it  further 

RESOLVED,  that  this  special  committee  be 
prepared  to  meet  at  the  convenience  of  New' 
Jersey  legislators  to  fully  explain  the  import 
of  each  separate  bill  introduced. 

Foregoing  resolved  amended  to  read: 

RESOLVED,  that  this  ad  hoc  committee  be  prepared  to  meet 
at  the  convenience  of  the  New  Jersey  Legislators  to  explain 
fully  the  import  of  each  separate  bill  introduced. 

Adopted  as  amended  (first  and  second  "Resolved")  by  the 
House  (page  Tr  139) 


#25 

Fluoridation  of  Public  Water  Supplies 

From  Essex  County  Medical  Society 
(Reference  Committee  “A”) 


\\'hereas,  Lhc  Medical  Society  of  New  Jersey 
recognizes  dental  caries  to  be  a widespread 
and  significant  disease  in  this  state;  and 

Whereas,  the  controlled  fluoridation  of 
public  water  supplies  at  ajiproxiinalely  one 
})art  per  million  of  fluorine  is  generally  recog- 
nized by  the  scientific  and  medical  communi- 
ty to  be  a safe,  effective,  and  inexpensive 
method  of  combating  this  disease;  and 

W hereas,  85  percent  of  the  public  water  sup- 
ply in  the  State  of  New  Jersey  comes  from 
large  purv'eyors  whose  w'ater  mains  criss-cross 
multiple  communities,  thus  eliminating  the 
possibility  of  individual  action  by  a single 


community;  now'  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jeisey  reaffirm  its  previous  position  on 
the  fluoridation  of  public  potable  water  sup- 
plies under  regulations  jjromulgated  by  the 
Legislatuie  of  the  State  of  New'  Jersey  as  the 
only  piacticable  means  of  providing  this 
necessary  public  health  service  for  New  Jer- 
sey children  and  its  j)eople. 

Foregoing  "Resolved"  amended  to  read: 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  urge 
enactment  of  legislation  obliging  the  Department  of  En- 
vironmental Protection  to  promulgate  regulations  requiring 
the  fluoridation  of  public  water  supplies. 

Adopted  as  amended  (page  Tr  131) 
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#26 

Assimilation  of  Osteopaths 

From  Essex  County  Medical  Society 
(Reference  Committee  “A”) 


Whereas,  the  American  Medical  Association 
House  of  Delegates  in  July,  1969,  amended 
A3iIA  Bylaws  so  that  qualified  doctors  of  oste- 
opathy may  be  admitted  to  full  active  mem- 
bership in  the  American  Medical  Association; 
and 

^Vhereas,  this  was  done  to  assure  the  provi- 
sion of  the  best  possible  health  care  to  the 
American  people  and  make  available  to  oste- 
opathic students  and  graduates  education  of 
the  same  high  standards  as  prevail  in  under- 
graduate, graduate,  and  continuing  medical 
education  programs;  and 

Whereas,  the  AMA  House  of  Delegates  sug- 
gested that  “each  county  and  state  medical 
society  may  accept  qualified  osteopaths  as  ac- 
tive members  and  thereby  provides  for  their 
membership  in  the  American  Medical  Associ- 
ation”; and 


Whereas,  the  AMA  House  of  Delegates  sug- 
gested that  state  and  county  societies  and  oth- 
er affected  organizations  “May  proceed  to 
make  such  Constitution  and  Bylaw  changes  as 
are  necessary  to  implement  the  foregoing”; 
and 


Whereas,  their  professional  liability  experi- 
ence differs  from  that  of  our  present  member- 
ship, a separate  premium  category  would 
have  to  be  set  up  so  that  their  premiums 
would  be  established  to  completely  carry  their 
experience  as  a distinct  category,  much  like 
our  present  specialist  ratings;  now  therefore 
l)e  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  instruct 
the  Committee  on  Revision  of  Constitution 
and  Bylaws  to  prepare  suitable  amendments 
for  presentation  at  next  year’s  annual  meet- 
ing to  permit  fully  licensed  doctors  of  oste- 
opathy to  become  members;  and  be  it  further 

RESOLVED,  that  no  other  member  "of  the 
Society  be  charged  any  portion  of  the  profes- 
sional liability  premium  for  licensed  doctors 
of  osteopathy  but  that  they  carry  the  entire 
cost  of  their  experience  rating. 

Rejected  (page  Tr  131) 

Reference  Committee  concurs  in  sentiment  expressed  by 
1970  Reference  Committee  on  the  same  subject  that  "time 
and  more  felicitious  circumstances  may  make  such  member- 
ship (osteopathic  physicians  in  MSNJ)  desirable"  and  does 
not  accept  that  the  desired  changes  have  yet  been  brought 
about. 


August  in  Wyoming 

The  Annual  AMA  Congress  on  Occupational  Health  will  be  held  at  Jackson  Lake  Lodge 
in  Grand  Teton  National  Park,  W'^yoming,  August  29  and  30,  1971.  Topics  to  be  covered 
include  occupational  and  medical  services  in  small  plants,  aerospace  problems,  workmen’s 
compensation  laws,  mental  health  in  industry,  safety  in  the  use  of  atomic  power,  physical 
fitness,  problems  in  rural  health,  effects  of  carbon  monoxide  absorption,  and  medical 
safety  in  the  mines.  If  interested,  write  to  the  AM.\  Department  of  Occupational  Health 
in  Chicago  (535  North  Dearborn  Street). 


VOL.  68-NUMBER  7-JULY,  1971 


Tr  117 


#27 


Adoption  of  AMA  System  of  Coding  and  Nomenclature 

From  Thomas  C.  DeCecio,  M.D.,  Delegate  from  Bergen  County 
(Reference  Committee  “C”) 


Whereas,  the  need  for  a uniform  system  of 
coding  and  nomenclature  to  describe  accur- 
ately the  great  variety  of  medical  services  has 
never  been  greater;  and 

Wdiereas,  the  American  Medical  Association 
has  prepared  an  accurate  and  current  system 
of  coding  and  nomenclature;  and 

\\diereas,  state  medical  associations,  specialty 
societies,  and  others  have  delayed  their  own 
efforts  so  as  to  be  certain  there  would  be  one 
universal  system  of  descrijnion  of  professional 
services;  now  therefore  be  it 

RESOL\TJ),  that  The  Medical  Society  of 
New  Jersey  House  of  Delegates  support  the 
system  of  coding  and  nomenclature  of  the 


American  Medical  Association;  and  be  it  fur- 
ther 

RESOL\TD,  that  The  Medical  Society  of 
New  Jersey  urge  the  Medical-Surgical  Plan  of 
New  Jersey  and  the  fiscal  intermediary  for 
Medicare  and  Medicaid  to  adopt  the  AMA 
system  of  coding  and  nomenclature  as  the 
universal  system  for  description  of  medical 
services. 

Foregoing  "Resolved"  amended  to  read; 

RESOLVED,  that  The  Medical  Society  of  New  Jersey 
recommend  that  the  Medical-Surgical  Plan  of  New  Jersey 
and  the  fiscal  intermediary  for  Medicare  and  Medicaid 
consider  the  feasibility  of  adopting  the  AMA  system  of  cod- 
ing and  nomenclature  as  the  universal  system  for  description 
of  medical  services. 

Adopted  as  amended  by  Reference  Committee  (page  Tr  134) 


#28 


Joint  Commission  on  Accreditation  of  Hospitals 
Confidential  Random  Survey  of  Staff  Physicians 

From  Middlesex  County  Medical  Society 
(Reference  Committee  “F”) 


W'hereas,  the  current  system  of  insjiection  of 
hospitals  by  the  Joint  Commission  of  Accredi- 
tation of  Hospitals  does  not  assure  the  inter- 
ested stidf  physician  an  opjwrtunity  to  be 
heard;  and 

Whereas,  there  are  matteis  of  concern  as  to 
the  physical  plant  and  administnitive  deci- 
sions which  endanger  the  health  and  welfare 
of  [laiients  and  personnel  alike;  and 

Whereas,  the  staff  physician  has  a responsibil- 
ity to  his  patients,  co-workeis,  and  the  general 
public  to  maintain  standards  of  high  quality 


care  and  safety  within  the  hosjiital;  now 
therefore  be  it 

RE.SOIATD,  that  The  Medical  Society  of 
New  Jersey  urge  the  Joint  Commission  on 
.Accreditation  of  Hospitals  to  conduct  a confi- 
dential random  survev  of  staff  physicians 
prior  to  the  inspection  of  the  hosjrital  to  be 
evaluated,  to  obtain  an  opinion  as  to  the 
cpiality  of  care  rendered  in  that  particular 
hosj)ital. 


Not  adopted  (page  Tr  142) 
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#29 

Physician's  Right  to  Hearing  Re 
Revocation  or  Suspension  of  Staff  Privileges 

From  Middlesex  County  Medical  Society 
(Reference  Ccwnmittee  “F”) 


Whereas,  certain  physicians  have  been  sub- 
jected to  the  loss  of  staff  privileges  by  the 
arbitrary  actions  of  the  medical  staffs  and 
hospital  administrations;  and 

Wdiereas,  the  physicians  in  question  have  not 
been  given  an  opportunity  to  be  heard  nor  to 
defend  themselves;  and 

Whereas,  these  same  physicians  have  not  even 
been  informed  of  the  reasons  for  their  loss  of 
staff  privileges;  now  therefore  be  it 

RESOL\'ED,  that  The  Medical  Society  of 


New  Jersey  do  all  within  its  power  to  assure 
that  before  a physician’s  staff  privileges  are 
decreased,  suspended,  or  revoked,  he  be 
granted  a hearing  to  face  his  accusers,  with 
the  right  to  legal  counsel,  and  with  a tran- 
script to  be  made  of  the  hearing  and  made 
promptly  available  to  all  parties  affected. 


Not  adopted  (page  Tr  142) 

Mechanism  called  for  in  Resolution  29  has  already  been 
established  in  the  "Legal  Obligations  Affecting  Medical 
Practitioners." 


#30 

Revision  of  the  Medical  Practice  Act 

From  Jolm  Scillieri,  M.D.,  Delegate  from  Passaic  County 
(Reference  Committee  “E”) 


Whereas,  ever-increasing  demands  for  medi- 
cal care  and  services  have  placed  accentuated 
attention  upon  the  lack  of  medical  manpower 
and  the  existing  distribution  system;  and 

Wliereas,  the  Federal  Government  has  recog- 
nized the  need  for  additional  allied  health 
care  personnel  and  has  instituted  the  Federal 
Medical  Personnel  and  Training  Program  in 
order  to  increase  the  supply  of  allied  health 
personnel;  and 

W’hereas,  these  personnel  will  assist  the  physi- 
cian in  diagnosing  disease  and  effecting  treat- 
ment thereof;  and 


Whereas,  tlie  functioning  of  the  responsibility 
for  the  acts  of  these  individuals  is  to  be  the 
burden  of  the  medical  profession;  and 

Whereas,  the  Medical  Practice  Act  in  effect  in 
New  Jersey  does  not  authorize  the  use  of 
many  of  these  important  assistants;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  form  a Committee  to  act  in  con- 
sultation with  the  Legislative  Analyst  to  re- 
vise the  Medical  Practice  Act  so  that  physi- 
cians may  lawfully  utilize  and  direct  the  ser- 
vices of  ancillary,  paramedical,  and  allied 
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health  personnel  under  terms  and  qualifica- 
tions to  be  incorporated  in  the  Medical  Prac- 
tice Act;  and  be  it  further 

RESOLVED,  that  the  Committee  also  seek  a 
revision  of  the  Medical  Practice  Act,  through 


appropriate  channels  that  would  delete  par- 
agraph (g)  of  N.J.S.A.  45:9-21. 

Not  adopted  (page  Tr  139) 

The  committee  advocated  by  Resolution  #30  already  exists 
and  deletion  of  N.J.S.A.  45:9-21  (g)  would  not  effect  the 
goals  cited  in  the  "Whereases"  of  this  Resolution. 


#31 

Continuance  of  MSP-HSP  Coverage 
for  Children  of  Subscriber  Physicians 

From  Mercer  County  Medical  Society 
(Reference  Committee  “C”) 


Whereas,  the  majority  of  physicians  of  New 
Jersey  are  participating  physicians  of  the 
Medical-Surgical  Plan  of  New  Jersey;  and 

Whereas,  this  wholehearted  participation  has 
made  it  possible  for  the  continued  existence  of 
this  Plan;  and 

Whereas,  most  physicians  are  subscribers  to 
the  Medical-Surgical  Plan  and  Hospital  Serv- 
ice Plan  of  New  Jersey;  and 

W'^hereas,  the  Medical-Surgical  Plan  removes 
from  the  benefits  of  its  subscribers  any  de- 
pendents past  the  age  of  19  years;  and 

Foregoing  ’‘Whereos**  amended  to  read: 

Whereas,  the  Medical-Surgical  Plan  and  Hospitol  Service 
Plan  remove  from  the  benefits  of  its  subscribers  any  de- 
pendents past  the  age  of  19  years;  and 


\Vhereas,  most  of  these  dependents  continue 
on  to  college  while  still  remaining  full  de- 
pendents of  the  subscribers;  and 

Whereas,  the  physicians  of  Mercer  Ciounty 
hojie  that  these  dependents  can  remain  under 
group  coverage  by  the  Medical-Surgical  Plan 
of  New  Jersey;  now  therefore  be  it 

Foregoing  "Whereas"  amended  to  read: 


Whereas,  the  physicians  of  Mercer  County  hope  that  these 
dependents  can  remain  under  group  coverage  by  the  Medical- 
Surgical  Plan  and  Hospital  Service  Plan  of  New  Jersey; 
now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  concur 
with  the  hopes  of  the  Mercer  County  physi- 
cians; and  be  it  further 

RESOLVED,  that  the  House  of  Delegates 
recommend  to  the  Board  of  Trustees  of  the 
Medical-Surgical  Plan  of  New  Jersey,  the  con- 
tinuance of  group  coverage  of  subscriber 
physicians’  dependent  children  through  four 
years  of  college. 


Foregoing  "Resolved"  amended  to  read: 

RESOLVED,  that  the  House  of  Delegates  recommend  to  the 
Board  of  Trustees  of  the  Medical-Surgical  Plan  and  Hospital 
Service  Plan  of  New  Jersey,  the  continuance  of  group 
coverage  of  subscriber  physicians'  dependent  children 
through  four  years  of  college. 


Adopted  as  amended  (page  Tr  135) 

It  was  noted  that  there  does  exist,  at  a modest  premium, 
a policy  for  dependent  children  over  age  19,  enrolled  as 
full-time  students.  Blue  Plan  representatives  expressed  will- 
ingness to  cooperate  with  individual  component  societies  in 
devising  coverage  under  a family  contract  for  dependent 
children,  ages  19  through  23.  This  type  of  contract,  how- 
ever, cannot  be  preferentially  oriented  toward  college 
students  in  that  this  would  represent  an  unwarranted  limi- 
tation. 
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#32 


FDA  Policy  on  Fixed  Combination  Drugs 

From  James  E.  D.  Gardam,  M.D.,  Delegate  from  Essex  County 
(Reference  Committee  “G”) 


Whereas,  fixed  combination  drugs  have  been 
used  successfully  for  many  years  by  physicians 
for  their  patients;  and 

\Vhereas,  many  fixed  combination  drugs  have 
produced,  in  main,  no  adverse  problems 
when  used  correctly,  but  have  aided  patients 
to  recover  from  their  illnesses;  and 

Whereas,  many  experts  in  medicine  and 
pharmacology  have  defended  the  use  of  fixed 
combination  drugs,  stating  (a)  that  the  ingre- 
dients deserve  to  be  put  together  in  recog- 
nized, definite  clinical  conditions  on  the  basis 
of  their  therapeutic  and  toxic  potential,  (b) 
the  ratio  of  ingredients  has  been  shown  to 
work  satisfactorily  for  a significant  number  of 
patients,  (c)  laboratory  investigation  indi- 
cates no  pharmaceutical  incompatibility  of 
the  ingredients,  and  (d)  there  is  good  patient 
acceptability  with  possible  economic  savings; 
and 

Whereas,  the  American  Society  of  Internal 


Medicine,  at  the  15th  Annual  Meeting  of  its 
House  of  Delegates,  adopted  a resolution  urg- 
ing the  establishment  of  a procedure  tvhich 
gives  adequate  consideration  to  the  experi- 
ences, views,  and  opinions  of  physicians  in 
clinical  practices  before  condemning  or  re- 
moving drugs  from  the  market;  now  there- 
fore be  it 

RES()L\  ED,  that  The  Medical  Society  ot 
New  Jersey  urge  the  Federal  Drug  Adminis- 
tration to  reconsider  its  action  of  categorical 
ly  removing  all  fixed  combination  drugs  from 
the  market;  and  be  it  further 

RES()L\  ED,  that  The  Medical  Society  of 
New  Jersey  instruct  its  delegates  to  the  House 
of  Delegates  of  the  American  Medical  Associ- 
ation to  introduce  a resolution  to  induce  the 
.\merican  Medical  Association  to  take  like 
action. 


Adopted  (page  Tr  144) 


#33 


Baccalaureate  Program  for  Physicians'  Associates 

From  Dam'el  N.  Burbank,  M.D.,  Delegate  from  Essex  County 
(Referenc^e  Committee  “F”) 


Whereas,  Livingston  College  of  Rutgers  Uni- 
versity has  a four  year  “Baccalaureate  Pro- 
gram for  Physicians’  Associates”;  and 

Whereas,  literature  from  Livingston  College 
states  that  graduates  of  this  program  will  ren- 
der “primary  health  care’’;  and 


to  be  physicians  assistants  and  undertrained 
to  be  primary  physicians;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  disapprove  of  this  type  of  train- 
ing program  as  presently  proposed  and  so 
inform  both  New  Jersey  medical  schools. 


Whereas,  these  graduates  will  be  overtrained  Adopted  (page  Tr  i43) 
VOI..  (i«-MMBER  7-IL'LY,  1971 


Tr  121 


#34 


Proposed  State  Board  Rule  on  ''Minimum  Eye  Examination" 

From  Frank  B.  Vanderbeek,  M.D.,  Delegate  from  Passaic  County 
(Reference  Committee  “G”) 


Whereas,  the  State  Board  ot  Medical  Examin- 
ers proposes  to  adopt  a new  rule  titled  “Mini- 
mum Eye  Examination”  (see  below);  and 

\\'hereas,  that  jrroposed  rule  imposes  a series 
of  inflexible,  excessive,  and  unnecessary 
jjrocedures  upon  a licensed  physician  exami- 
ning a patient’s  eye  “for  either  ocular  pathol- 
ogy or  for  correction  of  a possible  visual  defi- 
ciency,” which  series  if  followed  in  every  case 
would  be  unduly  expensive  in  terms  of  the 
physician’s  time  and  the  ultimate  costs  to  pa- 
tients; and 

Whereas,  violation  of  the  proposed  rule 
would  sid)ject  the  physician  to  suspension  or 
revocation  of  his  license  as  guilty  of  gross 
malpractice  or  negligence,  with  immense  ad- 
verse effect  on  the  already  desperate  profes- 
sional liability  insurance  situation;  and 

AVhereas,  the  adoption  of  the  proposed  rule 
would  set  a precedent  for  the  State  Board  of 
Medical  Examiners  under  which  it  coidd  es- 
tablish rigid  and  unrealistic  standards  and 
|)rocedures  for  licensed  physicians  to  follow 
in  all  phases  of  medical  and  surgical  practice, 
in  disregard  of  the  licensed  physician’s  right 
and  responsibility  to  follow  his  personal  ]tro- 
fessional  judgment;  now  therefore  be  it 

RESOLX’EI),  that  the  House  of  Delegates 
record  The  Medical  Society  of  New  jersey  as 
strongly  opposing  the  adoption  of  the  jwo- 
posed  rule  or  any  such  other  rule  as  would 
im])ose  similar  arbitrary,  unjustifiable,  and 
unsound  exactions;  and  be  it  further 

RESOLVED,  that  the  House  direct  the  Spe- 
cial Committee  on  the  Conservation  of 
Vision,  Hearing,  ami  Sjteech  to  assist  the  Ex- 
ecutive Committee  in  preparing  a statement 


of  opposition  to  the  proposed  rule,  for  sub- 
mission to  the  Secretary  of  the  State  Board  of 
Medical  Examiners  by  31  May  1971;  and  be 
it  further 

RESOLVED,  that  the  House  direct  the  Ex- 
ecutive Committee  to  assist  the  President  in 
preparing  a second  statement,  opposing  the 
general  precedent  inherent  in  the  proposed 
rule-making  activity  of  the  State  Board  as 
being  invasive  of  the  rights  of  physicians 
under  their  licenses  and  hazardous  to  their 
professional  independence,  responsibility, 
and  security. 


Foregoing  resolution  amended  by  addition  of  final  "Re- 
solved", as  follows: 

: and  be  it  further 

RESOLVED,  that  representatives  of  the  Board  of  Trustees, 
the  Committee  on  the  Conservation  of  Vision,  Hearing,  and 
Speech,  and  Legal  Counsel  be  directed  to  meet  with  the 
State  Board  of  Medical  Examiners  at  its  next  meeting 
on  the  second  Wednesday  in  June  1971  actively  to  oppose 
the  proposed  rules  on  "Minimum  Eye  Examination." 

Adopted  as  amended  (page  Tr  144) 


Proposfi)  Rli.e  Pertaining  to  Minimum 
Eve  Examination 

The  State  Board  of  Medical  Examinei-s,  pursuant  to 
authority  of  N.J.S.A.  45:9-1  et  seq.,  proposes  to  adopt 
a new  rule  entitled  “Minimum  Eve  Examination.”  The 
complete  text  of  the  new  rule  is  as  follows: 

physician  licensed  to  practice  medicine  and  suiy;cry 
in  the  State  of  New  Jersey,  in  performing  an  examina- 
tion of  a patient’s  eye  for  either  ocular  pathologx'  or 
for  correction  of  a possible  visual  deficiency  shall  he 
required  to  perform  completely  the  following  mini- 
mum eve  examination  and  shall  keep  a record  of  the 
following  comlitions  of  every  patient  so  examinetl. 

1.  Complete  histoiw  relating  to  ocular  conditions 

2.  Naked  visual  acuity  for  each  eve 

S.  Detailed  rcjrort  ot  the  external  findings 

4.  Ophthalmoscopic  examination  (media,  fundus, 
blood  vessels,  disc) 

5.  \ isual  fields  (confrontation) 

().  \'isual  fielils,  central  (after  age  40) 

7.  'Eonometrv  on  all  patients  over  40  years  of  age  un- 
less contra-indicated. 
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For  those  patients  who  are  to  be  given  a prescription 
for  corrective  lenses,  the  following  additional  tests 
shall  be  made; 

8.  Static  retinoscopy 

9.  Amplitude  of  conversion  and  accommodation 

10.  Phoria  and  duction  findings;  horizontal  and  verti- 
cal, distance  and  near 

11.  Subjective  findings 


12.  Fusion 

13.  Stereopsis 

14.  Color  vision 

15.  Prescription  given  and  visual  acuity  obtained. 

Violation  of  the  above  ruling  may  subject  the  licensee 
to  a suspension  or  revocation  of  his  license  to  practice 
medicine  and  surgerv  in  accordance  with  N.J.S.-A. 
45:9-16  (h)  . 


#35 


New  Jersey  Interagency  Council  on  Smoking  and  Health 

From  -\rthur  A.  Goldfarb,  M.D.,  Delegate  from  Bergen  County' 


(Reference  Committee  “G”) 


Whereas,  it  has  now  been  scientifically  estab- 
lished and  widely  recognized  throughout  the 
world  that  smoking  has  a cause  and  effect 
relationship  to  the  increased  incidence,  mor- 
bidity, and  mortality  of  cancer,  heart,  and 
respiratory  disease;  and 

\Vhereas,  the  magnitude  of  this  problem  is 
such  that  it  has  been  carefully  estiniatetl  that 
more  than  300,000  additional  deaths  each 
year  are  related  to  smoking,  and  this  relation- 
shifj  of  smoking  to  disease  is  considered  to  be 
the  significant  public  health  hazard  of  our 
time;  and 

Whereas,  the  problem  is  a challenge  to  the 
combined  efforts  of  the  medical  profession, 
the  public  health  organizations,  and  all  con- 
cerned voluntary  health  agencies;  now  there- 
fore be  it 


Newly  elected  Second  X’ice-Presideut, 
James  A.  Rogers  aiul  Mrs.  Rogers. 


RESOLX’ED,  that  The  Medical  Society  of 
New  Jersey  take  leadership  in  reorganizing  a 
New  Jersey  Interagency'  Council  on  Smoking 
and  Health,  including  membership  from  the 
Medical  Society,  the  Public  Health  Depart- 
ment of  the  State  of  New  Jersey,  interested 
state  voluntary  health  agencies,  particularly 
in  the  field  of  cancer,  heart,  and  respiratoiy 
disease,  and  the  New  Jersey  State  Educational 
Association;  and  be  it  further 

RESOL\’ED,  that  The  Medical  Society  of 
New  Jersey  stimulate  such  a Council,  to  con- 
ceive, coordinate,  and  assist  in  implementing 
effective  programs  to:  (a)  persuade  young 

pecjple  not  to  start  smoking,  and  (b)  assist  all 
smokers  to  withdraw  from  the  habit. 


Adopted  (page  Tr  144) 
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#36 


MSNJ  ParticipaHon  in  Certificate  of  Need  Activities 

From  Louis  K.  Collins,  M.D.— Fellow 

(Reference  Committee  “F”) 


Whereas,  the  State  of  New  Jersey  recently 
enacted  new  Certificate  of  Need  legislation 
which  is  certain  to  have  an  impact  on  all 
aspects  of  health  care  in  this  state;  and 

Whereas,  the  Commissioner  of  Health  and 
the  new  Health  Care  Administration  Board 
will  seek  the  advice  of  many  groups;  and 

Whereas,  it  appears  that  the  New  Jersey  Re- 
gional Medical  Program  may  be  one  such 
body  for  expert  consultation;  and 

Whereas,  the  Regional  Medical  Program  has 
already  approved  and  distributed  four  mono- 
graphs, i.e.,  A Manual  for  Stroke,  Recom- 
mendations for  Cardiovascular  Surgical  Units, 
Recommended  Standards  for  Coronary  Care 


Units,  and  Recommended  Standards  for  Cor- 
onary Cineangiography  Units  in  Community 
Hospitals,  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey,  through  its  Council  on  Medical 
Services  or  other  designated  committees,  ac- 
tively engage  in  these  consultative  functions, 
with  either  the  various  committees  of  the  Re- 
gional Medical  Program  (Cancer,  Stroke, 
Heart  Disease)  who  fonnulated  the  above- 
mentioned  guidelines,  or  participate  and  ad- 
vise by  having  formal  representation  on  these 
committees,  as  has  been  suggested  in  Avriting 
by  the  Regional  Medical  Program  of  New 
Jersey. 

Adopted  (page  Tr  143) 


#37 

Proposed  State  Board  Rule  on  "Minimum  Eye  Examination 

From  the  Hudson  Coimty  Medical  Society 
(Reference  Committee  “G”) 


Whereas,  the  State  Board  of  Medical  Ex- 
aminers has  proposed  a fifteen-step  minimum 
eye  examination;  and 

Whereas,  the  decision  as  to  the  steps  neces- 
sary for  a routine  examination  is  a clinical 
judgment  and  a jjrimar)’  responsibility  of 
the  physicians;  and 


W'hereas,  the  retjuirement  to  perform  tests 
not  necessar)'  for  diagnosis  will  substantially 


increase  the  cost  of  an  eye  examination;  and 

Whereas,  there  are  numerous  ocular  condi- 
tions where  the  minimnm  tests  listed  are  not 
feasible;  now  therefore  be  it 

RESOIA'ED,  that  The  Medical  Society  of 
New  Jei'sey  actively  oj)pose  the  adoption  of 
the  proposal. 

Adopted  (page  Tr  144) 
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#38 


Confidentiality  of  the  Judicial  Mechanism 

From  the  Morris  County  Medical  Society 
(Reference  Committee  “A”) 


Whereas,  the  communications  media  seek  in- 
formation from  comjjonent  presidents,  or 
other  duly  elected  officers,  in  matters  pertain- 
ing to  public  disputes  involving  judicial  com- 
mittee activities;  and 

Whereas,  these  officers  are  prohibited  by  an 
anachronistic  structure  from  being  party  to 
the  deliberations  and  decisions  of  the  county 
judicial  committees;  and 

Whereas,  the  local  judicial  committee  derives 
from  the  county  society  but  reports  to  the 
State  Society,  creating  an  inevitable  schism  of 
responsibility;  and 

Whereas,  the  ignorance  of  the  duly  elected 


county  officers  and  representatives  creates  an 
inability  to  communicate  with  the  press  in 
matters  of  public  knowledge,  thereby  result- 
ing in  extremely  poor  public  relations;  there- 
fore be  it 

RESOLVED,  that  the  Constitution  of  The 
Medical  Society  of  New  Jersey  be  changed  to 
permit  communication  between  the  judicial 
committee  and  the  executive  committee  on  a 
county  level. 


Rejected  as  unnecessary  since  the  means  for  communica- 
tion between  the  judicial  committee  and  the  executive  com- 
mittee on  the  county  level  are  provided  and  adequate, 
(page  Tr  132) 


#39 


Liaison  Committees  with  Fiscal  Intermediaries 


From  the  Morris  County  Medical  Society 
(Reference  Committee  “F”) 


Whereas,  the  primary  object  of  the  practice 
of  medicine  is  the  health  and  welfare  of  the 
patient;  and 

Whereas,  limiting  the  frecjuencv  of  jjhysician 
visits  to  hospitalized  patients  and  extended 
care  facilities  is  inimical  to  the  right  of  the 
patient  to  good  medical  care;  and 

Whereas,  the  current  liaison  mechanism  be- 
tween the  individual  physician  interested  in 
the  welfare  of  his  patient  and  the  Prudential 
Insurance  Company  of  America  is  a uni- 


lateral arrangement  inconsistent  with  the 
democratic  concept  of  dialogue  and  good 
faith;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  establish  state  and  county  com- 
mittees to  communicate  with  the  fiscal  inter- 
mediary on  behalf  of  member  physicians,  in 
ortler  to  insure  that  medical  judgment  is 
given  adequate  consideration. 


Adopted  (page  Tr  143) 
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#40 

Joint  JEMPAC  Billing 

From  the  Bergen  County  Medical  Societ>' 
(Reference  Committee  “B”) 


\Vhereas,  the  Board  of  Trustees  of  The  Medi- 
cal Society  of  New  Jersey  has  recommended 
that  JEMPAC  “aggressively  stimulate’’  inter- 
est by*  using  means  of  increasing  member- 
ship; and 

Whereas,  both  the  American  Medical  Asso- 
ciation and  the  American  Medical  Political 
Action  Committee  (AMPAC)  emphasized 
physician  membership  as  the  first  1971  priority 
of  the  PAC  movement',*  and 

W’hereas,  nationally  41  states  and  in  New 
Jersey  4 counties  have  found  that  joint  volun- 
taiy  billing  (preferentially  on  the  same  bill- 
head) has  substantially  increased  physician 
membership;  now  therefore  be  it 


RESOLV’ED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  hereby 
endorses  the  principle  of  joint  PAC  billing; 
and  be  it  further 


RESOLVED,  that  The  Medical  Society  of 
New  Jersey  also  encourages  and  recommends 
that  each  comjxtnent  county  medical  society 
utilize  voluntary  joint  billing,  on  the  same 
billhead  with  their  annual  dues  bill. 


Not  Adopted  because  of  opposition  to  joint  PAC  billing, 
and  because  it  was  the  opinion  of  the  Reference  Committee 
that  county  medical  societies  may  undertake  joint  billing  on 
a voluntary  basis  without  recommendation  from  MSNJ.  (page 
Tr  133) 

* Italics  represent  sponsor's  revisions. 


#41 


Separate  Department  of  Mental  Health 


Edward  A.  Schauer,  M.D.,  Delegate 
(Reference  Committee  “F”) 


W’hereas,  The  Medical  Society  of  New  Jersey, 
at  its  meeting  in  May  1970,  adopted  a resolu- 
tion urging  a separate  De])artment  of  Mental 
Health  and  Mental  Retardation  with  a Board- 
certified  jrsychiatrist  as  Commissioner  thereof; 
and 

AVhereas,  the  report  of  the  Contract  Survey 
Board  of  ihe  .\merican  Psychiatric  Associa- 
tion, .ubmittcd  to  the  Institutions  and  MTl- 
fare  Cmnmitu-.-  of  the  New  Jersey  Senate  in 
fcbruaiy  i9~l,  made  specific  recommenda- 
tions about  ir  ed  for  a separate  Depart- 


ment of  Mental  Health,  headed  bv  a Board- 
certified  psychiatrist;  and 

'Wdiereas,  this  Sunev  Board  concluded  from 
their  investigation  “that  the  governmental 
organization  in  New  Jersey  does  not  give  the 
mental  health  program  the  visibility,  identity, 
dignity,  and  sup|rort  it  needs  and  deserves  if 
it  is  to  provide  adequate  senice  to  the  men- 
tally ill’’;  and 

^Vhereas,  the  State  Mental  Health  Program  in 
New  Jersey  has  been  without  central  psychi- 


Tr  12f) 
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atric  leadership  for  twenty-five  months;  and 

Whereas,  the  conditions  adversely  affecting 
patient  care,  which  prompted  the  request  for 
the  study  by  an  independent  professional 
body,  continue  to  prevail;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  call  upon  the  Governor  to  use 
every  resource  available  to  him  to  create  at 
the  earliest  possible  moment  a separate  De- 


partment of  Mental  Health,  headed  by  a 
Commissioner  who  is  a Board-certified  psychi- 
atrist; and  be  it  further 

RESOLVED,  that  e^er\'  delegate  report  this 
pressing  need  to  his  component  society  and 
strongly  encourage  the  individual  members 
to  communicate  to  their  legislators  the 
urgency  for  conective  action. 

Adopted  (page  Tr  143) 


#42 


Addition  of  Lay  Member  to  Board  of  Medical  Examiners 

From  the  Monmouth  County  Medical  Society 
(Reference  Committee  “E”) 


Wffiereas,  the  State  Board  of  Medical  Examin- 
ers of  New  Jersey  for  many  years  has  con- 
ducted its  business  and  met  its  responsibilities 
in  a forthright  and  efficient  manner;  and 

Whereas,  changing  the  method  with  which 
this  Board  is  perpetuated,  or  changing  the 
basic  composition  of  this  Board,  will  offer  no 
improvement  in  the  quality  of  medical  care 
for  the  citizenr)  of  our  State;  and 

Whereas,  adding  a lay  member  who  has  a vote 
to  this  Board  might  actually  be  a disservice 
to  the  public,  who  should  be  entitled  to  mem- 
bership of  proven  medical  knowledge  and 
acumen;  now  therefore  be  it 

RESOLVED,  (1)  that  The  Medical  Society  of 


New  Jersey  inform  the  Governor  of  our  dis- 
may and  great  concern  because  of  the  passage 
of  this  law,  and 

(2)  that  The  Medical  Society  of  New’  Jersey 
exert  all  its  inlluence  tlirough  individual 
legislators  by  means  of  the  Council  on  Legisla- 
tion, legislative  keymen,  individual  physi- 
cians, etc.,  to  reintroduce  legislation  to 
change  this  new  law. 


Nof  adopted  because  MSNJ  has  informed  the  Governor 
of  its  opposition  to  the  appointment  of  a lay  member  to  the 
State  Board  of  Medical  Examiners;  and,  additionally,  because 
the  action  proposed  by  this  Resolution  would  be  an  exercise 
in  futility  at  the  present  time,  (page  Tr  139) 


Dinner-Dance  Honoring  I’re.sident  .Salnl.sky. 
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#43 

Support  of  HMO  Concept 

From  Irwin  S.  Smith,  M.D.,  Delegate  from  Burlington  County 

(Reference  Committee  “F”) 


Whereas,  there  have  been  for  the  past  several 
years,  an  increasing  concern  and  demand  for 
a reorganization  of  the  delivery  of  health 
care  services;  and 

Whereas,  President  Nixon,  in  his  recent  spe- 
cial message  on  health  delivered  to  the  Con- 
gress, advocated  the  need  for  a greater  de- 
velopment of  a specific  method  of  delivering 
health  services;  and 

Whereas,  the  Department  of  Health,  Educa- 
tion, and  Welfare  has  already  committed  itself 
to  a substantial  expenditure  to  provide  assist- 
ance and  encouragement  for  the  establish- 
ment and  expansion  of  Health  Maintenance 
Organizations;  and 

Whereas,  a Health  Maintenance  Organiza- 
tion is  an  organized  system  of  health  care 
which  accepts  the  responsibility  to  provide  or 
otherwise  assure  the  delivery  of  an  agreed- 
upon  set  of  comprehensive  health  mainte- 
nance and  treatment  services  for  a voluntarily 
enrolled  group  of  persons  in  a defined  geo- 
graphic area  and  is  reimbursed  through  a 
pre-negotiated  and  fixed  periodic  payment 


made  by  or  on  behalf  of  each  person  or  fam- 
ily unit  enrolled  in  the  plan;  and 

Whereas,  it  is  anticipated  in  the  State  of  New 
Jersey  that  a tremendous  population  increase 
of  all  age  groups  will  severely  tax  an  already 
overburdened  health  delivery  svstem;  and 

^Vhereas,  there  are,  in  the  State  of  New  Jersey, 
many  areas  which  especially  fulfill  the  geo- 
graphical and  enrollment  criteria  for  develop- 
ment of  Health  Maintenance  Organizations, 
and  some  members  of  The  Medical  Society  of 
New  Jersey  wish  to  explore  the  possibility  for 
implementation  of  a Health  Maintenance  Or- 
ganization; now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  express  its  agreement  with  the 
concept  of  a need  for  some  changes  in  the 
delivery  of  health  care  services,  and  that  The 
Medical  Society  of  New  Jersey  provide  ethical 
guidelines  consistent  with  legal  aspects  where 
appropriate  and  pertinent. 

Adopted  (page  143) 


President-Fleet  D'Elia  and 
Mrs.  IVElia  (riglit)  . 


Executive  Director  Richard 
Nixon  and  Mrs.  Nixon  (left). 
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#44 

Problems  Affecting  Internships  and  Residencies 
in  New  Jersey  Hospitals 

From  the  Bergen  County  Medical  Society 
(Reference  Committee  “D”) 


Whereas,  in  order  to  meet  AMA  requirements 
for  accreditation,  hospitals  are  compelled  to 
continue  requiring  E.C.F.M.G.  certification 
(or  an  alternative  method  of  meeting  AMA 
regulations)  as  a prerequisite  for  acceptance 
into  their  training  program.  By  continuing 
to  do  this  the  hospitals  may  lose  all  state 
funds  which  are  important  for  hospital  opera- 
tion; and 

Whereas,  hospitals  which  no  longer  require 
E.C.F.M.G.  certification  for  acceptance  of  in- 
terns or  residents  are  in  jeopardy  of  losing 
AM.A  approval  of  their  entire  graduate  medi- 
cal education  program;  and 

Whereas,  hospitals  without  AMA-approved 
programs  will  have  great  difficulty  in  obtain- 
ing qualified  interns  and  residents  and  have 
difficulty  obtaining  third  party  reimburse- 
ment for  a portion  of  medical  education  costs; 
and 


Whereas,  physicians  wishing  to  obtain  spe- 
cialty board  certification  will  not  seek  train- 
ing in  a program  that  is  not  accredited  by  the 
AMA;  now  therefore  be  it 


RESOLVED,  that  The  Medical  Society  of 
New  Jersey  take  note  of  this  situation  ami  re- 
quest the  .American  Medical  Association 
through  its  Council  on  Graduate  Medical 
Education  to  explore  all  possible  means  of 
resolving  this  untenable  situation. 

Amended  by  insertion  ot  the  following  "Resolved"  to  precede 
the  existing  "Resolved": 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  re- 
affirm its  stand  requiring  E.C.F.M.G.  certification  of  interns, 
and  that  the  Board  of  Trustees  continue  to  work  for  repeal 
of  Chapter  112,  P.L.  1971  (formerly  Assembly  Bill  2131);  and 
be  it  further 

Adopted  as  amended  by  the  Reference  Committee  (page 
Tr  136) 


Incoming  President  Davis  receives  Presidential  Plaque  from  President  SaUilsky.  Mrs. 
Davis  was  presented  a bouquet  of  red  roses. 
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REFERENCE  COMMITTEES 


Reference  Committee  "A" 

Joseph  J.  Kline,  M.D.,  Chairman 


Reference  Committee  “A”  met  on  Sunday,  16 
May  1971,  with  idl  members  present:  Doctors 
Robert  S.  Gamon,  Jr.,  Sherman  Garrison, 
Joseph  A.  Lepree,  Nathan  J.  Flavin,  and  the 
chairman.  Approximately  40  delegates  and 
members  were  present  to  discuss  the  various 
items  under  consideration. 

1.  President  (page  Tr  5) 

The  Gommittee  recommends  that  the  report 
be  approved. 

Adopted 

2.  Board  of  Trustees  (page  Tr  15) 

The  introductory  portion  of  this  report,  cover- 
ing the  general  activities  of  the  Board,  was 
reviewed  and  approved. 

a.  Committee  on  Long  Range  Planning  and 
Development  (page  Tr  15) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

b.  First-Aid  Station  for  Legislators  (page  Tr 
15) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

c.  Fluoridation  of  Public  Water  Supplies 

(page  Tr  24) 

The  Committee  recommends  that  the  re- 
lent be  approved  with  the  last  sentence  of 
paragraph  four  amended  to  read:  “.  . . under 
the  aegis  of  the  Department  of  Environmen- 


tal Protection.” 

Adopted 

d.  Joint  Conference  with  Presidents  and  Presi- 
dents-Elect  of  Component  Societies  (page  Tr 
16) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

e.  National  Bicentennial  Celebration  (page 
Tr  16) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

f.  The  Active  Practice  of  Medicine  (page  Tr 
16) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

3.  Secretary  (page  Tr  8) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

4.  Judicial  Council  (page  Tr  28) 

After  much  discussion,  the  Committee  recom- 
mends that  the  report  be  approved.  However, 
it  was  suggested  by  the  Chairman  of  the 
Judicial  Council  that  “appeal  hearings”  in  the 
summarv^  on  page  Tr  29  be  corrected  to  read 
“formal  hearings.” 

Adopted 
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In  addition,  the  Committee  feels  that  the  at- 
tention of  the  entire  membership  should  be 
directed  to  the  portions  of  the  report  dealing 
with  “Adherence  to  Regulations”  and  “On  the 
Avoidance  of  Grievances  and  Complaints 
Alleging  Infractions  of  the  Principles  of  Ethics 
or  the  Standcirds  of  Professional  Conduct,” 
stressing  that  strict  compliance  is  necessary 
to  preserve  a good  public  image  of  the  physi- 
cian. 

5.  Executive  Director  (page  Tr  32) 

The  Committee  recommends  that  the  report 
be  approved.  It  suggests  that  on  page  2 of 
the  report,  the  word  “remittingly”  be  cor- 
rected to  read  “unremittingly”  in  order  to 
preserve  the  meaning  of  the  sentence. 

Adopted 

6.  Credentials  (page  Tr  37) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

7.  Resolutions: 

a.  Fluoridation— Resolution  ^1  (page  Tr  99) 

b.  Fluoridation  of  Public  Water  Supplies— 
Resolution  #25  (page  Tr  116) 

Because  of  their  similarity,  the  Committee 
considered  the  above  resolutions  concurrent- 
ly. While  the  Committee  approves  the  intent 
of  both  resolutions,  on  the  recommendation 
of  Legal  Counsel,  and  because  of  changes  in 
governmental  structure  of  the  State,  the  Com- 
mittee recommends  that  the  resolutions  be 
adopted,  with  the  “Resolved”  amended  to 
read: 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  urge  enactment  of  legislation 
obliging  the  Department  of  Environmental 
Protection  to  promulgate  regulations  requiring 
the  fluoridation  of  public  icater  supplies. 

Adopted 


c.  Investigation  and  Evaluation  of  Ciollection 
Agencies— Resolution  #2  (page  Tr  99) 

The  Committee  recommends  that  the  resolu- 
tion be  rejected.  With  Assembly  Bill  893 
passed  by  both  houses  of  Legislature  and  now 
awaiting  the  signature  of  the  Governor,  this 
resolution  is  unnecessaiy.  A-893  will  strin- 
gently regulate  the  practices  of  collection 
agencies,  under  the  supervision  of  the  office 
of  the  Secretary  of  State. 

Adopted 

d.  Liberalization  of  Abortion  Laws— Resolu- 
tions #3  (page  Tr  100) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Not  adopted  (against:  182;  for:  130) 

e.  Staff  Dispensary  for  Legislature— Resolution 
#4  (page  Tr  101) 

It  is  the  opinion  of  the  Committee  that  the 
intent  of  the  resolution  is  laudable;  however, 
it  is  convinced  that  implementation  would 
present  insurmountable  problems,  including 
full-time  staffing,  implications  of  preferential 
treatment,  etc.  The  Committee  feels  that  the 
existing  State-provided  facilities  and  servic^es 
are  adequate. 

The  Committee  recommends  that  the  resolu- 
tion be  rejected. 

Adopted 

f.  Assimilation  of  Osteopaths— Resolution  #26 
(page  Tr  117) 

Reporting  to  tlie  House  of  Delegates  last 
year,  the  Special  Committee  on  the  Admis- 
sion of  Osteopaths  to  MSNJ  Membership 
made  the  following  recommendation:  “This 
Committee  recommends  that  the  House  of 
Delegates  not  take  action  to  permit  fully 
licensed  doctors  of  osteopathy  to  become 
members  of  Tlie  Medical  Society  of  New 
Jersey.” 

Last  year.  Reference  Committee  “A”  rccom- 
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mended  that  the  report  of  the  Special  Com- 
mittee and  its  concluding  recommendation  be 
approved.  The  House  then  approved  that  re- 
port. In  presenting  its  recommendation  to 
the  House  last  year.  Reference  Committee 
“A”  declared:  “In  making  this  recommenda- 
tion (for  approval  of  the  report)  Reference 
Committee  “A”  does  not  wish  its  recommen- 
dation to  be  construed  as  a categorical  objec- 
tion to  the  inclusion  of  fully  licensed  doctors 
of  osteopathy  into  The  Medical  Society  of 
New  Jersey;  time  and  more  felicitous  circum- 
stances may  make  such  membership  desir- 
able.” 

Your  present  Reference  Committee  does  not 
accept  that  the  desired  changes  have  yet  been 
brought  about  and  concurs  in  the  sentiments 
above  expressed.  It  therefore  recommends 
that  Resolution  #26  be  rejected. 

Adopted 

g.  Confidentiality  of  the  Judicial  Mechanism 

—Resolution  #38  (page  Tr  125) 

In  the  light  of  explanations  from  representa- 
tives of  the  Judicial  Council,  the  Committee 
feels  that  the  resolution  is  unnecessary  and 


the  means  for  communication  between  the 
judicial  committee  and  the  executive  commit- 
tee on  the  county  level  are  provided  and 
adequate. 

The  Committee  recommends  that  the  resolu- 
tion be  rejected. 

Adopted 

Physicians,  by  the  nature  of  their  occupation, 
are  not  given  to  carrying  their  hearts  on  their 
sleeves.  Emotion  and  praise  are  rarely  con- 
sidered appropriate  to  medical  meetings.  We 
would  be  remiss,  however,  if  we  did  not 
acknowledge  and  express  our  gratitude  for 
the  dignity,  self-sacrifice,  devotion  to  the  de- 
mands of  his  office,  and  that  special  quality 
of  gentleness  and  kindness  with  which  Doctor 
Emanuel  M.  Satulsky  served  us  during  his 
term  as  President  of  The  Medical  Society  of 
New  Jersey.  Our  thanks  go  also  to  all  the 
oflBcers,  the  members  of  the  Board  of  Trustees, 
our  Executive  Director,  and  all  those  dedi- 
cated members  of  our  Society  who  gave  so 
much  of  their  time  and  energy  to  promote  the 
welfare  of  all  of  us  and  to  respond  to  the 
medical  needs  of  our  fellow  citizens. 


Reference  Committee  "B" 

Paul  J.  Kreutz,  M.D.,  Chairman 


Reference  Committee  “B”  met  on  Sunday,  16 
May  1971,  with  all  members  present:  Doctors 
Edward  A.  Jasionowski,  Josiah  C.  Mc- 
Cracken, Jr.,  Francis  A.  Pflum,  Leopold  E. 
Thron,  and  the  chairman.  Approximately  20 
delegates  and  members  were  present  to  dis- 
cuss the  various  items  under  consideration. 

1.  Board  of  Trustees— Items 

a.  .\d  Hoc  Committee  on  Statewide  .\uto- 


mated  Bookkeeping,  Accounting,  and  Billing 
System  (page  Tr  16) 

The  Committee  was  informed  tliat  this  item 
has  been  investigated  and  potential  costs  have 
been  considered. 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 
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The  Committee  also  recommends  that  a 
further  survey  of  counties  be  taken  informing 
them  of  the  cost  factors  involved  and  of  the 
advantages  accruing  from  such  a system  be- 
fore final  action  is  taken  by  the  Board  of 
Trustees. 

Adopted 

b.  Description  of  MSNJ’s  Employees’  Pension 
Plan  (page  Tr  25) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

c.  Physicians’  Relief  Fund  (page  Tr  17) 

The  Committee  agrees  in  principle  with  the 
report  and  recommends  that  it  be  approved. 

Adopted 

2.  Treasurer  (page  Tr  9) 

The  Committee  noted  that  the  Executive  Of- 
fices need  additional  facilities  and  that  an  as- 
sessment would  be  required  in  future  years 
to  pay  for  the  cost  thereof. 

The  Committee  recommends  that  the  report 
be  approved  and  commends  the  Treasurer  on 
a job  well  done. 

Adopted 

3.  Finance  and  Budget  (page  Tr  38) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

The  Committee  further  recommends  that  the 
budget  for  1971-72  be  adopted  in  the  total 
sum  of  $426,987.00,  and  that  the  1972  assess- 
ment be  adopted  at  $60.00  per  capita. 

Adopted 

4.  Medical  Student  Loan  Fund  (page  Tr  47) 


The  Committee  recommends  that  the  report 
and  its  contained  recommendations  be  ap- 
proved. 

Adopted 

5.  Publication  (page  Tr  50) 

The  Committee  recommends  that  the  report 
be  approved  with  commendation  to  the  Editor 
and  his  staflF. 

Adopted 

6.  Project  Hope/Vietnam  (page  Tr  83) 

The  Committee  recommends  that  the  report 
be  approved  and  that  the  program  be  con- 
tinued. 

Adopted 

7.  Resolution: 

Joint  JEMP.\C  Billing— Resolution  zf40  (page 
Tr  126) 

The  sponsor  of  Resolution  #40  requested  that 
the  first  two  paragraphs  of  the  resolution  be 
revised  to  read:  (italics  indicate  s[X>nsors’  re- 
vision) 

M'hereas,  die  Board  of  Trustees  of  The  Medi- 
cal Societv  of  New  Jersey  has  recommended 
that  JEMP.\C  “aggressively  stimulate”  inter- 
est by  using  means  of  increasing  membership; 
and 

\^Tlereas,  both  the  American  Medical  Asso- 
ciation and  the  American  Medical  Political 
.•\ction  Committee  (AMPAC)  emphasized 
physician  membership  as  the  first  1971  prior- 
ity of  the  PAC  movement;  and 

The  Committee  recommends  that  the  resolu- 
tion be  not  adopted  for  the  following  reasons: 
(1)  The  Reference  Committee  is  opposed  to 
the  principle  of  joint  P.\C  billing;  and  (2)  The 
Reference  Committee  is  of  the  opinion  that 
each  county  medical  society  may  undertake 
joint  bilhng  on  a voluntary  basis  with  no 
recommendation  from  The  Medical  Sociert  of 
New  Jersey. 

Adopted 
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Reference  Committee  "D" 

Roy  A.  Morrow,  M.D.,  Chairman 


Reference  Committee  “D”  met  on  Sunday,  16 
May  1971,  with  all  members  present:  Doctors 
Hillel  M.  Ben-Asher,  Harry  R.  Brindle,  John 
P.  Kengeter,  Howard  D.  Slobodien,  and  the 
chainnan.  Approximately  20  delegates  and 
members  were  present  to  discuss  the  various 
items  under  consideration. 

1.  Board  of  Trustees— Items 

a.  Proposed  National  Academy  of  the  Health 
Professions  for  Research  and  Policy  (page 
Tr  18) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

b.  Special  Committee  on  Traffic  Safety  (page 
Tr  27) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

2.  Medical  Education  (page  Tr  45) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

3.  Emergency  Medical  Care  (page  Tr  81) 

The  Committee  recommends  that  the  report 
be  approved,  with  emphasis  on  adequate  and 
sufficient  road  signs  on  major  highways  and 


thoroughfares  to  indicate  the  locations  and 
names  of  nearby  hospitals. 

Adopted 

4.  Medicine  and  Religion  (page  Tr  83) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

5.  Traffic  Safety  (page  Tr  84) 

No  report  submitted. 

6.  Resolution: 

Problem  Affecting  Internships  and  Residencies 
in  New  Jersey  Hospitals— Resolution  #44 
(page  Tr  129) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

However,  the  Committee,  in  addition,  rec- 
ommends insertion  of  the  following  to  pre- 
cede the  existing  “Resolved”: 

RESOLVED,  that  The  Medical  Societi/  of 
Nete  Jersey  reaffirm  its  stand  requiring 
E.C.F.M.G.  certification  of  interns,  and  that 
the  Board  of  Trustees  continue  to  work  tor 
repeal  of  Chapter  122,  P.L.  1971  (formerly 
Assembly  Bill  \o.  2131 );  and  he  it  further 

Adopted 
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Reference  Committee  "E" 


Arthur  Bernstein,  M.D.,  Chairman 


Reference  Committee  “E”  met  on  Sunday,  16 
May  1971,  with  all  members  present:  Doctors 
Donald  T.  Akey,  Rudolph  T.  DePersia,  Wil- 
liam A.  Dwyer,  Jr.,  Edward  Foord,  and  the 
chairman.  Approximately  46  delegates  and 
members  were  present  to  discuss  the  various 
items  under  consideration. 

1.  Board  of  Trustees— Items 

a.  Committee  on  Extension  to  Interns  and 
Residents  of  Power  to  Sign  Certain  Legal 
Documents  (page  Tr  18) 

The  Committee  recommends  approval  of  this 
report  and  urges  further  efforts  be  made  to 
receive  a final  opinion  from  the  Attorney 
General. 

Adopted 

b.  Health  Careers  Exhibit  (page  Tr  19) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

c.  Legislative  Approach  to  Malpractice  (page 
Tr  20) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

d.  Medical-Legal  Liaison  Committee  (page 
Tr  20) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

e.  Opposition  to  the  Legalization  of  Mari- 
huana (page  Tr  20) 


The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

f.  Special  Committee  on  Politics  and  Medicine 

(page  Tr  27) 

This  portion  of  the  report  provoked  consid- 
erable discussion  primarily  for  the  puqjoses 
of  clarification. 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

2.  Legislation  (page  Tr  54)  and  supplemental 
#1  (page  Tr  61)  and  :^2  page  Tr  63) 

The  Committee  recommends  the  approval  of 
the  entire  report  of  the  Council  on  Legisla- 
tion. 

Adopted 

3.  Public  Relations  (page  Tr  80) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

4.  Resolutions: 

a.  Control  of  Obscene  and  Indecent  Publica- 
tions and  Displays— Resolution  4^6  (page  Tr 
103) 

By  a vote  of  4 to  1 the  Committee  recom- 
mends that  this  resolution  be  adopted,  with 
the  final  “RESOLVED”  amended  to  read: 

RESOLVED,  that  The  Medical  Society  of 
Neiv  Jersey  urge  the  enactment  of  legislation 
controlling  traffic  in  such  degrading  materials. 

Not  Adopted 
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(The  Committee  member  voting  against  this 
resolution  felt  that  this  is  a controversial  issue 
now  being  argued  in  the  Courts  and  is  not  a 
proper  concern  for  this  body. ) 

b.  Establishment  of  New  Conjoint  State  and 
County  Public  Relations  Program— Resolution 
#7  (page  Tr  103) 

c.  Public  Relations— Resolution  #22  (page 
Tr  113) 

Resolutions  if?  and  #22  were  considered 
jointly  since  they  both  were  concerned  with 
the  same  subject.  The  Committee  decided  to 
recommend  that  Resolution  #7  be  adopted 
with  the  second  “RESOLVED”  amended  to 
read: 

RESOLVED,  that  the  Board  of  Trustees  be 
mandated  to  establish  a continuing  public  re- 
lations program  staffed  by  a full-time  public 
relations  counsel  or  director. 

The  Committee  recommends  that  the  resolu- 
tion, as  amended,  be  adopted. 

Tabled  and  referred  to  the  Council  on  Public  Relations  for 
further  detailed  study. 

d.  Legal  Immunity  for  Physicians  Making 
Blood  Alcohol  Determinations— Resolution 
#8  (page  Tr  104) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

e.  Legislation  to  Provide  that  Blood  Trans- 
fusing Is  a Service  Not  a Sale— Resolution 
#10  (page  Tr  105) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted  with  the  “RESOLVED” 
amended  to  read: 

RESOLVED,  that  The  Medical  Society  of 
New  jersey  urge  enactment  of  S-752  at  the 
earliest  possible  time. 

Adopted 


f.  Modification  of  Procedures  Affecting  Legis- 
lation-Resolution #11  (page  Tr  106) 

This  resolution  provoked  considerable  and  ex- 
tensive discussion  with  many  delegates  voic- 
ing their  discontent  with  the  present  manner 
of  scheduling  meetings  and  lack  of  reporting 
by  keymen. 

The  Committee  recommends  that  this  resolu- 
tion be  approved  in  principle  and  referred  to 
the  Council  on  Legislation  for  review  and  for 
such  implementation  as  appears  appropriate, 
and  that  a report  be  made  to  the  House  of 
Delegates  next  year. 

Adopted 

g.  Rescinding  of  Eye  Medication  Ruling— 

Resolution  #12  (page  Tr  107) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted  with  the  “RESOLVED” 
amended  to  read: 

RESOLVED,  that  The  Medical  Society  of 
New  jersey  arrange  for  the  introduction  of 
legislation  to  prevent  optometrists  from  using 
eye  medication  for  diagnostic  purposes. 

Adopted 

h.  Accreditation  Bill— Resolution  #23  (page 
Tr  114) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted  with  the  first  “RESOLVED” 
amended  to  read: 

RESOLVED,  that  The  Medical  Society  of 
New  jersey  take  steps  to  arrange  for  intro- 
duction in  the  Netc  jersey  Legislature  of  an 
accreditation  bill  which  would  affect  the  fu- 
ture registration  of  all  health  care  providers. 

Tabled — subsequent  motion  to  remove  from  table  was  lost 

i.  Legislative  Approach  to  Professional  Liabil- 
ity-Resolution #24  (page  Tr  IIS') 

The  Committee  recommends  that  the  resolu- 
tion be  adopted  with  the  first  and  second 
“RESOL\'ED”  amended  to  read: 
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(First) 

RESOLVED,  that  the  Board  of  Trustees  of 
The  Medical  Society  of  New  Jersey  appoint 
an  ad  hoc  committee  to  consider  all  pertinent 
items  listed  in  the  resolution  from  items  (a) 
through  (o)  and  take  appropriate  action. 

Foregoing  amended  by  the  House  as  follows: 

Delete  *'pertinent,'*  *'items"  and  "take  appropriate  action" 
from  the  first  "RESOLVED"  and  add  "work  toward  introduc- 
tion of  as  many  legislative  measures  as  the  Legislature  will 
accept."  The  amended  "RESOLVED"  reads: 

RESOLVED,  that  the  Board  of  Trustees  of  The  Medical  Society 
of  New  Jersey  appoint  an  ad  hoc  committee  to  consider  all 
items  listed  in  the  resolution  from  (a)  through  (o)  and  work 
toward  introduction  of  as  many  legislative  measures  as  the 
Legislature  will  accept. 

(Second) 

RESOLVED,  that  this  ad  hoc  committee  be 
prepared  to  meet  at  the  convenience  of  the 
Netc  Jersey  Legislators  to  fully  explain  the 
import  of  each  separate  hill  introduced. 

Adopted  os  amended  by  the  House. 


j.  Revision  of  the  Medical  Practice  Act- 

Resolution  #30  (page  Tr  119) 

The  Committee  recommends  that  the  resolu- 
tion be  not  adopted  for  the  reason  that  the 
Committee  advocated  by  this  resolution  al- 
ready exists  and,  further,  that  deletion  of 
N.J.S.A.  45:9-21  (g)  would  not  effect  the  goals 
cited  in  the  “Whereases”  of  this  resolution. 

Adopted 

k.  Addition  of  Lay  Member  to  Board  of 
Medical  Examiners— Resolution  #42  (page 
Tr  127) 

The  Committee  recommends  that  the  resolu- 
tion be  not  adopted  for  the  reason  that  The 
Medical  Society  of  New  Jersey  infonned  the 
Governor  of  its  opposition  to  the  appointment 
of  a lay  member  to  the  State  Board  of  Medi- 
cal Examiners  and  additionally  because  the 
action  proposed  by  this  resolution  would  be 
an  exercise  in  futility  at  the  present  time. 

Adopfed 


Reference  Committee  "F" 

John  J.  Thompson,  M.D.,  Chairman 


Reference  Committee  “F”  met  on  Sunday,  16 
May  1971,  with  all  members  present:  Doctors 
Vincent  H.  Gillson,  Peter  H.  Marvel,  William 
R.  Muir,  Joshua  N.  Zimskind,  and  the  chair- 
man. Approximately  50  delegates  and  mem- 
bers were  present  to  discuss  the  various  items 
under  consideration. 

1.  Board  of  Trustees— Items 

The  Committee  recognized  the  amount  of 
diligent  work  by  the  Board  of  Trustees  as 
documented  in  their  reports  and  commends 
their  efforts. 


a.  Criteria  Used  by  Fiscal  Intermediaries  in 
Reviewing  Phvsicians’  Services  (page  Tr  20) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved  and  urges  the  fiscal 
intermediaries  to  notify  the  physicians  of  their 
policy  changes  by  direct  and  prompt  com- 
munication. 

Adopted 

b.  Establishment  of  Office  of  Professional 
Medicare  Liaison  within  Prudential  Insurance 
Company  (page  Ti  21) 
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The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

c.  Internships  (page  Tr  21) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved  and  notes  with  re- 
gret that  our  New  Jersey  Delegation’s  efforts 
at  the  AMA  were  to  no  avail. 

Adopted 

d.  Medicare  Billing  Forms  (page  Tr  21) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

e.  Medicare  Peer  Review  Committee  (page 
Tr  22) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved  and  urges  the  peer 
review  concept  be  oriented  to  function  with 
the  State  committee  following  initial  scrutiny 
at  the  county  medical  society  level. 

Adopted 

f.  Payment  for  Physicians’  Services  in  Out- 
Patient  Department  for  Recipients  of  Title 

XIX  (page  Tr  22) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved  and  feels  that 
guidelines  could  be  formulated  at  the  State 
level  that  would  be  helpful  to  hospitals  and 
physicians  in  determining  an  individual 
choice. 

Adopted 

g.  Physicians’  Exclusive  Right  to  Render 
Medical  Judgments  (page  Tr  23) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

h.  Separate  Department  of  Mental  Health 
(page  Tr  27) 


The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

2.  Medical  Services  (page  Tr  64) 

The  Committee  wishes  to  note  the  great 
amount  of  work  and  detail  that  Doctor  Collins 
and  his  Council  on  Medical  Services  have 
performed. 

a.  Repeal  of  Antisubstitution  Laws  (page 
Tr  64) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

b.  Bennett  Amendment— Medicare— Medicaid 

(page  Tr  64) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

c.  Fee  Inequities  Under  Medicare  and  Medi- 
caid (page  Tr  64) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

d.  Formation,  Functioning,  and  Responsibil- 
ities of  Utilization  Review  Committees  (page 
(page  Tr  64) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved  but  recommends 
that  a change  be  made  in  the  paragraph 
labeled  “Preamble”  in  the  third  from  last 
sentence,  from  the  words  “Judicial  Council”  to 
“Judicial  Committees.”  The  Committee  points 
out  that  this  provides  a logical  mechanism  for 
Utilization  Review  proceeding  from  the  hos- 
pital to  the  County  and  then  to  the  State. 

Adopted 

e.  Relative  \’aluc  Index  (page  Tr  65) 

The  Committee  recommends  that  this  portion 
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of  the  report  be  approved  and  points  out  that 
the  index  should  be  used  only  as  a guideline 
for  the  physician. 

Adopted 

3.  Occupational  Health,  Workmen’s  Compen- 
sation, and  Rehabilitation  (page  Tr  66) 

No  report  submitted. 

No  action  necessary 

4.  Mental  Health  (page  Tr  67) 

The  Committee  wishes  to  thank  the  members 
of  the  Council  on  Mental  Health  for  their 
diligent  work  over  the  past  year. 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved  and  urges  the  con- 
tinued efforts  as  cited  in  the  recommendation 
noting  the  opposition  to  the  unsupervised 
practice  of  psychiatric  modalities. 

Adopted 

5.  Alcoholism  (page  Tr  68) 

The  Committee  wishes  to  thank  the  Com- 
mittee on  Alcoholism  for  their  rejx)rt  and  ef- 
forts over  the  last  year. 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

6.  Drug  Abuse  (page  70) 

The  Committee  wishes  to  thank  the  Commit- 
tee on  Drug  Abuse  for  their  report  and  work 
during  the  past  year. 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved. 

Adopted 

7.  Emotional  Disorders  of  Childhood  and 
Adolescence  (page  Tr  71) 

The  Committee  recognizes  the  interest  and 
efforts  of  this  Committee  and  wishes  to  thank 


them. 

Adopted 

8.  Mental  Retardation  (page  Tr  72) 

No  report  submitted. 

No  aclion  necessary 

9.  Seizures  (page  Tr  72) 

The  Committee  recommends  that  this  portion 
of  the  report  be  approved  and  concurs  with 
the  recommendation  of  the  Council  on  Mental 
Health  that  the  name  of  the  Committee  be 
changed  to  “The  Special  Committee  on  Neu- 
rological and  Related  Disorders.” 

Adopted 

10.  Resolutions: 

a.  Approval  Criteria  of  Joint  Commission  on 
Accreditation  of  Hospitals— Resolution  #13 
(page  Tr  107) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

b.  Development  of  More  Family  Physicians— 
Resolution  #14  (page  Tr  108) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

c.  Establishment  of  Alcoholism  Detection 
Clinics— Resolution  #15  (page  Tr  109) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

d.  Establishment  of  a Peer  Review  Com- 
mittee to  Control  Quality  and  Costs  of  Health 
Care  Services— Resolution  #16  (page  Tr  109') 
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The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

e.  Invasion  of  Medical  Field  by  Non-Medical 
Individuals— Resolution  #17  (page  Tr  110) 

The  Committee  feels  that  it  is  not  the  respon- 
sibility of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  to  determine  professional 
credentials.  This  responsibility  must  be 
maintained  within  the  medical  staff  of  the 
hospital  concerned. 

The  Committee  recommends  that  the  resolu- 
tion be  not  adopted. 

Adopted 

f.  Physician  Shortage  and  Phvsician  Assistants 
—Resolution  #18  (page  Tr  110) 

The  Committee  recommends  that  this  resolu- 
tion be  referred  to  the  Council  on  Medical 
Services  for  evaluation,  study,  and  implemen- 
tation. Study  will  require  proper  definition  of 
terms,  a detennination  of  the  needs  of  the 
medical  profession  in  the  way  of  medical 
helpers,  the  correlation  of  the  duties  of  doc- 
tors’ helpers  with  the  Medical  Practice  Act 
of  New  Jersey,  and  the  cognizance  of  other 
pertinent  facets.  Findings  and  recommenda- 
tions should  be  promptly  reported  to  the 
Hoard  of  Trustees  for  action. 

Adopted 

The  Committee  recommends  that  tlie  resolu- 
tion be  not  adopted. 

Adopted 

g.  Reducing  Duration  of  M.D.  Curriculum- 
Resolution  #19  (page  Tr  111) 

The  Committee  recommends  that  the  resolu- 
tion he  adopted. 

Adopted 

h.  Restriction  of  P.L.  ' 89-2.39  to  its  Proner 
Purposes— Resolution  #20  (page  Tr  112) 


The  Committee  recommends  that  the  resolu- 
tion be  referred  to  the  Council  on  Medical 
Services  for  the  same  reasons  cited  under 
resolution  #18. 

Adopted 

The  Committee  recommends  that  the  resolu- 
tion be  not  adopted. 

Adop  ^ed 

i.  Society  Representation  on  Governmental 
Planning  Councils  and  Committees— Resolu- 
tion #21  (page  Tr  113) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

j.  Joint  Commission  on  Accreditation  of  Hos- 
pitals Confidential  Random  Survey  of  Staff 
Physicians— Resolution  #28  (page  Tr  118) 

The  Committee  recommends  that  the  resolu- 
tion be  not  adopted. 

Adopted 

k.  Physician’s  Right  to  Hearing  Re  Revoca- 
tion or  Suspension  of  Staff  Privileges— Resolu- 
tion #29  (page  Tr  119) 

The  Committee  notes  that  the  mechanism  of 
this  has  already  been  established  in  the 
“Legal  Obligations  Affecting  Medical  Prac- 
titioners.” 

The  Committee  recommends  that  the  resolu- 
tion be  not  adopted. 

Adopted 

l.  Baccalaureate  Program  for  Physicians’  As- 
sociates—Resolution  #33  (page  Tr  121) 

The  Committee  recommends  that  the  resolu- 
tion be  referred  to  the  Council  on  Medical 
Services  for  the  same  reasons  as  cited  under 
Resolutions  #18  and  #20. 

Rejec  fed 
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The  Committee  recommends  that  the  resolu- 
tion be  not  adopted. 

Rejected 

Resolution  ^33  was  adopted  by  action  of  the  House. 

m.  MSNJ  Participation  in  Certificate  of  Need 
Activities— Resolution  :^36  (page  Tr  124) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

n.  Liaison  Committees  with  Fiscal  Inter- 
mediaries—Resolution  #39  (page  Tr  125) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

o.  Separate  Department  of  Mental  Health- 
Resolution  #41  (page  Tr  126) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

p.  Support  of  HMO  Concept— Resolution  #43 
(page  Tr  128) 


The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

q.  Legislation  Concerning  Medical  Assistants 
—Resolution  #9  (page  Tr  104) 

The  Committee  recommends  that  the  resolu- 
tion be  referred  to  the  Counc4  on  Medical 
Services  for  further  study. 

Adopted 

The  Committee  recommends  that  the  resolu- 
tion be  not  adopted. 

Adopted 

The  CommTtee  wishes  to  thank  all  members 
of  The  Medical  Society  of  New  Jersey  for 
their  attendance  and  their  contributing  opin- 
ions. We  wish  to  thank  Dr.  Collins  and  Dr. 
Jehl,  past  presidents  of  our  Societv’,  and  Dr. 
Benz,  a member  of  the  Board  of  Trustees,  for 
their  attendance  and  help.  We  wish  to  thank 
Dr.  Raymond  T.  Holden,  a member  of  the 
AM  A Board  of  Trustees,  for  his  appearance 
and  participation. 

A special  thanks  to  the  great  members  of  this 
Committee  from  their  chairman. 


Reference  Committee  "C" 

Robert  J.  Neville,  M.D.,  Chairman 


Reference  Committee  “G”  met  on  Sunday,  16 
May  1971.  Four  of  the  five  members  were 
present:  Doctors  Nicholas  G.  Demy,  Eugene 

H.  Kain,  Carl  W.  Pflug,  and  the  chairman. 
Approximately  40  delegates  and  members 
were  present  to  discuss  the  various  items 
under  consideration. 

I.  Board  of  Trustees— Item 


The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

2.  Public  Health  (page  Tr  73) 

The  Committee  recommends  that  the  report 
be  approved. 


Hazards  of  Air  Pollution  (page  Tr  23)  Adophcd 
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3.  Cancer  Control  (page  Tr  75) 

The  Committee  agrees  in  principle  with  the 
report  of  the  Committee  on  Cancer  Control 
but  feels  that  the  statement  suggesting  that 
proctosigmoidoscopic  and  pap  tests  be  routine 
for  all  new  patients  over  30  years  of  age 
should  be  dealt  with  in  greater  detail. 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

4.  Child  Health  (page  Tr  76) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

5.  Conservation  of  Vision,  Hearing,  and 
Speech  (page  Tr  77) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

6.  Environmental  Health  (page  Tr  78) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

7.  Maternal  and  Infant  Welfare  (page  Tr  79) 

The  Committee  recommends  that  the  report 
be  approved,  with  the  notation  that  it  has 
been  infonned  that  the  field  phvsician  re- 
ferred to  is  engaged  on  a part-time  basis. 

Adopted 

8.  Resolutions: 

a.  FDA  Policy  on  Fixed  Combination  Drugs 
—Resolution  4t32  (page  Tr  121) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 


b.  Proposed  State  Board  Rule  on  “Minimum 
Eye  Examination”— Resolution  ^34  (page  Tr 
122) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Resolution  ^34  was  amended  by  the  House  by  the  addition 
of  a fourth  "Resolved,"  as  follows: 

; and  be  it  further 

RESOLVED,  that  representatives  of  the  Board  of  Trustees, 
the  Committee  on  Conservation  of  Vision,  Hearing,  and 
Speech,  and  Legal  Counsel  be  directed  to  meet  with  the 
State  Board  of  Medical  Examiners  at  its  next  meeting  on 
the  second  Wednesday  in  June  1971,  actively  to  oppose  the 
proposed  rules  on  "minimum  eye  examination." 

Adopted  as  amended  by  the  House. 

c.  New  Jersey  Interagency  Council  on  Smok- 
ing and  Health— Resolution  :^35  (page  Tr  123) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 

d.  Proposed  State  Board  Rule  on  “Minimum 
Eye  Examination”— Resolution  zt37  (page  Tr 
124) 

The  Committee  recommends  that  the  resolu- 
tion be  adopted. 

Adopted 


first  Xice-l’iesidciit  Hoylan  and  .Mrs.  Itoylan. 
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Reference  Committee  "H" 


Bernard  D.  Pinck,  M.D.,  Chairman 


Reference  Committee  “H”  met  on  Sunday,  16 
May  1971,  with  all  members  present:  Doctors 
Warren  E.  Crane,  Myles  C.  Morrison,  Jr.,  E. 
I Spencer  Paisley,  Francis  E.  Rieman,  and  the 

[ chairman.  A small  number  of  interested  dele- 

i gates  and  members  were  present  to  discuss 

i the  various  items  under  consideration. 

t 


annual  meeting. 


Adopted 


The  Committee  recommends  that  the  report 
be  approved. 


Adopted 


1.  Board  of  Trustees— Item 


3.  Honorary  Membership  (page  Tr  37) 


FAA  Medical  Examination  Form  (page  Tr  23) 

'fhe  Reference  Committee  urges  that  con- 
tinued action  be  taken  to  pursue  the  position 
of  the  AM  A regarding  the  FAA  Medical  Ex- 
amination Form. 

'I'lie  Committee  recommends  that  the  report 
be  approved. 

Adopted 


Xo  report  was  presented  because  no  nomina- 
tions had  been  submitted. 

4.  Woman's  Auxiliary  Advisory  (page  Tr  53) 

The  Committee  commends  the  Woman’s 
Auxiliarv  for  its  active  program  of  the  preced- 
ing vear.  The  Committee  urges  continued 
and  further  expansion  of  their  activities 
and  especially  the  drug  abuse  program. 


2.  Annual  Meeting  (page  Tr  33) 

The  Reference  Committee  commends  the 
Committee  on  Annual  Meeting  not  onlv  for 
the  current  program  but  for  changes  in  the 
format  and  innovations  made  this  year. 

The  Committee  recommends  that  there  be 
further  measures  investigated  for  the  stream- 
lining of  the  annual  meeting  and  that  a spe- 
cial appeal  be  made  to  the  younger  members 
of  the  Society  for  their  participation  in  the 


The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

5.  Nominations  for  Emeritus  Membership 
(page  Tr  97)  and  supplemental  (page  Tr  97) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 


Dr.  Raymond  Holden,  Board  of 

Trnstee.s.  addrc.ssing  tlic  House  (left)  . 


\ ice-.Spcaker  Mineiir  and  Mrs.  Minenr 
night)  . 
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Reference  Committee  on  Constitution  and  Bylaws 

Robert  H.  Areson,  M.D.,  Chairman 


Reference  Committee  on  Constitution  and 
Bylaws  met  on  Sunday,  16  May  1971,  with  all 
members  present:  Doctors  Richard  B.  Berlin, 
C.  Spencer  Davison,  Raymond  A.  McCor- 
maek,  Jr.,  Frederick  C.  Steller,  and  the  chair- 
man. A small  number  of  interested  delegates 
and  members  were  present  to  discuss  the 
various  items  under  consideration. 

Revision  of  C.’onstitution  and  B^laws  (page 
Tr  51) 

a.  Referral  Irom  the  1970  House  of  Delegates 
(page  Tr  51) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

b.  Physicians’  Relief  Fund  (Bvlaw  Amend- 
ment—E.xhibit  ipl,  page  Tr  51) 

The  Committee  recommends  that  the  pro- 
posed Bylaw  amendment  be  appro\'ed.  (In 


Incoming  I’resident  Davis  and  Mrs.  Davis— 
Reception  in  their  Honor. 


aceordance  with  Chapter  XII  (Amendments 
to  the  Bylaws)  favorable  action  on  this  Bylaw 
amendment  by  the  House  of  Delegates  re- 
quires “adoption  of  the  report  of  the  Refer- 
ence Committee  by  a 2/3  vote  of  the  mem- 
bers of  the  House  of  Delegates  present  and 
voting  at  the  final  session.”) 

Adopted 

c.  Appointment  of  Vice-Speaker  (Constitu- 
tional Amendment— Exhibit  ^2,  page  Tr  52) 

The  Committee  recommends  that  the  pro- 
posed Constitutional  amendment  be  approved. 
(In  aecordance  with  .\rtiele  XII  (Amendments 
to  the  Constitution),  under  the  heading  of  the 
Procedure  for  First  Year,  favorable  aetion  on 
this  Consritutional  amendment  by  the  House 
of  Delegates  requires  “adoption  of  the  report 
of  the  Reference  Committee  by  a majoiit)’ 
vote  of  the  members  of  the  House  of  Dele- 
gates present  and  voting  at  the  final  session”). 

Adopted 


Mrs.  Doiiiild  McLean,  Incoming  Auxiliary  I’rcsidcni. 
and  Dr.  .McLean. 
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Report  of  Nominating  Committee  and  Election  — May  16,  1971 

Nicholas  A.  Bertha,  M.D.,  Chairman 


OFFICE  FFRM 

President-Elect  1 year 

1st  Vice-President  I year 

2nd  \'ice-President  1 year 

Secretary  i year 

Freasnrer  | year 

I rnsiees: 

1st  District  ;{  years 

2nd  District  3 years 

2nd  District  .1  year 

■)ili  District  . . 3 yetirs 

|iidicial  Councilors: 

2nd  District  3 years 

5th  District  3 years 

,\M.\  Delegates:  2 years 

2 years 
2 years 


AMA  Alternate  Delegates: 

2 yeais 
2 years 
2 yea IS 

Delegates  and  Alternate  Delegates 


to  Other  States: 

New  5'ork: 

Delegate  1 year 

Alternate  1 year 

Cotinccticut: 

Delegate  I year 

Alternate  1 year 

Administrative  Conticils: 

Legislation 

1st  District  3 years 

2nd  District 2 years 

3rd  District  2 years 

'1th  District 3 years 

Medical  Services 

1st  District  3 years 

■Ith  District  3 years 

Mental  FIcalth 

1st  District  3 years 

2nd  District  3 years 

Public  Health 

1st  District  3 years 

4th  District  3 years 

Pid)Iic  Relations 

1st  District  3 years 

2nd  District  I vear 

4th  District  3 years 

Standing  Committees: 

Annual  Meeting 3 years 

Finance  and  lUidget  3 years 

Medical  Defense  and  Insurance  3 years 

Medical  Education 3 years 

Publication  3 years 

Woman’s  Auxiliary  Advisory  . 3 years 


NOMINEE  AND  COCNTV 

William  J.  D’Elia,  M.D.,  Monmonih 
Matthew  E.  Rovlan.  M.D..  Hudson 
James  A.  Rogers.  Passaic 
I.ouis  F.  .Albright.  Monmouth 
Samuel  J.  Lloyd.  Mercer 


(ieorge  L.  Ben/.  Essex 
lames  S.  Fodd.  Bergen 
Richartl  E.  Lang.  M.D.,  Passaic* 
Nicholas  F.  Marchione.  Cumberland 


John  L.  01p|).  Bergen 
John  S.  Madara.  Salem 

Joseph  P.  Donnelly.  Hudson 

Jesse  McCall.  Sussex 

Isaac  N.  Patterson,  fdoucester 


|oseph  R.  )ehl,  Passaic 
FmanncI  M.  Satulsky,  Union 
Robert  E.  A'erdou.  Bergen 


Albert  F.  Moriconi.  Mercer 
Josiah  C.  MtOracken,  Jr.,  .Atlantic 

\\'arren  11.  Knauer.  Union 
(iastone  .A.  Milano,  Atlantic 


John  R.  Fobey,  Essex 
john  J.  Crosby,  Jr.,  Hudson 
Leon  .A.  Fraser,  Mercer 
Meyer  L.  .Abrams.  Burlington 

Joseph  .\.  I.epiee,  Union 
Robert  S.  (.amon,  Jr.,  Camden 

.Arnold  M.  kallen,  Essex 
Eugene  \'.  Resnick,  Bergen 

George  L.  Erdman,  Union 
Frederick  C.  Stellcr.  Monmouth 

Frank  Y.  Watson.  Essex 
Frank  R.  Begen.  Bergen 
John  P.  Kengeter,  t)cean 


James  A.  Rogers,  Passaic 
G.  I homas  DeFusco.  Hudson 
Jesse  Schulman,  Ocean 
Arthur  Bernstein,  F.ssex 
Arthur  Krosnick,  Mercer 
Frederick  W.  Durham,  Camden 


• Nominated  and  elected  by  the  House  to  fill  unexpired  term  of  James  .A.  Rogers,  M.D.,  who  resigned  upon  be- 
ing elected  2nd  Vice  President. 
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Dr.  Rulon  Raw.son,  Dean,  CMD\[ 
at  Newark. 


Dr.  ^Valter  .Schlcsinger.  .\cting  Dean. 
C:MD\J  at  Rutgers. 


General  Session  Speakers— ’Recent  Dc\  clopincnts 
and  Current  Status  of  CMDXJ.” 


I 


Dr.  Rnlon  Rawson.  Dean  of  Medicine.  ^.^fDN■J.  accepts 
\M\  f,Rl  check  fioin  President  Satnlsky. 


I 
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MORRIS  HALL 

Health  and 
Rehabilitation  Center 

Route  206,  2381  Lawrence  Road,  Lawrenceville,  NJ.  08648 


FOR  YOUR  EXTENDED  CARE  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  + 159  Extended  Care  Beds) 

• Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• staff  Medical  Director  and  Physiatrist 

• Physicians  may  refer  and  treat  their  own  patients  at  Center 

MEDICAL  STAFF  AND  ACCREDITATION 

• J.  Michael  Fiorello,  M.D.,  Medical  Director — Pro-lem 

• Fred  G.  Schwing,  M.D.,  Physiatrist 

• Ruth  Rahilly,  R.N.,  B.A.  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Approvals  (Medicare  — Medicaid  — New  Jersey  Blue  Cross  — New  Jersey  Rehabilitation 
Commission) 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!  !1 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 


Proved  electro-oKjectiyely: 

A single  30-mg  dose  nightly 
helps  insomniaes  fall  asleep, 
stay  asleq),  and  sleep  longer 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  '' 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  suocessive  nights  in  2010 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


NIK  |Ol  R\  \l.  ()l  Nil  MM)1(  \I  SOCIKIV  ()I  MW  jKRSKV 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  a!.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internaf.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A.. 
eta!.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,"  in  Kales,  A.  (ed):  Sleep:  Physiology 
and  Pathology,  Phila,,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 

NewTX  1 

Ualmane 


Cflurazepam  hydrochloride} 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions;  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc. 

Nutley.  New  Jersey  071 10 
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"Drug  research 
gives  me  die  tools 
that  save  lives." 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATL.\NTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  & WORLD  REPORT. 


(diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  In 
potlents  with  severe  hypertension  or  severe  ccrdlovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potentiol  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosant  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  is  characteristic  of  sympothomimetic  agents.  It  may 
occosionolly  couse  CNS  effects  such  os  Insomnia,  nervousness,  dizziness,  onxiety. 


ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  o few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
vosci/lor  effects  reported  Include  ones  such  os  tachycordia,  precordlol  pain, 
orrhythmio,  polpitotion,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  o healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isoloted  experience,  which  hos  not  been 
reported  by  others.  Allergic  phenomer^o  reported  Include  such  conditions  as  rash, 
urticorio,  ecchymosis,  ond  erythemo.  Gostrofnfestino/  effects  such  os  diarrheo, 
constipation,  nauseo,  vomiting,  ond  abdomlnol  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  agronulocytosls,  and  leukopenia.  A variety  of  miscellaneous  odverse 
reactions  have  been  reported  by  physicians.  These  Include  comploints  such  as  dry 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurlo,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  tablet 
dally,  swallowed  whole.  In  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  oddltional  toblet  moy  be  given  In  i i 
mIdevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  Is  not  -j 
recommended.  t-»o7/4/?i/u  s patent  no.  3.ooi.«io 

THE  NATIONAL  DRUG  COMPANY  I 

DIVISION  OF  RICHARDSON  MERRELL  INC.  ' j 

PHILADELPHIA.  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition;  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnai  and 
recumbency  leg  muscle  cramps,  including  those  ossocloted  with  or- 
thrltls,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
stotic  foot  deformities.  Contraindications;  QUINAMM  is  controlndi- 
coted  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinol  cromps  In 
some  instonces,  ond  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  ond  gostrointestinol  disturbonce.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rosh,  or  visual  distur- 
bonces  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamni 

(quinine  sulfote  260  mg.,  ominophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


GENERAL 

SESSION 

Saturday  Afternoon,  May  15,  1971 

The  General  Session  was  convened  at  4 p.m.,  Emanuel 
M.  Satulsky,  M.D.,  President,  presiding.  Topic:  “A 
Review  and  Report  on  Recent  Developments  and  the 
Current  Status  of  the  College  of  Medicine  and 
Dentistry  of  New  Jersey.”  John  K.  Kittredge,  Chair- 
man, Board  of  Trustees,  College  of  Medicine  and 
Dentistry  of  New  Jersey;  Rulon  W.  Rawson,  M.D., 
Dean  of  Medicine,  College  of  Medicine  and  Dentistry 
of  New  Jersey;  and  R.  4Valter  Schlesinger,  M.D., 
Acting  Dean  of  Afedicine,  Professor  and  Chairman, 
Department  of  Microbiology,  Rutgers  Medical  School. 

Dr.  Satulsky:  It  is  my  privilege  to  introduce 
Rulon  SV.  Rawson,  M.D.,  Dean  ol  Medicine, 
College  of  iUedicine  and  Dentistry  of  New 
Jersey  at  Newark. 

Dr.  Rulon  IT'.  Rau'son:  I appreciate  the  invi- 
tation that  you  and  the  members  of  the  Board 
have  extended  to  us  to  discuss  some  of  our 
problems  and  some  of  the  advances  that  have 
been  made.  And  there  have,  indeed,  been 
many  major  advances  made  since  a vear  ago, 
when  I had  an  o])portunity  to  report  to  you. 

.\t  that  time.  I noted  that  New  Jersey’s  physi- 
cian ]x>pulation  ratio  of  130  to  1 ()(),()()()  tvas 
significantly  below  the  national  average  of 
135  to  100, 000.  I explained  that  if  we  were 
going  to  bring  our  le\el  of  popidation  ratio 
up  to  the  average  of  the  six  neighboring 
states,  we  would  need  the  fusion  of  3,000  new 
physicians  at  that  time.  \Ve  foresaw  a special 
replacement  because  one  third  of  the  physi- 
cians in  our  State  are  over  the  age  of  fifty- 
five;  that  we  would  have  to  bring  into  the 
State  300  new  jihysicians  per  year  over  the 
next  ten  years. 

Today  I am  happy  to  report  that  the  two 
medical  schools,  in  recognition  of  New  Jer- 
sey’s need  for  physician  manpower,  have  re- 
sponded Ijy  increasing  the  class  size.  This 
year,  we  will  be  accepting  110  students  in  our 
freshman  class.  This  is  a thirty-seven  per  cent 
increase  over  the  class  size  of  1969.  We  will  be 
able  to  make  modest  changes  in  our  laborato- 
ries to  accommodate  these  extra  students. 


Last  year,  we  accepted  (on  a transfer  basis) 
twelve  New  Jersey  students  who  had  com- 
pleted a pre-clinical  curriculum  in  foreign 
medical  schools  and  had  had  very  good 
academic  records.  They  had  all  passed  part 
one  of  the  National  Board  examinations. 
This  year,  on  the  same  basis,  we  will  try  to 
accept  up  to  twenty-four  American  students 
who  completed  the  pre-clinical  curriculum  in 
foreign  medical  schools.  Again,  we  are  look- 
ing for  the  natives  of  New  Jersey. 

The  architectural  plans  that  we  designed  for 
the  medical  center,  the  academic  health 
science  center  in  Newark,  were  designed  to 
accommodate  112  medical  students  and 
eighty  dental  students.  This  is  a significant 
increase  over  the  number  of  students  we  had 
been  teaching. 

The  fact  that  we  recognize  New  Jersey’s 
needs  for  more  physicians  has  caused  a de- 
gree of  modest  change  in  the  building, 
which  will  make  it  possible  to  take  care  of 
providing  programs  for  112  dental  students 
and  160  medical  students.  We  have  also  rec- 
ommended a modest  increase  in  the  size  of 
the  dental  school,  which  makes  it  possible  for 
the  total  dental  curriculum,  pre-clinical  and 
clinical,  to  be  taught  in  the  dental  school 
buikling.  This  will  jiermit  us  to  expand  the 
laboratory  spaces  in  our  science  building,  so 
we  can  then  accommodate  200  medical  stu- 
tlents  and  130  tlental  students.  .Actually,  this 
is  a modest  increase  in  the  size  of  the  build- 
ing at  a minimal  cost,  when  one  compares 
what  it  would  cost  to  increase  or  build  a new 
school  to  accommodate  130  students  more 
than  we  had  planned  for  in  the  original 
plans. 

.Studies  have  demonstrated  that  more  than 
fifty  per  cent  of  United  States  physicians  are 
practicing  in  communities  where  they  have 
their  in-hospital  graduate  or  internship  and 
residency  programs.  Let  us  look  at  internship 
programs  in  our  State.  There  are  600  ap- 
proved internships  in  New  Jersey.  In  1969, 
four  per  cent  of  these  positions  were  filled  by 
graduates  from  the  United  States  medical 
schools.  The  next  year,  six  per  cent;  this  past 
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year,  nine  per  cent.  Most  ol  those  nine  per 
cent  came  from  our  school  in  Newark.  Let  us 
ask  why  there  are  so  few  students  matching 
here.  Well,  if  one  wants  to  attract  quality  or 
American  graduates,  we  must  provide  a first- 
rate  educational  program  in  the  hospital.  To- 
day’s medical  students  recognize  the  impor- 
tance of  a strong  graduate  educational  pro- 
gram. They  look  upon  this  as  probably  the 
most  important  period  in  preparing  them- 
selves for  practice.  Practically  all  graduate 
students  are  looking  for  internship-residency 
programs,  which  would  give  them  the  best 
preparation  for  the  practice  of  medicine  or 
for  the  practicing  of  a specialty  and  for  spe- 
cialty board  accreditation.  This  is  true  in  all 
specialties,  including  the  new  specialty  of 
family  practice. 

I'he  National  internship  matching  plan  was 
instituted  in  the  late  fifties.  In  1958,  forty- 
eight  per  cent  of  all  the  students  applied  for 
internship  that  year  matched  with  major 
teaching  hospitals,  whereas  .S4  per  cent 
matched  with  non-affiliated  hospitals.  In 
1968,  58  per  cent  went  to  major  teaching  hos- 
pitals and  24  per  cent  matched  with  non- 
aHiliated  hospitals.  In  1969  it  was  63  ])er 
cent  that  went  to  your  major  teaching  hospi- 
tals and  20  per  cent  to  the  non-affiliated  hos- 
pitals. 1 he  Council  of  Medical  Education  of 
the  .A.M..A.  and  certain  specialty  boards  have 
recently  defined  new  guidelines  for  graduate 
medical  education.  Henceforth,  internships 
will  not  be  accredited,  unless  they  are  inte- 
grated into  a full  residency  program.  In  1975, 
those  internships  which  have  not  been  inte- 
grated in  a full  residency  program  will  be 
jihased  out. 

I he  Hoard  of  Examiners  in  Internal  Medi- 
cine has  recently  established  as  a requirement 
that  those  hospitals  having  residency  jjro- 
grams  in  internal  meditine  must  have  full- 
time Directors  of  Medicine. 

The  Liaison  Clommittce,  which  ]X‘riodically 
examines  all  U..S.  medical  .schools  lor  accredi- 
tation has,  until  recently,  been  composed  of 
rej)resentatives  from  the  .\sscjciation  of  .\mer- 
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ican  Medical  Colleges  and  from  the  Council 
on  Medical  Education  of  the  A.M.A.  This 
has  now  been  expanded  to  include  represen- 
tatives of  the  new  Council  on  Graduate  Med- 
ical Education,  which  is  sponsored  by  the  spe- 
cialty boards. 

Medical  schools  being  examined  for  accredi- 
tation in  the  future  will  also  have  their  grad- 
uate programs  or  internship  and  residency 
programs  in  primary  and  affiliated  hospitals 
examined. 

Einally,  the  medical  schools  in  the  United 
States  are  accepting  the  responsibility  for 
graduate  education,  which  I believe  they 
should  have  done  a long  time  ago. 

In  recognizing  the  importance  of  developing 
strong  hospital-based  graduate  educational 
programs,  the  College  of  Medicine  and  Den- 
tistry in  NeAv  Jersey  has  already  established 
major  affiliation  agreements  with  three  hospi- 
tals in  Newark  plus  the  East  Orange 
Veterans’  Administration  Hospital,  and  is  dis- 
cussing affiliations  with  other  hospitals  in  the 
region.  Such  affiliations  have  recently  been 
recommended  by  the  Carnegie  Commission; 
and  I urge  that  all  of  you  read  and  study  the 
Carnegie  rejjort  on  “Higher  Education  and 
the  Nation’s  Health.”  This  Commission,  rec- 
ognizing the  importance  of  hospital-based 
graduate  education  programs  to  complement 
undergraduate  medical  education,  recom- 
mended area  or  regional  medical  centers, 
which  would  be  affiliated  with  the  academic 
health  science  centers. 

k'or  New  Jersey,  the  Ciarnegie  Cotmnission 
recommeiKled  the  establishment  of  these 
academic  health  science  centers  and  several 
area  health  science  centers  whose  function 
would  be  as  follows  : 

(1)  To  maintain  a communitv  hospital  of 
outstanding  (juality.  Many  of  the  patients 
wouhl  be  admitted  on  a referral  basis  from 
smaller  communities  in  the  surrounding  area. 

(2)  I'o  conduct  etlucational  programs  under 
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the  supervision  of  the  faculty  of  the  Univer- 
sity Health  Science  Center  with  which  the 
area  center  is  affiliated. 

(3)  To  have  these  educational  programs  in- 
clude residency  programs,  clinical  instruc- 
tions for  M.D.  candidates  and  dentistry  candi- 
dates who  had  come  there  from  the  Universi- 
ty Health  Science  Center  on  a rotating  basis. 

(4)  Clinical  experience  in  allied  health  pro- 
grams and  continued  educational  programs 
for  health  manjx)wer  in  the  area,  conducted 
in  cooperation  with  the  local  professional  so- 
cieties. 

(5)  To  provide  comprehensive  guidance  at 
com])rehensive  colleges  and  community  col- 
leges in  the  area  in  the  development  of  train- 
ing programs  for  allied  health  professions. 

I suggest  that  these  proposals  l>e  examined 
jointly  by  representatives  of  The  ^^edical  .So- 
ciety of  New  Jersey,  representatives  from  the 
New  Jersey  State  Hospital  .As.sociation,  and 
representatives  of  the  facidty  and  administra- 
tion of  the  College  of  Medicine  and  Dentistry 
of  New  Jersey,  with  the  objectives  of  estab- 
lishing a network  of  health  institutions  to 
work  cooperatively  in  developing  strong  grad- 
uate educational  programs,  which  will  attract 
well  prepared  medical  graduates  for  intern- 
ship-residency training  in  New  Jersey. 

Notwithstanding  the  many  criticisms  we  hear 
from  time  to  time  directed  at  bio-medical  re- 
search, I must  state  that  a major  responsibili- 
ty of  our  faculties  in  medicine  is  to  expand 
the  body  of  knowledge  in  the  bio-medical 
sciences.  Unless  we  pursue  the  modern  tools 
of  study  and  imaginative  research  in  cell  Itiol- 
ogy,  biochemical  and  physiological  ])henom- 
ena,  and  in  human  disea.se,  we  cannot  expect 
to  deliver  l>etter  health  care  in  the  year  2000 
than  we  delivered  in  the  1960’s. 

Many  of  us  in  this  audience  have  had  the 
op|x>rtunity  to  live  through  the  most  exciting 
period  in  medical  history.  We  have  observed 
the  development  of  methods  to  control,  treat. 
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or  cure  a great  number  of  diseases,  which, 
prior  to  1940,  had  a high  mortality  or  mor- 
bidity rate,  such  as  pneumonia,  rheumatic  fe- 
ver, tuberculosis,  poliomyelitis,  some  congen- 
ital anomalies,  and  to  effect  the  treatment,  in 
some  cases,  such  as  some  acute  leukemias,  to 
evaluate  cardiac  abnormalities,  which  could 
not  be  done  prior  to  1940,  as  it  is  done  today, 
and  to  make  certain  the  treatment  is  rational. 

There  remain  many  diseases  which  cannot  be 
treated  or  controlled  without  expanding  our 
basic  bio-medical  knowledge.  These  disorders 
include  cancer,  arteriosclerosis,  hypertension, 
renal  disease,  arthritis,  alcoholism,  drug  ad- 
diction, plus  neurologic  and  psychiatric  dis- 
eases. .Ml  these  present  us,  as  physicians,  med- 
ical educators,  and  bio-meilical  scientists,  op- 
portunities for  imaginative  and  productive 
research. 

I call  vour  attention  to  the  major  challenges 
and  opportunities  for  innosative  research  in 
the  delivery  of  health  care,  ^\’e,  as  physicians, 
medical  educators,  and  health  st  ientists,  have 
the  responsibility  to  seize  these  opportunities, 
and  together,  meet  the  challenges  to  improve 
the  deliverv  of  health  care.  Uct  us  also  enlist 
our  colleagues  in  hospital  administiation, 
medical  economics  and  health  insurance,  as 
well  as  consumers,  in  developing  research 
programs  in  the  delivery  of  .sound,  high  qual- 
ity health  care  for  all  society. 

Thank  you  again  for  the  opportunity  to  re- 
port to  you  on  the  activities  of  the  Medical 
School  in  Newark.  I look  forward  to  a contin- 
ued cooperati\e  assotiation  with  the  officers 
of  this  .Society  and  its  component  County  So 
cieties  in  meeting  tmlay  New  Jersey’s  challeng- 
ing needs  for  metlical  education  and  better 
health. 

Dr.  Satulsky:  And  now  I am  privileged  to 
introduce  R.  \Valter  .Schlesinger,  M.D.,  .Act- 
ing Dean  of  Medicine,  Professor  and  Chair- 
man of  the  Department  of  Microbiology  at 
Rutgers  Medical  School. 

Dr.  Schlcsi)igcr:  Neetlless  to  say,  any  period 
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of  transition  and  reorganization  carries  with 
It  the  excitement  of  challenge  and  opportuni- 
ty, as  well  as  the  agony  of  uncertainty.  I 
woidd  rather  not  dwell  on  the  agonies  of  un- 
certainty, but  I must  mention  that  within 
these  past  twelve  months,  Rutgers  Medical 
School  has  lost  fourteen  faculty  members, 
which  constitute  22  per  cent  of  its  entire 
faculty,  including  four  Department  Chair- 
men, including  all  three  Department  Chair- 
men of  clinical  departments.  This  is  only  one 
of  the  diffictdties  we  are  facing. 

It  is  my  unique  pleasure  to  acknowledge  to 
you  the  sensitivity  to  the  issues  raised  in 
New  Jersey,  and  the  total  devotion  to  serve 
the  State  by  the  newly  created  Board  of  Trus- 
tees of  the  College  of  Medicine  and  Dentistry 
and  by  its  Chairman,  Mr.  Kittredge. 

The  Board  has  worked  very  closely  tvith  the 
deans  and  factilties  of  the  two  medical  schools 
and  the  dental  school,  and  we  have  had  the 
privilege  of  attending  and  being  jjersonally 
involved  in  said  deliberations.  This  is  all  very 
good.  It  is  to  the  credit  of  the  Board  and  to 
the  many  friends  of  medical  education  in  the 
State,  including  this  Medical  Society,  that  the 
College  Board  has  resolved  that  there  shall  be 
]jarallel  develojtment  of  two  complete  medi- 
cal schools  in  New  Jersey,  one  at  Newark  and 
one  at  Rutgers  in  New  Brunswick. 

Concrete  steps  have  been  taken  since  then, 
but  still  great  commitments  will  have  to  be 
made  before  both  schools  can  produce  the 
number  of  physicians  which  they  ought  to  be 
cajjable  of  turning  out.  Dr.  Rawson,  myself, 
and  our  colleagues  believe  that  New  Jersey 
desperately  needs  at  least  three  medical 
schools,  and  that  ultimately  some  four  to  five 
hundred  M.D.’s  should  graduate  each  year. 
I.ei  us,  by  all  means,  develop  to  fidl  capacitv 
the  two  schools  that  we  now  have. 

^Vhere  are  we  at  Rutgers?  I.ast  summer,  we 
moved  into  our  new  science  building,  as 
handsome  and  as  functional  in  design  as  anv 
medical  school  structure  in  this  country.  To- 
tal cost  to  the  State  was  Sfi.OOO.OOO.  In  this 


building  we  accepted  our  fifth  freshman  class, 
increased  from  sixty  to  eighty. 

The  Psychiatric  Institute  is  going  up  ahead 
of  construction  schedule,  and  we  feel  that  the 
summer  of  1972  will  provide  a home  base  for 
a first-class  Department  of  Psychiatry,  which 
has  come  together  because  they  saw  a hole  in 
the  ground  and  the  building  going  up.  It  will 
also  provide  outstanding  community  psychi- 
atric services  with  a classroom  population  of 
200  plus. 

The  College  of  Medicine  and  Dentistry 
Board  of  Trustees  has  leased  Raritan  Valley 
Hospital,  and  architects  are  now  designing 
alterations  and  additions  that  will  make  it 
into  a useful  mini-teaching  hospital,  while 
preserving  its  function  as  a primary  care  fa- 
cility in  New  Jersey.  Once  modified  and 
staffed,  this  128  bed  facility,  providing  affili- 
ated .services  in  obstetrics  and  gynecology  and 
pediatrics,  will  offer  jirimary  clerkship  oppor- 
tunities for  thirty-two  students.  ^\'e  hope  to 
be  able  to  take  that  number  of  our  present 
freshman  class  of  eighty  into  the  third  year  by 
1972. 

For  the  future  we  need  more  teaching  beds 
and  some  of  these  needs  will  be  met  through 
the  use  of  other  hospitals  currently  under  ne- 
gotiations. 

This  brings  me  to  the  subject  of  teaching 
affiliations,  tvhich,  by  prearrangement  with 
Dr.  Rawson,  I shall  try  to  define,  very  briefly. 
The  clinical  education  of  a medical  student 
can  be  divided  roughly  into  four  phases,  each 
of  which  requires  different  kinds  of  teaching 
facilities.  Von  doctors  have  all  gone  through 
at  least  three  of  them,  but,  perhaps,  not  the 
first  one,  which  tve  regard  as  particularlv  im- 
portant. 

The  first  phase  is  emerging  as  the  corner- 
stone, the  ])re-clinical  learning  stage,  which  is 
the  first  year  of  medical  school.  Today’s  stu- 
dent is  increasinglv  motivated  toward  a so- 
cial involvement  and  to  early  contact  with 
])atients,  seeing  them  as  an  essential  illustra- 
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live  counterpoint  to  his  basic  science  instruc- 
tion. Indeed,  with  the  merging  and  ever- 
increasing  rate  of  growth  of  medical  sciences, 
it  is  not  our  intention  to  dotvngrade  the  so- 
called  basic  sciences,  but  rather  to  integrate 
them  ever  more  closely  with  the  total  contin- 
uum of  medical  education  for  the  clinical 
scientist.  In  this  area  of  underpinning  for  the 
pre-clinical  scientist,  “correlation  clinics’’ 
bring  together  clinical  and  pre-clinical  teach- 
ers at  an  increasing  level,  either  at  the  schools 
or  in  the  hospitals,  ambulatory  or  in-patient 
situations.  For  this,  we  have  used  already 
many  of  the  area  hosjjitals  and  physicians  in 
our  treatment. 

Phase  two  consists  of  the  traditional  introduc- 
tory course  in  clinical  medicine,  ]jsychiatry, 
other  s)jecialties,  and  physical  diagnosis.  For 
these  introductory  courses,  Rutgers  Medical 
.School  has  developed  teaching  units  in  some 
eleven  community  hospitals  in  Central  Jersey, 
where  members  of  the  attending  staff  provide 
jjatients  and  time  for  instructions.  These  pro- 
grams, expanding  for  this  next  year  to  eighty 
students  are  coordinated  by  Rutgers  Dejjart- 
ment  of  Medicine. 

Phase  three  consists  of  the  primary  clerkship 
program,  the  first  days  of  the  students  in 
total  and  extended  care  of  individual  pa- 
tients. We  view  this  phase  as  the  most  crucial 
responsibility  of  a clinical  teaching  faculty, 
again  with  significant  input  by  the  complete 
medical  faculty.  Here,  the  student  must  work 
under  the  constant,  around-the-clock  supervi- 
sion and  guidance  of  experienced  teacher- 
physicians,  supported  by  the  total  intellectual 
and  technical  resources  of  the  teaching  insti- 
tution. 

VVe  remain  committed  to  the  view  that  the 
primary  clerkship  phase  must  be  conducted 
in  the  medical  school  ba.se-teaching  hospital, 
but  can  be  extended  to  branch-teaching  hos- 
j)itals,  major  affiliates  which  have  available  the 
requisite  manpower.  This  includes  full  time 
staff  physicians,  laboratory,  and  teaching  facil- 
ities and  programs  to  assure  the  same  intense 
supervision  that  the  university  teaching  hos- 
pital can  offer. 


The  fourth  phase  is  the  advanced  clerksliip. 
Here  we  deal  with  the  situation  where  the 
fourth-year  medical  student  can  bring  some- 
thing, other  than  just  the  load  of  intense 
teaching,  to  the  community  hospital;  and  it  is 
our  hope  that  we  should  be  able  to  develojj 
virtually  every  community  hospital  in  the  area 
of  Central  Jersey  in  the  advanced  clerkship 
program. 

I'he  ojjportunity  of  building  a total  State- 
supported  medical  educational  program  for 
seven  and  a half  million  is  quite  unique  in 
the  history  of  medical  education  in  this  coun- 
try. New  Jersey  is  the  largest  state,  which, 
until  recently,  didn’t  have  a single  medical 
school. 

^\’e  must  emphasize  flexibility.  First  of  all,  we 
want  to  attract  to  medicine  the  greatest 
variety  possible  of  backgrounds  in  the  pre- 
medical education  of  our  students.  This  re- 
(piires  a highly  flexilile  program  of  instruc- 
tion. This  will  mean  dillerent  kinds  of  curri- 
cula for  different  kinds  of  students.  There 
must  be  flexibility  in  the  time  re(|uired  from 
graduation  of  high  school  to  the  award  of  an 
M.n.  Degree.  We  must  allow  for  different 
area  oltjectives  of  the  students  that  come  to 
us.  W'e  must,  at  the  same  time,  preserve  flex- 
ibility in  the  medical  educational  program  in 
such  a way  that  our  medical  schools  can  take 
fullest  advantage  of  all  the  opportunities  that 
emerge  in  support  for  different  branches  of 
bio-medical  sciences  and  that  health  care  pro- 
vide. 

For  example,  we  are  all  familiar  with  the 
“conquest  of  cancer  crusade’’  recently  publi- 
cized. It  was  my  good  fortune  recently  to 
s|)end  the  last  two  days  in  Rcthesda  with  the 
National  Cancer  Institute  discussing  ways  in 
which  this  bonanza  can  be  spent. 

Our  medical  schools  must  have  the  base,  both 
scientific,  in  terms  of  clinical  facilities  and 
manpower  to  take  fullest  advantage  of  this; 
and  I aim  to  see  to  it  that  we  do. 

This  means  a solid  base  in  research,  to  which 
Dr.  Rawson  has  already  referred.  Look  at  the 
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exliibits  right  here  during  this  Annual  Meet- 
ing. These  illustrate  some  of  the  ways  in 
which  research  by  the  laculty  and  by  the  stu- 
dents has  been  put  together.  Some  of  the  ex- 
hibits,  in  fact,  are  based  entirely  on  the  re- 
search competence  and  development  of  stu- 
dents and  our  faculty. 

.Shortly  there  will  be  submitted  to  the  newly 
appointed  President  of  the  College  of  Medi- 
cine and  Dentistry  a program  of  medical  edu- 
cation at  Rutgers,  which  is  strongly  based  on 
the  assumption  that  our  strong  interaction 
with  Rutgers  will  continue  in  such  a way  that 
we  can  pluck  out  of  the  University’s  pre- 
medical curricula  (and  also  from  the  human- 
ities students),  at  any  time  the  faculty  of  med- 
icine and  the  undergraduate  facidties  consid- 
er opportune,  a man  to  enter  medical 
.school,  which  may  lie  after  the  third  year, 
and,  in  some  instances,  even  earlier.  "We  in- 
tend to  propose  that  these  students  be  given 
their  ]>re-clinit:al  material  (those  requiring 
laboratory  instruction)  in  the  first  eleven- 
month  period,  and  then  go  on  to  an  integrat- 
ed treatment  of  the  clinical  second  year,  and 
final  year  of  advanced  clerkship  in  the  affili- 
ated hospitals  in  the  third  year.  Thus  the 
time  from  high  school  to  an  M.l).  Degree  will 
be  six  years  for  the  average  student,  rather 
than  eight. 

dhe  clo.se  interaction  between  the  medical 
school  and  university  and  other  colleges  in 
the  -State  and  out  of  the  State  remains  es.sen- 
tially  at  the  undergraduate  level.  We  must 
think  too  of  the  medical  educational  level 
and  of  the  level  of  graduate  education,  which 
unicjuely  is  to  prepare  teachers  of  medical 
students  and  other  essential  elements  in  our 
bio-medical  community. 

So,  tills,  liriedy,  is  the  plan  that  we  will 
|)rcsent.  It  is  contingent  on  the  creation  of 
tulecjuate  teaching  hospital  facilities  for  the 
primary  clerkshijj  program. 

(.iven  an  on-campus  teaching  hospital  and 
appropriate  affiliations  to  extend  the  compe- 
tence c)f  our  teaching  hospital  with  carefully 
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chosen  community  hospitals,  we  propose  to 
increase  our  entering  and  graduating  class  to 
160  per  year.  Do  not  be  led  into  premature 
expectations  by  these  numbers.  One  cannot 
evaluate  physicians  without  the  proper  facili- 
ties, without  the  hospitals,  without  the  out- 
patient facilities  and  all  that.  So,  when  we  are 
talking  in  terms  of  these  numbers,  we  are 
talking  about  six  or  seven  years  hence. 

In  the  meantime,  we  hope  to  find  adequate 
clinical  training  facilities  for  the  eighty  stu- 
dents who  are  now  freshmen  in  the  school, 
and  for  their  successor  groiqjs  of  eighty  in- 
coming students. 

I see  almost  a uni-sexual  gathering  in  here; 
and  I am  happy  to  tell  you  that  out  of  our 
eighty  freshmen  students,  seventeen  are 
women. 

I think  we  have  a rare  opportunity  to  create 
an  excellent  medical  educational  system,  but 
let  us  not  put  all  the  emphasis  on  quantity; 
let  us  keep  the  emphasis  on  cjuality. 

Dr.  Satuhky:  Our  next  speaker  is  a distin- 
guished citizen  of  New  Jersey.  He  is  \'ice 
President  and  Actuarv’  of  the  Prudential  In- 
surance Company,  an  individual  who  has  giv- 
en of  himself  unselfishly  concerning  the  prob- 
lems of  the  medical  school  in  New  Jersey, 
Mr.  John  K.  Kittredge,  Chairman  of  the 
Board  of  Trustees  of  the  College  of  Medicine 
and  Dentistry  of  New  Jersey. 

Mr.  John  K.  Kittredge:  I Avas  amused  Ity  the 
Avay,  when  I checked  into  the  hotel,  I was 
addressed  as  “Dr.  Kittredge.”  When  1 came 
into  the  room  I Avas  addressed  as  “Dr.  Kit- 
tredge.” I am  almost  getting  used  to  that  noAv. 
It  is  a pleasure  for  me  too,  as  a layman,  to 
meet  Avith  so  many  distinguished  doctors 
as  there  are  here. 

The  Board  of  Trustees  Avas  formed  in  June 
1970,  as  a result  of  legislation  Avhich  formed 
an  over-all  Board,  Avhich  supervi.sed  the  then 
NeAv  Jersey  C.ollege  of  Medicine  and  Den- 
tistrv  ami  tlie  Rutgers  Medical  -Schex)!.  I lie 
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Board  started  its  work  very  rapidly  after  the 
legislation  was  signed  into  law,  and  we  spent 
our  early  months  learning  about  the  mission 
of  the  college  and  trying  to  understand  the 
issues. 

There  was  an  increase  of  the  Rutgers  enter- 
ing class  last  September  from  8 to  60.  There 
was  a change  in  the  entering  class  at  the 
Newark  Medical  School,  which  will  admit 
110  next  September,  compared  to  85  last  Sep- 
tember. The  Dental  School  in  Jersey  City  w'ill 
soon  put  into  effect  a three-year  curriculum; 
and  the  net  effect  of  this  will  mean  that  one 
full  additional  class  of  dentists  will  be  gradu- 
ated, compared  to  the  situation  that  would 
have  applied  had  the  four-year  curriculum 
been  continued. 

In  December  the  Raritan  Valley  Hospital  was 
acquired  as  an  essential  step  toward  the  ex- 
pansion of  the  Rutgers  Medical  School  to  a 
four-year  school.  At  the  same  time  (and 
several  times  during  the  year)  the  Board  re- 
affirmed its  determination  to  build  a teaching 
hospital  in  Piscataway,  adjacent  to  the  Rut- 
gers Medical  School  campus.  This  is  an  essen- 
tial part  of  the  jtroper  expansion  of  the  Rut- 
gers Medical  School  to  a ver\'  high  quality, 
good,  four-year  medical  school. 

Another  important  step  took  place  earlier 
this  year,  when  the  various  problems,  which 
were  holding  up  the  Newark  construction 
plans,  were  resolved,  and  the  power  plant  was 
put  out  to  bids.  Every  member  of  the  Board 
of  Trustees  is  looking  fonvard  toward  turn- 
ing over  that  first  shovel-full  of  dirt  to  get 
our  program  under  way. 

The  power  plant  will  be  followed  shortly,  we 
hope,  by  the  library  and  dental  school  in 
Newark,  and  then  by  the  multiple  sciences 
building.  A bond  issue  is  proposed  for  a 
referendum  this  fall,  which  includes  $50,000,- 
000  for  the  multiple  sciences  building.  The 
support  of  everyone  here  and  everyone 
throughout  the  State  will  be  helpful  in  get- 
ting that  referendum  approved,  so  that  we 
can  go  ahead  with  the  essential  'part  of  our 
construction  program. 


All  in  all,  it  has  been  a very  busy  year.  For 
me,  particularly,  it  has  been  a busy  year  since 
January,  when  Governor  Cahill  appointed 
me  Chairman  of  the  Board  of  Trustees. 

There  have  been  a number  of  other  accom- 
plishments and  most  of  the  aedit  is  due  to 
the  hard  work  of  the  dedicated  faculty  and 
administration  in  Jersey  City,  Newark,  and 
Piscataway;  and  contrary  to  rumors,  we  still 
do  have  a very  fine  faculty  at  Rutgers  Medi- 
cal School,  and  we,  and  the  Board  of  Trust- 
ees, are  very  much  looking  forward  to  ex- 
panding it,  to  create  a four-year  school. 

Last  week,  a major  step  was  announced.  We 
have  been  conducting  a search,  over  several 
months,  for  a President  of  the  over-all  college, 
and  last  week  we  announced  the  appoint- 
ment of  Dr.  Bergen  as  President  of  the  Col- 
lege, effective  July  1.  Dr.  Bergen  is  currently 
the  Senior  Vice  President  of  the  New  York 
City  Health  and  Hospital  Corporation,  a job 
which  he  has  held  since  July  of  1970.  In  Dr. 
Bergen,  we  believe  we  found  an  unusual,  and, 
for  us,  fortunate  blend  of  administrative  abil- 
ity and  exjjerience,  academic  ability,  and  ex- 
perience with  the  development  of  comnumity 
health  care  delivery  systems. 

The  Board  of  Trustees  was  particularly  im- 
pressetl  with  Dr.  Bergeit’s  grasjj  of  the  issues, 
which  was  important  to  us,  and  his  complete 
dedication  to  his  w'ork.  We  are  all  looking 
forward  to  his  assuming  the  leadership  of  the 
college. 

In  short,  the  past  year  has  been  one  of  steady 
progress  punctuated  l)y  crises.  We  sincerely 
hope  the  crises  stage  is  fading  aw'ay.  A good 
measure  of  this  may  well  have  been  the  last 
Board  meeting,  which  took  place  last  Thurs- 
day, where  we  made  good  forward  progress.  I 
have  to  admit  that  I took  a bit  of  personal 
pleasure  from  the  fact  that  we  had  tw'o  re- 
porters attending  the  public  session  and  they 
went  aw'ay  disappointed  because  there  were 
no  newsworthy  problems  with  which  the 
Board  was  grappling,  which  they  could  re- 
port to  their  readership. 
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How  does  the  Board  o£  Trustees  see  its  mis- 
sion? We  recognize  that  there  are  three  tradi- 
tional missions  of  the  medical  schools,  which 
are,  very  briefly,  education,  research,  and  ser- 
vice. 

Education  is  clearly  viewed  by  the  Board  of 
Trustees  as  the  primary  mission  of  the  col- 
lege. 1 urning  out  a large  number  of  high 
(juality  physicians  and  dentists  is  the  greatest 
contribution  we  can  make  to  medical  and 
dental  care  in  New  Jersey.  We  are  dedicated, 
as  a Board,  to  the  expansion  of  class  size  and 
facilities,  but  on  a sound  basis,  one  which 
produces  high  quality  physicians  and  den- 
tists. With  the  dedicated  faculty  we  have 
much  progress  is  being  made  and  we  expect 
much  more  will  follow. 

riie  Board  has  also  a strong  desire  to  expand 
to  other  locations  within  New  Jersey.  This  is 
the  one  thing  which  we  have  had  not  much 
time  to  talk  seriously  about  since  we  were 
formed  because  we  have  been  struggling  with 
various  problems  which  have  faced  us. 

We  believe  that  it  would  be  sound  for  us  to 
expand  to  other  locations,  only  after  we  have 
achieved  a level  of  stability  in  our  existing 
loiation;  but,  1 am  sure  that  other  memlters 
of  the  Board  will  join  me  in  hoping  that  we 
can  start  .soon  to  study  locations  in  the  form 
of  expansion  to  other  areas  of  New  Jersey. 

I believe  that  research  is  essential  to  the  con- 
duct of  the  medical  school.  The  most  obvious 
reason  is  the  value  of  the  research,  itself;  and 
we  must  do  our  part  if  we  are  to  participate 
in  the  improvement  of  medical  care  in  the 
United  States  and  New  Jersey  generally.  That 
is  the  most  obvious  reason,  but  there  are  oth- 
ers. Thus,  research  is  a part  of  the  education- 
al process.  We  are  jtarticularly  proud  of  our 
summer  program  in  Newark,  in  which  we 
expect  85  students  to  participate  this  year. 
'There  is  a similar  program  for  summer  par- 
t?  nation  in  research  at  Rutgers.  There  are 
exhibits  in  the  exhibit  hall  from  l)oth 
sfhools  which  are  partly  a result  of  the  sum- 
mer programs.  This  research  program  helps 


us  to  aid  in  the  development  of  these  students 
into  good  doctors.  Also,  remember  that  re- 
search is  needed  to  attract  good  faculty.  Most 
of  the  faculty  we  want  are  individuals  who 
insist  upon  the  challenge  of  research  and  we 
must  give  them  the  opportunity  to  do  that. 
In  short,  research  is  an  essential  part  of  the 
college’s  program.  As  a layman,  I don’t 
pretend  to  understand  the  significance  of  all 
of  the  research  which  is  conducted  by  the 
college — I must  leave  that  to  Drs.  Rawson  and 
Schlesinger — but  it  is  not  difficult  for  me  to 
recognize  the  relevance  of  much  of  the  re- 
search conducted  by  the  college  to  the  specific 
problems  of  New  Jersey  and  the  nation.  Here 
again,  there  is  another  exhibit  in  the  exhibit 
hall,  which  illustrates  some  of  the  problems 
of  lead  poisoning  in  Newark;  and,  certainly, 
this  is  a relevant  problem  for  research. 

A third  area  of  the  college  mission  is  service; 
and  the  most  obvious  part  that  the  college 
plays  in  the  delivery  of  service  is  the  running 
of  Martland  Hospital  in  Newark.  The  college 
staff  has  done  an  admirable  job  of  raising  the 
quality  of  care  at  Martland  Hospital  since 
assuming  responsibility  for  the  hospital  in 
1968.  However,  we  all  recognize  that  there  is 
much  to  be  done,  and  we  are  dedicated  to 
that  urgent  task.  The  college  also  plays  an 
important  role  in  providing  community  ser- 
vice in  many  other  important  ways,  and  we 
expect  that  it  will  continue  to  do  so. 

Physicians  tend  to  practice  where  they  in- 
terned and  had  their  residency  programs.  As 
Dr.  Rawson  has  illustrated,  New  Jersey’s  ex- 
perience has  been  jKirticularly  ])w>r  in  attract- 
ing interns  and  residents.  One  bright  note 
was  the  selection  recently  of  Martland  Hospi- 
tal by  thirty-three  of  our  1971  graduates  for 
internsliip.  I'his  is  a startling  increase  from 
nine  in  1970,  but  it  is  not  really  enough  to 
just  attract  interns  to  Martland  Hospital.  It 
is  essential  that  interns  be  attracted  to  other 
hospitals  in  New  Jersey  and  this  is  an  area 
where  we  must  all  work  together.  I urge  all 
of  you  to  take  wliatever  steps  you  can  toward 
this  objective;  only  in  this  way  will  the  edu- 
cational efforts  of  the  college  produce  the  im- 
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portant  results  we  all  want  of  increasing  the 
number  of  physicians  in  private  practice  in 
New  Jersey. 

The  college  has  been  through  many  difficult 
years.  "WTen  I,  fairly  recently  involved  in 
medical  education,  look  back  at  the  history,  I 
marvel  at  how  those  who  have  guided  the 
college  have  made  so  much  progress  against 
so  much  adversity. 

I would  like  particularly  to  point  out  the 
tremendous  contribution  made  to^vard  this 
progress  by  Dr.  Robert  Cadmus,  who  will  re- 
lintjuish  his  presidency  of  the  Newark  center 
on  July  1.  His  efforts  over  the  past  several 
years  have  been  crucial  to  the  survival  and 
progress  of  the  New  Jersey  College  of  Medi- 
cine and  Dentistn',  which  is  now  a major 
part  of  our  college. 

I would  also  like  to  point  out  the  essential 
contribution  made  to  medical  education  in 
New  Jersey  by  those  who  were  responsible  for 
starting  the  Rutgers  Medical  School  and  nur- 
turing it  through  its  early  years.  Specifically, 
Dr.  Mason  Gross,  wffio  will  relinquish  the 
Presidency  of  Rutgers  University  this  sum- 
mer, and  Dr.  Stettin,  who  was  the  dean  of 
that  school  from  its  founding  until  about  a 
year  ago. 

.\lthough  we  have  been  plagued  with  many 
problems,  I,  personally,  am  optimistic,  and  I 
know  that  the  other  Board  members  are  also. 
I am  confident  that  the  already  steady  growth 
will  accelerate.  I believe  we  are  now  entering 
a period  when  we  can  anticipate  and  act, 
rather  than  dissipate  so  much  of  our  energy 
in  reacting  to  problems  which  are  thrust 
upon  us. 

In  fact,  those  in  New  Jersey  who  are  really 
interested  in  the  progress  of  medical  educa- 
tion can  best  do  this  through  their  support  of 
the  college’s  activities  and  through  construc- 
tive criticism. 

You  have  working  for  you  a dedicated  and 
able  faculty  and  administration,  and  a hard- 


working and  involved  board,  which  sincerely 
want  to  make  significant  progress.  With  your 
help  and  the  help  of  others  in  New  Jersey,  I 
feel  sure  we  will  have  medical  and  dental 
schools  which  are  truly  outstanding. 

Dr.  Satuhky:  Ladies  and  gentlemen,  I think 
when  the  Board  of  Trustees  decided  to 
present  this  general  session,  entitling  it  “Re- 
cent Developments  and  Current  Status  of  the 
College  of  Medicine  and  Dentistry  of  New 
Jersey,”  it  selected  three  people — Dr.  Raw- 
son,  Dr.  Schlesinger  and  Mr.  Kittredge 
who  certainlv  have  given  you  a bird  s-eye 
view  of  the  present  status  of  medical  educa- 
tion in  medical  schools  today. 

Are  there  any  questions? 

Dr.  Schnuer:  (Monmouth)  I would  like  to 

thank  Dr.  Rawson.  When  he  came  to  speak  at 
the  Monmouth  Medical  Society  meeting,  un- 
fortunately, I,  very  rapidly,  developed  lan  ngi- 
tis  that  night  and  I couldn’t  even  speak  to 
thank  him,  at  the  end  of  the  meeting.  So,  I 
will  take  this  opportunity  to  thank  him  for 
coming  do\s’u  and  speaking  at  ^lonmouth,  at 
that  time. 

I would  like  to  have  a little  more  exi>lana- 
tion,  or  information  in  view,  particularly,  of 
what  Dean  .Schlesinger  said,  that  we  are  on 
the  threshold  of  doing  great  things  in  our 
State,  and  we  have  the  opportunity  to  make 
our  State  unique  or  great  in  the  development 
of  the  medical  schools,  and  perhaps  in  the 
development  of  better  physicians.  ell,  I 
would  like  to  know  the  present  status  and 
some  of  the  thoughts,  with  reference  to  Fami- 
ly or  General  Practice  Department.  I am  a 
familv  physician  or  general  practitioner— and 
I am  proud  of  it— and  I think  it  is  an  impor- 
tant part  of  medicine,  and  I think  it  is  com- 
ing to  the  foreground.  I appreciate  the  com- 
ments with  reference  to  medical  research,  and 
I have  already  seen  some  of  the  exhibits  that 
the  students  are  doing,  and  I do  not  wish  to 
downgrade  this.  I appreciate  what  Dr. 
Rawson  told  us  when  he  came  to  Monmouth 
County,  that  medical  research  stimulates  the 
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student,  makes  him  a better  student,  and, 
therefore,  a better  physician.  But  I also 
maintain  that  more  attention  should  be  paid 
to  producing  another  type  of  jjhysician,  name- 
ly the  family  doctor.  1 would  like  to  know 
your  thoughts  with  reference  to  this. 

Dr.  Rau’son:  We  do  not  have  a Department 
of  Family  Practice  of  General  Practice.  As  I 
understand  it,  family  practice  of  medicine 
does  call  for  a concentration  in  internal  med- 
icine, pediatrics,  and  certainly  a lot  of 
know-how  in  the  field  of  psychiatn',  and  per- 
haps some  minor  obstetrics  and  some  minor 
surgery. 

Our  school  has  Departments  of  Medicine,  of 
Pediatrics,  of  Stirgery,  of  Psychiatry,  and  of 
Public  Health  and  Preventive  Medicine.  Stu- 
dents make  their  decision  as  to  what  field 
they  are  going  to  pursue  or  specialize  in  on 
completion  of  their  education.  Usually  they 
choose  their  internships  or  make  their  deci- 
sion on  internships  in  the  late  fall  or  early 
winter  of  the  fourth  year  of  medical  school. 
They  make  their  decisions,  I believe,  as  to 
whether  they  will  do  family  practice  or  spe- 
cialty practice,  usually  during  their  first  year 
of  graduate  training. 

I agree,  there  is  a neetl  for  more  ])rimary 
physicians.  I do  not  believe  that  a one-year 
rotating  internship  is  enough  for  them.  In- 
deed, the  family  practice  groups  did  decide 
that  they  need  three  years  of  preparation  for 
that. 

There  are  also  a number  of  people  trained  in 
internal  medicine,  who  go  into  family  j)iac- 
tice.  There  are  opportunities  now  to  take 
training  in  internal  medicine  and  in  pediat- 
rics for  those  who  wish  to  be  primary  |)hysi- 
cians. 

T would  not  agree  ith  you  that  students 
sboidd  not  have  an  exposure  to  research.  1 
tliink  medicine  is  problem  solving;  and  no 
matter  whether  you  see  a patient  with  a sore 
throat,  which  may  be  a iimple  viral  infection, 
or  whether  you  see  i latient  with  a very 
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complicated  exotic  type  of  disease,  no  matter 
wdiat  you  do  with  the  patient,  you  are  doing 
problem  solving.  I favor  the  exposure  of  the 
student  to  some  investigative  problem,  wheth- 
er the  problem  be  in  the  clinic,  whether  it  be 
done  in  the  community  health  program,  or 
whether  it  be  done  in  a bio-chemistry  labora- 
tory. It  is  teaching  him  something  about 
problem  solving  and  being  critical  in  his  eval- 
uation. I would  say  that  this  type  of  program 
is  as  important  as  any  other  part  of  the  cur- 
ricidum. 

Dr.  Sclilesitiger:  .Although  we  are  not  yet  in 
the  situation  where  Ave  can  very  significantly 
help  the  student  make  the  right  decision  be- 
cause of  our  being  a two-year  school,  I do 
want  to  throw  on  the  table  one  point  on 
which  I hold  very  firm  conviction. 

There  is  that  one  element  so  crucial  to  any 
educational  task  that  has  been  sadly  lacking 
in  medical  .schools  in  this  country  particularly. 
It  is  something  that  can  be  summarized  in  one 
brief  word:  pedagogy.  W e haven’t  had  ]>eda- 
gog\'.  Pedagogy  sets  up  the  right  kind  of  mo- 
tivation that  enables  the  future  physician  to 
function  in  that  societal  setting  that  ultimate- 
Iv  he  finds  himself.  Beyond  the  creation  of 
the  right  attitude,  there  is  relatively  little 
plav  that  medical  schools  have  in  the  short 
span  of  three  or  four  years  in  which  they  can 
modulate  the  curriculum  very  much.  There  is 
very  little  in  the  curriculum  that  rve  can 
throw  out  and  vet^'  little  that  we  can  add  on- 
to it  without  ex]janding  the  time  limit. 

So,  let  me  suggest  the  kind  of  attitude  that 
Avill  lead  the  young  physicians  into  the  pri- 
mary or  general  practice  of  medicine,  into  the 
family  practice.  This  is  set  by  the  faculty,  yes, 
but  also  by  the  environment  in  which  he  has 
either  his  primary  or  secondary  clerkship  and 
his  internship.  ^Ve  will  do  everything  we  can 
to  encourage  students  to  keep  all  their  op- 
tions open  until  the  moment  of  decision- 
making is  there. 

Dr.  .{brains:  (Burlington)  The  State  Societv 
has,  on  a number  of  previous  occasions, 
urged  the  concept  of  building  a third  metlical 
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school  in  the  South  Jersey  area.  Dr.  Frank 
Hughes  has  chaired  a commission  to  do  a 
survey  on  the  South  Jersey  area,  and  it  was 
found  to  be  indicated  in  this  area. 

Dr.  Schlesinger  has  made  reference  to  the  fact 
that  this  is  one  of  the  ideas — to  have  a third 
medical  school,  although  he  didn’t  state 
where — and  I woidd  like  to  know  what  is  be- 
ing done  or  what  has  been  done  totvard  fos- 
tering construction  of  a third  medical  school 
in  the  South  Jersey  area  preferably? 

Mr.  Kittredge:  The  Board  of  Trustees  recog- 
nizes the  need  to  expand,  and  the  southern 
part  of  New  Jersey  is  a logical  spot  for  expan- 
sion. But  we  have  been  spending  the  last  year 
trying  to  get  under  control,  from  our  view- 
point, and  trying  to  move  ahead  positively  on 
the  two  or  three  schools  which  we  do  have, 
the  two  medical  schools  and  one  dental 
school.  We  would  be  doing  an  injustice  to 
any  third  school  which  we  started  to  develop, 
at  this  point,  if  we  tried  to  do  it  before  the 
further  development  of  the  two  schools  which 
we  now  have — two  medical  schools  which  we 
now  have. 

Dr.  .Ibram.s:  (Burlington)  'What  are  we  talk- 
ing about  in  terms  of  time  before  we  might 
consider  the  building  of  a third  school;  and 
bear  in  mind  also  that  I think  a school  can  be 
well  used  now  in  .South  Jersey,  and  planning 
takes  a long  period  of  time,  and  so  does  con- 
struction; and  planning,  I think,  in  itself, 
costs  a lot  less  than  construction?  In  the  effort 
to  save  time  in  bringing  a medical  school  to 
South  Jersey  at  the  earliest  possible  time, 
planning  should  have  been  started  already. 
Something  ought  to  be  done  along  those 
lines,  and  something  should  have  been  done 
along  those  lines,  and  isn’t  it  a (|uestion  of 
when. 

Mr.  Kittredge:  I can  assure  you,  in  our  time 
frame,  we  have  a much  greater  sense  of  ur- 
gency than  “some  day.’’ 

Now  that  we  have  a President  for  the  over-all 
college,  we  are  going  to  have  to  lie  guided  as 
much  by  his  advice  and  that  of  the  deans 


because  even  though  the  deans  are  at  specific 
locations,  we  will  have  to  draw  from  their 
resources  in  doing  this  planning. 

Dr.  Ponce:  (Essex)  Dr.  Rawson,  you  men- 
tioned 200  students  per  class,  and  I didn’t  get 
your  target  date  for  achieving  that. 

Dr.  Raivson:  Our  target  date  for  achieving 
that — for  the  160  students — is  when  we  can 
move  into  the  presently  planned  building 
tvith  the  minor  modifications  we  have  made 
in  those  plans.  ^V’e  will  be  able  to  accom- 
modate up  to  160  students. 

I made  the  statement  that  if  we  can — and  we 
have  practically  made  the  recommendation — 
that  there  be  a minor  addition  to  the  build- 
ing plan  (which  will  permit  the  total  dental 
curriculum  being  taught  in  the  dental  school) 
in  expanding  our  basic  science  program  of 
the  medical  school  in  the  area  that  the  dental 
students  will  now  be  using — with  that  we 
would  lie  able  to  accommodate  200  students. 
I don’t  foresee  our  being  able  to  even  accom- 
modate 160  students  per  class,  prior  to  1975 
because  I think  it  will  take  that  long  to  com- 
|)lete  the  building. 

Dr.  Ponce:  (Essex)  Does  the  Board  of  Trust- 
ees considt  and  ]>ay  particular  attention  to 
the  feelings  of  the  faculty  in  the  choice  of  the 
new  President? 

Mr.  Kittredge:  There  was  a Research  Com- 
mittee of  the  Board  of  Trustees  appointed; 
and  to  assist  that  Research  Committee  there 
was  also  an  Advisory  Committee  which  was 
coni])osed  of  two  facidty  members,  one  of 
them  also  represented  the  alumni,  and  one 
student  from  the  Newark  Center,  and  two 
faculty  memlaers  and  one  student  from  the 
Rutgers  Center.  This  .Advisory  group  partici- 
pated fully  in  the  discussions  of  the  Research 
Committee,  up  to,  but,  of  course,  not  includ- 
ing final  decision  by  the  Board  of  Trustees. 
^Ve  attempted  to  get  as  much  input  from  the 
faculties,  as  possible. 

D).  Ponce:  (Essex)  You  say  we  are  nminiy 
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interested  in  quality,  yet  there  is  a deter- 
mined attempt  to  shorten  the  curriculum.  I 
can  see  you  have  emphasized  ways  in  which 
one  can  accomplish  this  at  the  medical  school 
level,  but  you  are  also  talking  about  taking 
them  out  of  college  earlier  and  earlier.  Are 
you  giving  adetpiate  attention  to  the  fact  that 
these  men  will  have  adetpiate  training  in  the 
humanities? 

Dr.  Sclilesiiiger:  d’hank  you  for  asking  that. 

1 would  hope  that  the  pre-medical  prepara- 
tion, working  in  consultation  with  us,  would, 
indeed,  emjjhasi/e  the  humanities  and  the 
social  studies,  and  would  free  us  of  a student 
body  of  whom  an  increasing  number  have 
“already  had  it.” 

I j)ut  it  in  quotes  because  the  fact  is  that 
while  they  have  had  a great  many  courses  in 
l)io-chemistry,  and  all  the  rest  of  them,  they 
have  not  had  them  in  such  a way  that  the 
student,  himself,  can  easily  make  the  applica- 
tion of  the  human  subject  in  health  or  dis- 
ease. Our  pre-medical  departments — and  I 
ran  speak  with  feeling;  I am  the  Chairman  of 
one  of  them — do  have  to  engage  in  a program 
which  appears  to  involve  a fair  amount  of 
redundancy  in  the  view  of  the  student.  It  is 
my  hope  that  by  w'orking  closely  with  the 
undergraduate  faculties,  especially  in  our  sit- 
uation in  New  Brunswick,  we  might  be  able 
to  eliminate  from  the  pre-medical  curriculum 
some  of  these  specialized  courses  and,  per- 
haps, ultimately  involve  members  of  those  de- 
partments to  help  us  in  the  teaching  of  the 
very  vastly  increased  number  of  students  in 
the  medical  schools. 

It  is  our  convictioti  that  it  is  the  faculty  of 
medicine  which  is  unitptely  qualified  to 
leach,  for  example,  organic  or  jihysical 
(hemistry,  those  elements  that  are  of  particu- 
lar imjioriance  for  a medical  student  or 
physician  to  know. 

So,  it  is  at  that  level  that  we  do  not  want  to 
(lit  oil  any  ol  the  humanities  or  any  of  the 
social  studies.  ^Ve  need  them  all. 


Dr.  Collins:  Now,  where  are  the  students 
going  to  be  exposed  to  pedagogy  when 
there  is  no  Department  of  Family  Practice? 
No  one  is  speaking  for  family  practice,  it  is 
just  a university-affiliated  medical  school.  If 
you  don’t  have  a Department  of  Family  Prac- 
tice, it  is  still  going  to  be  fragmented  in  inter- 
nal medicine,  pediatrics,  a little  surgery,  and 
so  on. 

Dr.  Satulsky:  I think  that  was  a statement. 
Dr.  Collins,  more  than  a cpiestion. 

Dr.  Grimes:  (Camden)  Realizing,  of  course, 
the  realities  of  the  delay  in  establishing  a 
South  Jersey  Medical  School,  I would  just 
wonder  whether  Dr.  Schlesinger  would  be  in- 
terested in  considering  the  question  of  pre- 
ceptors in  South  Jersey. 

Going  back  to  my  medical  school  days  at 
Tufts  thirty  years  ago,  1 was  sent  out  on  pre- 
cejttorships  to  Western  Massachusetts,  down 
to  Rhode  Island  on  two  separate  occasions, 
and  I look  back  to  those  teaching  experiences 
wdth  a great  deal  of  fondness  and  a strong 
feeling  that  I got  a great  deal  out  of  it. 

We  have  a vast  teaching  potential  in  South 
Jersey.  Many  of  us  are  teaching  in  Philadel- 
phia. I am  currently  teaching  at  Penn.  I will 
be  perfectly  happy  to  take  a couple  of  pre- 
ceptors—preceptees,  and  the  whole  South  Jer- 
sey area  is  full  of  aspiring  preceptors,  which  I 
think  would  be  offered. 

Knowing  that  it  takes  ten  years,  for  example, 
to  develop  an  area  to  put  a steel  plant  in,  it 
might  be  a good  thought  to  put  some  feelers 
down  into  places  such  as  Tufts,  all  the  way 
down  through  New  England,  with  a great 
deal  of  fruition.  And  I was  just  wondering  if 
it  is  being  considered. 

Dr.  Schlesinger:  I think  tliis  is  certainly  being 
considered.  I would  not  want  to  put  a geo- 
graphical  limit  on  anything.  .\t  this  point,  un- 
fortunately, we  are  still  talking  in  theory  be- 
cau.se  we  don’t  have  a current  program  going 
yet.  It  will  he  going,  and  then  that  will  cer- 
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tainly  be  very  seriously  considered  and 
will  talk  about  it. 

I have  been  in  contact  with  people  in  the 
Camden  area,  not  very  sensitively,  but  I think 
we  can  see  the  vast  opjxjrtunities. 

Dr.  S/nit li:  (Burlington)  There  was  a men- 
tion that  nothing  ver)  much  can  be  added  to 
the  curriculum  and  very  little  can  be  taken 
out  of  the  curriculum.  I would  like  to  suggest 
three  points  to  consider  very  seriously  in  the 
addition  to  your  curriculum.  In  our  day,  we 
were  totally  ignorant  of  medical  and  social 
economics,  a very  important  and  vital  jiart  of 
the  training  of  any  individual,  particularly  a 
physician.  Then  there  is  the  area  of  teaching 
them  medical  administrative  efforts;  and  if 
we  do  decrease  the  earlier  years,  the  pre- 
graduate school  years,  there  will  be  less  time 
for  them  to  just  grow  up  in  and  to  achieve 
this  kind  of  administrative  ability;  and  if,  in 
fact,  eventually  health  teams  are  going  to  be 
necessary  to  deliver  proper  health  care  ser- 
vices, these  jjhysicians,  who  will  retjuire  prob- 
ably the  longest  period  of  training  profession- 
ally, will  hopefully  be  asked  and  l(K)ked  to  to 
l)e  the  leaders  of  such  teams  or  helj)  them  in 
leadership. 

So,  administrative  abilities  are  im|)ortant  and 
shoidd  not  be  overlooked  and  can  be  ground 
in,  if  you  will,  into  such  a curriculum. 

The  same  health  care  teams  will  be  involved 
in  ongoing  teaching  programs  in  the  medical 
student’s  curriculum,  in  the  nurse’s  curricu- 
lum, and  in  the  allied  health  personnel  cur- 
riculum. They  shoidd  be  blending  together 
because  they  are  going  to  be  working  together. 

I hope  these  things  are  being  considered  in 
the  beautiful  new  dawn  of  development  of 
the  medical  school  in  your  area. 

You  spoke  of  branch  teaching  hospitals.  I 
think  this  is  the  only  realistic  way  you  are 


going  to  get  your  students  to  go  out  into  the 
held,  so  to  speak.  I hope  the  Newark  division 
doesn’t  expect  to  obtain  all  of  their  training 
and  clinical  experience  at  Martland.  They 
are  going  to  have  to  get  outside  of  the  ghetto, 
urban  area  and  go  into  the  community  hospi- 
tals adjacent  to  your  Newark  area. 

I would  like  to  make  this  suggestion  for  you 
to  consider;  and  I hope  that  Mr.  Kittredge  is 
thinking  seriously  because  I believe  hrmly 
that  the  Board  of  Directors’  responsibility  is 
to  get  involved  in  the  curriculum,  despite  the 
fact  that  they  are  not  medical  educators. 

In  answer  to  the  branch  teaching,  you  are  not 
going  to  l>e  able  to  create  full  time  medical 
teaching  staffs  at  all  your  branch  hospitals. 
more  realistic  approach  would  be  to  have, 
perhaps,  a full  time  coordinator,  and  your 
teaching  is  going  to  be  by  the  many  family 
|jractitioners;  and  the  specialist  who  works 
there  in  private  jiractice  will  not  be  able  to 
give  full  time;  and  you  don’t  have  enough 
men,  at  tliis  point  in  time,  to  recruit  full  time 
teaching-type  of  individuals  in  community 
hospitals. 

Please  don’t  wait  for  the  time  when  you  will 
get  these  full-time  men  in  the  branch  offices, 
so  to  speak.  Use  the  men  who  are  there  and 
are  practicing  daily,  who  can  give  you  part  of 
their  time,  and  will  love  to  do  it  because  it 
hel])s  them  keep  their  educational  level  going 
on  all  the  time  because  when  you  get  a smart 
cpiestion,  you  have  got  to  have  a .smart  an- 
swer. 

Dr.  Thank  you.  Dr.  Smith. 

Mr.  Kittredge,  Dr.  Schlesinger,  Dr.  Rawson, 
you  have  earned  the  respect  and  admiration 
and  thanks  to  The  Medical  Society  of  New 
Jersey;  and  I thank  you  for  participating  in 
this  panel.  I think  we  have  had  an  outstand- 
ing session,  and  I want  to  thank  you  for  your 
questions. 
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A telephone  consultation  service 
exclusively  for  physicians 
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clinical  management/ 
drug  abuse  crises 

Practicing  physicians  can  expect  to  be 
confronted  at  almost  any  time  with  a medical 
crisis  related  to  the  misuse  of  psychoactive 
drug  substances.  Increasing  numbers  of 
people  are  misusing  these  drugs  and  a 
dramatic  increase  in  the  number  of  drug- 
related  medical  crises  has  been  noted  during 
the  past  several  years. 

Although  much  information  on  this  subject 
has  been  disseminated,  the  need  for 
practical  advice  on  basic  clinical  management 
of  these  crises  has  become  greater. 

Three  physicians,  each  of  whom  has  had 
extensive  practical  experience  in  dealing 
with  drug  abuse  problems,  have  created  a 
series  of  three-minute  audiotapes  detailing 
basic  medical  approaches  to  the  most 
frequently  encountered  drug  abuse  crises. 

Dr.  David  E.  Smith  is  Director  of  the  Haight- 
Ashbury  Medical  Clinic  in  San  Francisco, 
California,  and  Assistant  Clinical  Professor  of 
Toxicology,  University  of  California  Medical 
Center  at  San  Francisco. 

Dr.  William  Abruzzi  was  Medical  Director  of 
both  the  Woodstock  and  Powder  Ridge  Rock 
Festivals  and  is  currently  the  College 
Physician,  State  University  of  New  York  at 
New  Paltz,  New  York. 

Dr.  Edward  C.  Senay  is  the  Director  of 
Clinical  Research  forthe  Illinois  Drug  Abuse 
Program  and  Associate  Professor  of 
Psychiatry  at  the  University  of  Chicago 
School  of  Medicine,  Chicago,  Illinois. 

Their  taped  discussions  are  on  automatic 
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times.  The  opinions  given  regarding 
treatment  modalities  are  those  of  the 
physician  speaking. 

Amphetamines  Dr.  David  E.  Smith 
Hallucinogens  Dr.  William  Abruzzi 
Opiates  Dr.  Edward  C.  Senay 

For  further  information,  contact  your  Roche 
Representative  or  write: 

Department  of  Professional  Services 
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physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  impotence 
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Dote:  1 or  2 tablets  daily. 

Available- 

Bottles  Of  60.  SOO. 


IPDR 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPIEX  AND  VITAMIN  C 
Each  white  tablet  conlains.- 


Methyl  Testostereno  ,.7.Smf 
Thyroid  Eit.('4  e'-t  ..-IS  me 
Ascorbic  Acid  (Vit.C)  .2S0mc 

Thiamine  MCI  25  me 

Glutamic  Acid  100  me 

PyfidOtine  HCL 5 me 

Niacinamide  7S  me 

Calcium  Penlolhenate  . 10  me 

Vitamin  B-12  2.S  mce 

Riboflavin  Sm{ 


Dote:  2 tablets  daily. 
Available:  Bottles  of  60.  SOO. 


CentralndicatiMS;  Android  U contomdicated  In  patients  with  prosUHc  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plucima  biliary  canaticu’i  have  occurred  wiin  averate  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension 

Warriii>|s  lar|e  dosates  may  cause  anorena.  nausea,  vomitmi  abdominal  pam,  diarrhea,  headache, 
dimness,  letha'iy,  paresthesia,  sam  eruptions,  loss  of  hbido  in  males,  dysuna,  edema,  congestive  heart 
failure  and  mammary  caremovna  m males. 

Pvecawtlens  if  hypothyroidism  Is  accompanied  by  adrenal  insufficiency  the  Utter  mutt  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions;  Since  Androgens,  m general,  tend  lo  promote  retention  of  sodium  and  water,  patients 
roceivir^  Methyl  Testosterone,  m particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  m immobilized  patients,  use  ot  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  delected 

ReferoAcoa:  1.  MonioMno.  P..  and  EvanpaMata,  I.  Melhyllestosteronc-thyrold  treatment  of  setual 
impotence.  Clin  Med  17'69.  1966  2.  Dublin,  u f Treatment  of  impotence  with  malhyitestosterona- 
thyroid  compound.  West  Med  Sr67.  1964  1.  TltcH,  A.  S.  Melhyiiestostcrone-thyrold  in  treating  Impotance. 
Gen  Prac  2S;6.  1962.  4.  Heilman,  t . Bradlow,  H.  L.,  ZumoH.  B . Fiitushima.  0 K.,and  Gallagliar.  T.  P. 
Thyroid  androgen  interrelations  and  the  hypochclesteiemic  effect  of  androsterone.  J Clm  Endocr  19  9)6y 
1969.  9.  Farns.  E I , and  Colton.  $ w.  Effects  of  l lhyronne  and  hothyromne  on  spermatogenesis. 
J Urol  79  B63.  199B.  6.  Otol.  a , and  Farrar.  G.  E.  United  Stales  Dispensatory  (ed.  29).  lippmcott,  PMlA- 
delphia.  1959,  p 1432.  7.  Wershub,  1.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 
in.,  1959,  pp.  79-99. 
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PUT  YOUR  TRUST  IN  NJB 


Available  to  physicians  and  their  attorneys  at  NJB  is  a complete  range  of  estate 
and  personal  trust  services,  including  investment  guidance  and  custody  of 
securities.  Our  highly-trained  specialists  have  the  knowledge  and  know-how 
required  to  effect  long-range  plans,  and  the  experience  necessary  for  the  prudent 
and  profitable  management  of  other  people’s  property.  ■ Should  you  be 
interested  in  any  of  our  Trust  or  Investment 


Department  services,  wed  be  most  happy  to 

discuss  them  with  you. 

NEW 

TRUST  OFFICES:  129  Market  Street,  Paterson 

657  Main  Avenue,  Passaic 

BAN  K 

Member  Federal  Deposit  In^rance  Corp.  • Member  Federal  Reserve  System 

Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 

• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  the  Loss  Control  Program  which  includes 

• Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  S.  Munn  Ave.,  E.  Orange,  N.  J.  07018 
(201)  • 673-3060 
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DINNER  DANCE 

Mr.  Richard  I.  Nevin,  Toastmaster. 

Mr.  Xeviti:  Ladies  and  gentlemen,  welcome 
to  another  Presidential  Dinner. 

Dr.  Satulsky  has  requested  that  I say  Grace 
with  you. 

I think  even  God  will  understand  if  you  want 
to  stay  in  your  places  and  be  properly  devout. 
Saint  Ignatius  used  to  say  that  you  can  pray 
best  in  the  most  relaxed  position.  So  turn  you 
thoughts  heavenward,  remain  seated,  and 
pray. 

Almighty  God  and  Father  of  us  all,  be  Thou  in  our 
midst  and  in  our  hearts.  Help  us  to  manifest  Thy 
loving  presence  by  the  goodness  of  our  lives  and  the 
worthiness  of  our  actions. 

Bless  our  guests  of  honor  here  tonight  and  bless  us, 

0 Lord,  and  these  Thy  gifts,  which  we  are  about  to 
receive  from  Thy  bounty.  Amen. 

Now,  I invite  Mrs.  .-Mexander  Bertland,  Pres- 
ident of  the  Woman’s  .\uxiliary,  to  bid  you 
welcome. 

Mrs.  Bertland:  Dr.  Satulsky,  friends,  it  is  my 
happy  privilege  to  welcome  you  to  this  din- 
ner-dance in  honor  of  Dr.  Satulsky.  Have  a 
wonderful  evening,  kick  up  your  heels,  and 
have  fun. 

Mr.  Xei'in:  Ladies  and  gentlemen,  while  the 
photographers  are  putting  on  this  floor  show, 

1 hope  you  won’t  mind  if  I introduce  the 
guests  at  the  head  table  or  people  at  the  head 
table  and  some  of  our  guests  to  you,  so  that 
when  the  entree  comes  you  can  give  it  your 
undivided  attention. 

(Introduction  of  guests) 

Mr.  Xex'i)):  I.adies  and  gentlemen,  for  years, 
now,  it  has  been  my  privilege,  in  furtherance 
of  my  service  to  the  Society,  to  trudge  an 
uphill  road  with  Manny  Satulsky.  As  Robert 
Burns  puts  it,  ‘‘We  clamb  the  hill  together.” 


Tonight,  we  pause  briefly  at  the  summit,  not 
for  a final  summit  conference,  but  for  a brief 
moment  of  parting. 

The  walk  with  Dr.  Satulsky  has  been  an  ex- 
citing and  satisfying  experience.  There  are  few 
areas  of  programs  and  concepts  that  we  have 
not  together  explored.  Our  findings  were 
variable,  but  I think  he  will  agree  that  we 
were  amazed  at  times  at  the  inherent  un- 
soundness and  instability  of  some  of  the  pro- 
posals we  looked  into. 

It  seems  to  me,  we  were  like  the  young  cou- 
ple who  were  being  shown  about  by  a real 
estate  agent  because  they  were  interested  in 
buying  a home.  He  took  them,  first,  to  a very 
ramshackle  place,  which  because  of  neglect 
and  the  elements,  had  very  badly  deteriorat- 
ed, but  this  was  about  the  bottom  of  the  scale 
of  available  properties,  and  he  wanted  them 
to  know  what  the  market  was  like. 

The  young  man  looking  at  this  wreck  of  a 
house  said  to  the  real  estate  agent,  ‘‘W'ell, 
what’s  keeping  it  up,”  and  the  reply  was, 
“Shhhl  .\11  the  termites  are  holding  hands!” 
(Laughter) 

Concerning  some  of  the  proposals  and  pro- 
grams we  investigated,  we  wondered  if  the 
termites  might  let  go.  Even  some  simple 
terms  and  ideas  can  prove  confusing  and  em- 
barrassing. 

One  that  suggests  itself  to  me  is  the  term, 
“peer  review.”  It  is  jx)sing  some  concern  to 
the  House  of  Delegates.  The  misunderstand- 
ings which  it  seems  occasionally  to  engender 
reminded  me  of  a story  that  I heard  that 
centers  at  the  W'^aldorf-.Xstoria  at  the  turn  of 
the  century.  It  concerns  itself  with  an  out- 
standing member  of  the  English  aristocracy, 
who  came  to  this  country  and  engaged  a suite 
at  the  Waldorf,  in  advance.  .After  he  had 
been  installed,  he  called  down  angrily  to  the 
manager.  Wflien  the  manager  arrived,  the 
English  lord  greeted  him  and  said,  “I  have 
never  been  so  insulted  in  my  life.” 

The  manager  said,  “What  do  you  mean?” 
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He  said,  “Follow  me,  please,  through  the  liv- 
ing room  and  into  my  bedroom.’’ 

There,  around  the  bed  was  a whole  series  of 
about  twenty-five  or  twenty-four  of  what  they 
then  called  alabaster  chamber  vessels. 

“Now,”  the  lord  said,  “Now,  what  is  the 
meaning  of  this  insult?” 

The  manager  said,  “I  have  no  idea,  but  I will 
call  the  maid  in  charge  of  the  room  and  see  if 
she  can  explain  it.” 

So,  he  called  her  in  and  said  to  her,  “Bridget, 
can  you  account  for  these  chamber  vessels 
around  his  lordship’s  bed?” 

She  said,  “Of  course,  I can.” 

He  said,  “Did  you  mean  to  be  insulting  to  his 
loidship?” 

She  said,  “Of  course  not.” 

He  said,  “'UTll,  what  was  your  intent?” 

She  said,  “I  am  concerned  to  accommodate 
him.” 

He  said,  “Accommodate  him,  in  what  re- 
spect?” 

She  said,  “Did  you  not  tell  me,  he  is  the 
biggest  pe-er  in  England?”  (Laughter) 

I want  to  take  this  opportunity  to  thank 
Manny  for  the  satisfactions  of  the  year  and  to 
express  for  him  my  affectionate  regard.  He  is 
dynamic,  aggressive,  forthright,  and  wholly 
earnest.  At  all  times,  he  gave  to  the  tasks  of 
the  presidency  his  generous  best,  with  what 
gratifying  results  the  record  of  the  year  elo- 
quently discloses. 

Now,  he  is  to  divest  himself  of  the  challeng- 
ing mantle  of  the  presidency,  and  to  be 
vested  as  a Fellow  ol  The  Medical  .Stxiety  of 
New  Jersey  for  all  times. 

Here  to  accomplish  the  change  is  Dr.  Nich- 


olas Bertha,  who,  himself  went  through  the 
same  ritual  only  last  year. 

Dr.  Bertha:  Will  the  following  gentlemen 
please  come  to  the  front,  to  the  podium:  Dr. 
Bedrick,  Dr.  Calvin,  Dr.  Collins,  Dr.  McCall, 
Dr.  Kustrup,  Dr.  Kaufman  and  Dr.  Jehl. 
These  are  the  Fellows  of  The  Medical  Society 
of  the  State  of  New  Jersey,  who  are  present  at 
this  meeting. 

Gentlemen,  it  is  the  wish  of  the  outgoing 
President  that  I shall  pass  this  key  to  you, 
and  that  each  of  you,  in  turn,  shall  pass  it  to 
the  one  next  to  you,  and  you  will  finally 
return  it  to  me. 

Dr.  Emanuel  Satulsky,  you  have  reached  the 
summit,  but  now  you  are  going  to  skid.  My 
dear  friend  Manny,  before  we  present  you 
your  key,  may  I say  a few  words  to  you. 

Quoting  from  Edwin  Markham:  “There  is  a 
destiny  that  makes  us  brothers;  none  goes  his 
way  alone.  All  we  send  into  the  lives  of  others 
comes  back  into  our  own.” 

This  c]uotation  is  so  apropos  for  you. 

You  and  I have  been  together  for  many  years. 
We  have  learned  to  live  together  and  share 
our  responsibilities.  All  this  did  not  occur  as 
a result  of  chance,  but  as  a result  of  hard 
work  and  dedication.  Certainly,  there  were 
occasions  when  there  were  difficulties,  some 
friction  and  varied  reactions  when  we  had  to 
adjust  to  something  new.  Sometimes  you  won, 
sometimes  I did. 

I believe  we  were  quite  successful  in  adapting 
ourselves  to  these  problems.  Part  of  the  rea- 
son for  this  adaptability  is  the  fact  that  I 
believe  the  both  of  us,  but  particularly  you, 
have  followed  the  definition  of  youth,  as 
stated  by  Samuel  .\lman:  “Youth  is  not  a 
time  of  life;  it  is  a state  of  mind.  It  is  not  a 
matter  of  ripe  cheeks,  red  lips  and  supple 
knees.  It  is  the  temper  of  the  will,  of  quality 
of  the  imagination,  a vigor  of  the  emotions. 
It  is  a freshness  of  the  deep  spring  of  life. 
Youth  means  a temperamental  predominance 
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of  courage  over  timidity;  of  the  appetite  of 
adventure  over  other  needs. 

“This  often  exists  in  a man  of  fifty,  more  than 
a boy  of  twenty.  Nobody  grows  old  by  merely 
living  a number  of  years.  People  grow  old 
only  by  deserting  their  ideals.  Years  wainkle 
the  skin,  but  to  give  up  enthusiasm  wrinkles 
the  soul. 

“Speaking  of  courage,  it  doesn’t  take  courage 
to  go  along  with  the  crowd,  but  it  takes  cour- 
age to  be  independent;  to  use  your  head 
when  the  loudmouths  are  insisting  that  you 
do  something  that  you  know  in  your  bones  is 
wrong.  It  takes  courage  to  exhibit  good  sense 
when  the  foolish  around  you  are  insisting 
that  you  behave  as  stupidly  as  they.  It  takes 
courage  to  meet  such  a test  of  character  head 
on.’’ 

Manny,  you  have  always  been  such  an  indi- 
vidual as  I have  described.  You  have  had 
courage  in  performing  your  duties  and  you 
have  had  patience  in  your  adversity.  Now, 
may  God  grant  you  comfort  in  your  home, 
happiness  in  your  leisure,  success  in  your  fur- 
ther ventures,  and  safety  on  your  journey. 
With  this  key,  Manny,  I welcome  vou  to  the 
Club. 

Dr.  Satuhky:  Thank  you,  Nick.  Lou,  Joe, 
John,  Jesse,  John,  Jerry,  Charlie,  you  know 
how  much  I love  you;  and  I hope  you  under- 
stand when  I say  that  nothing  could  have 
given  me  greater  pleasure  than  to  receive  this 
pin  from  your  hands  and  from  the  hands  of 
my  dear  friend,  Nick  Bertha. 

I have  given  this  Jol)  all  I have  got.  1 hope  I 
have  pleased  you  all.  Thank  you  very  much. 

Mr.  Xex>in:  Now,  ladies  and  gentlemen.  Dr. 
Satulsky  will  present  to  Mrs.  Bertland  her 
Fellowette  Key  as  she  retires  as  President  of 
the  Woman’s  Auxiliary  of  the  Medical  Soci- 
ety of  New  Jersey. 

Dr.  Satulsky:  Thank  you,  Mr.  Nevin.  Of 
course,  I am  in  a jreculiar  position  here  be- 


cause I remember  several  years  ago,  when  the 
last  Fellow  of  the  Union  County  Medical  So- 
ciety, Dr.  Louis  Wegryn,  pinned  this  pin  on 
the  outgoing  Fellowette,  she  squealed,  why  I 
don’t  know.  Tonight  I am  not  taking  any 
chance,  and  I am  not  going  to  die  on  this 
platform  as  the  outgoing  President.  I under- 
stand that  Mrs.  Bertland  has  the  most  jeal- 
ous husband  in  the  history  of  The  Medical 
Society  of  New  Jersey,  and  before  I pin  the 
pin  on  her,  I am  going  to  insist  that  he 
stand  up  here  alongside  of  her  and  assist  me. 

Mr.  Xeviu:  W’ith  all  the  missions  accom- 
plished and  no  disastrous  results,  it  is  now  my 
pleasure  to  call  on  Dr.  Henry  Mineur,  Pres- 
ident of  the  Union  County  Medical  Society, 
to  make  a presentation. 

Dr.  Mineur:  I am  here  on  Ijehalf  of  the  mem- 
bership of  the  Union  County  Medical  Society 
to  make  a presentation  to  its  most  distin- 
guished member. 

W’hat  do  you  give  a man  to  express  the  affec- 
tion that  you  feel  for  him?  Wffiat  do  you  give 
him  that  will  signify  the  great  honor  that  you 
feel  to  have  been  associated  with  him?  What 
do  you  do  to  demonstrate  the  tremendous 
respect  that  you  feel  for  him,  and  the  great 
gratitude  that  you  feel  for  the  fervor  and  zeal 
with  which  he  has  carried  on  the  activities  of 
the  past  year?  How  can  you  give  him  some- 
thing that  might  connote  the  wishes  that  you 
have  for  his  happiness  in  the  future? 

We  have  a token  to  present  that,  we  hope, 
will  signify  this  to  Manny  in  the  future,  and  I 
would  say  that  I hope  that  we  might  make  a 
blend,  as  you  would  a blend  of  tobacco,  blend- 
ing affection,  honor,  respect,  gratitude,  and 
many  wishes  for  happiness  for  the  future. 
And,  Manny,  you  take  that  and  you  put  it  in 
your  pipe  and  smoke  it. 

Dr.  Satulsky:  Thank  you,  Henry.  I will  open 
it,  but  before  I do,  meml)ers  of  The  Medical 
Society  of  New  Jersey,  Union  County,  stand 
up  and  be  counted.  Thank  you  very  much. 
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Mr.  Ncvi)}:  Because  the  entertainment  which 
is  to  follow — the  excerpts  from  the  “Student 
Prince’’ — will  be  presented  by  the  Scotch 
Plains  Players,  who  are  closely  identified  with 
Ihiion  County,  I have  asked  Dr.  Mineur  to 
serve  as  the  Master  of  Ceremonies  and  to 
introduce  the  entertainers  and  the  entertain- 
ment. 

Dr.  .Mineur:  T he  Scotch  I’lains  Players,  that 
are  here  this  evening,  are  an  amateur  group 
who  were  organized  about  nine  years  ago, 
and  they  are  here  under  the  aegis  of  one  of 
our  great  producer-writers,  entrepreneurs, 
Howard  Lehr,  who  also  arranged  for  the  en- 
tertainment Saturday  night. 

They  put  on  the  “Student  ITince’’  a couple  of 
weeks  ago,  and  what  they  have  done  is  to 


truncate  the  version;  I believe  it  will  run 
about  forty-hve  minutes.  It  is  the  old  beauti- 
ful music. 

I have  kind  of  a vicarious  pride  in  this.  I 
might  claim  to  be  a co-producer  with  my 
wife,  although  she  did  all  the  labor  involved. 
You  see,  the  girl  singing  the  lead  is  our 
daughter.  This  is  purely  coincidental.  I had 
nothing  to  do  with  her  being  here. 

Now,  while  they  are  setting  up  the  chairs, 
since  they  will  be  dancing  and  singing  from 
the  stage,  I might  suggest  that  if  any  of  you 
wdsh  to,  you  might  move  your  chairs  out  of 
the  corner  on  to  the  floor,  if  you  wish.  How 
the  acoustics  will  be,  we  don’t  know;  w'e  have 
not  tested  out  the  theater  yet.  Since  Dr.  Lehr 
says  we  are  ready,  let  the  show  begin. 


Immediate  Past-President 
Bertha  I’resents  Fellow’s 
Key  U)  President  SaUilsky. 


President  .Saiulsky  .\ccepls 
Fellow’s  Key. 


Richard  1.  Xcsin.  1 oastmasler. 
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THE  AUXILIARY 
YEAR— 1970-71 

Saturday  Afternoon,  May  15,  1971 

Mrs.  Alexander  Bertland:  Dr.  Satulsky,  Mr. 
Speaker,  Members  ot  the  House  of  Delegates. 
The  theme  of  the  ^Voman’s  .\uxiliary  to  the 
Medical  Society  of  Xetf  Jersey  this  past  year 
has  been  Accent  on  You — Be  .Alert,  Be  In- 
formed, Be  Involved  at  the  grass  roots  level 
where  the  need  exists  and  where  auxiliary 
mendjers  may  be  of  help. 

This  theme  has  been  the  story  of  the  activi- 
ties of  the  twenty-one  component  county  aux- 
iliaries in  community  health,  in  prol)lems  of 
cliildren  and  youth,  in  the  recruitment  of  our 
young  people  in  paramedical  careers.  There 
has  been  an  increasing  awareness  and  con- 
cern with  the  ])roblems  of  youth — especially 
in  drug  abu.se  and  the  underlying  causes.  Our 
programs  have  been  planned  to  inform  our 
memlters  about  community  problems,  what  is 
being  done  to  combat  these  problems,  and 
how  we  may  be  of  help.  .All  this  is  with  the 
prior  a]>proval  of  our  county  medical  socie- 
ties. Our  program  speakers  have  been  mem- 
bers of  our  county  medical  societies,  experts 
in  drug  abuse  programs,  mayors,  civic  leaders, 
county  and  state  legislators,  and  county 
health  coordinators.  .At  the  urging  of  our 
state  chainnan  of  children  and  youth,  we 
have  taken  field  trips  to  drug  rehabilitation 
centers,  day  care  centers,  homes  for  our  trou- 
bled teenagers.  \Ke  hojje  that  we  have  been 
able  to  promote  good  pid:>lic  relations  for  our 
medical  societies  in  our  otvn  communities. 
Where  we  have  not  been  able  to  help  direct- 
ly with  volunteer  senice,  we  have  provided 
funds  for  furnishing  these  centers,  for  expand- 
ing these  programs. 

One  of  the  most  outstanding  county  activities 
this  year  was  the  44th  .Annual  Health  Educa- 
tion Day  sponsored  by  one  of  our  larger 
counties.  The  panelists  were  experts  in  the 


field  of  pediatrics  aiul  drug  abuse.  .A  profes- 
sor of  clinical  neurolog)-  cautioned  that  we 
have  established,  wrongly,  criteria  which  we 
call  ‘‘normal”  for  our  school  children,  that 
we  must  increase  the  quality  of  life  and  the 
opportunities  for  our  students  to  find  chal- 
lenges which  they  can  meet.  Ciamden  Coun- 
ty’s answer  dealt  with  that  countv's  ellorts  to 
combat  drug  abuse.  Representatives  from 
civic  and  health  organizations,  and  interested 
students  were  invited  to  attend.  We  came  away 
realizing  the  need  for  communication  with 
our  youth.  Besides  the  panel  discussions,  liter- 
ature was  made  availaltle  on  health  careers 
and  proljlems. 

One  of  the  smaller  counties  lias  promoted  a 
county-wide  pre-school  screening  jirogram  for 
amblyopia  through  the  coojieration  of  the 
New  jersey  Commission  for  the  Blind.  .Auxil- 
iary members  served  as  volunteer  workers  at 
each  of  the  five  test  centers  in  the  county. 
This  small  auxiliary  has  underwritten  the 
cost  of  the  testing.  E\en  more  important,  it 
has  taken  steps  to  urge  school  authorities  to 
make  this  testing  mandatory  for  school  regis- 
tration. Our  newest  county,  .Sussex,  respond- 
ed to  a call  from  its  medical  society  to  help 
with  a much-needed  blood  donor  program  in 
Sussex  County. 

Our  auxiliaries  have  provided  hospitality  for 
our  young  foreign  interns  and  their  families, 
and  have  included  the  wives  of  these  young 
jihysicians  at  auxiliarv  functions.  One  county 
auxiliary  helped  organize  an  international 
club  at  a community  hospital  and  pro\  ided 
refreshments  for  club  meetings.  The  young 
foreign  interns  in  turn  showed  slides,  dis- 
cussed foods,  customs,  and  health  jnoblems  in 
their  countries. 

This  year,  at  your  request,  we  have  made  the 
Medical  .Society’s  Medical  Student  Loan 
Fund  our  top  priority.  To  date,  we  have  con- 
tributed .54,745  to  this  fund,  with  several 
large  contributions  yet  to  be  sent  in.  In  na- 
tional priorities,  we  have  also  contributed  to 
AM.A-ERF.  Our  total  contribution  to  AM.A- 
ERF  this  year  has  been  $6,382.  You  will  hear 
from  Dr.  Satulsky  how  these  monies  have 
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been  returned  to  our  state  in  the  form  of 
national  grants. 

This  year  our  total  membership  is  2,519,  six 
fewer  than  last  year.  One  of  our  county  pres- 
idents reported  that  her  auxiliary  was  hav- 
ing “menopausal  syndrome,”  that  fund  rais- 
ing was  becoming  burdensome,  and  that  the 
younger  wives  were  not  interested  in  group 
activities  of  the  county  auxiliary.  We  have 
tried  to  enroll  all  potential  members  into  our 
county  auxiliaries.  We  hope  that  county  med- 
ical society  members  will  encourage  your 
wives  to  become  active  auxiliary  members. 
One  of  the  most  successful  joint  county  auxil- 
iary and  medical  society  affairs  this  year  was 
held  in  Morris  County,  with  the  wives  arrang- 
ing for  an  international  buffet  supper  to  hon- 
or an  outstanding  county  physician.  The 
good  fellowship  this  affair  generated  was 
tremendous! 

W'e  try  to  promote  good  rapjjort  with  other 
organizations  such  as  the  American  Association 
of  Medical  Assistants.  Some  of  your  medical 
assistants  have  become  members,  in  this  effort 


better  to  serve  the  medical  profession,  and 
many  physicians  have  paid  the  cost  of  testing 
to  become  eligible  for  certification.  One  of 
the  most  cordial  receptions  this  president  re- 
ceived was  at  the  .\nnual  Awards  luncheon  of 
this  organization  held  recently  in  Atlantic 
City. 

\V’’e  have  been  big  sisters  to  the  young  wives 
of  medical  students,  Iretter  known  as 
W.\/SAMA  to  develop  an  interest  early  in 
their  professional  lives  in  auxiliary  objectives. 

We  truly  have  tried  to  be  alert,  informed,  and 
involved.  AVe  are  always  ready  and  willing  to 
serve  the  medical  society.  Don’t  ever  un- 
derestimate the  power  of  a Avoman!  And  now, 
let  me  express  the  appreciation  of  our  county 
and  state  woman’s  auxiliaries  for  serving  as 
our  advisers  and  for  your  support  and  inter- 
est in  our  activities  throughout  the  year.  It 
has  been  a privilege  and  honor  for  me  to 
have  served  as  president  of  the  Woman’s 
Auxiliary  to  The  Medical  Society  of  New  Jer- 
sey this  past  year — the  highest  honor  \vhich 
may  be  bestowed  on  a physician’s  tvife  in  our 
state  auxiliarv. 


Mrs.  Rcrtland  Rccei\es  Fcllowottes 
Pin  from  I’rcsidcnt  Satulsky. 


■)!M  1H1-.  JOI  RN.M.  01  HU-.  MKOK  \I,  SOCdlVI  V ()1  M-.W  )F.R.SF.V 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIIi’ 


brand 


POLYMYXIN  B-3ACITRACIN-NE0MYGIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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move  up  to 
“the  Robinul 
respense” 


I 

jnrtien  lower 
G-l  symptoms 
idemaml 
k potent 
^synthetic 
lantispasmoflic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul*2mg. 

Foi*tC  (glycopyrrolate) 


■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  spienic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  inpipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  resuits,  dosage  should  be  adjusted  to  the  individual 
patient’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with 
severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result. 


Novahistine' 
LP 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  (ablet  contains  25  mg.  of  ohenyleohnne  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 
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Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  respond  favorably 
to  It.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


KESSLER  INSTITUTE 
FOR  REHABILITATION 

West  Orange,  New  Jersey 

• A voluntary,  non-profit,  non-sectarian 
specialty  hospital  and  rehabilitation 
center  for  physically  handicapped  chil- 
dren and  adults  providing  intensive  and 
comprehensive  medical,  social,  psy- 
chological, and  vocational  services  for 
patients  with  any  physical  impairment 
due  to  a congenital  condition,  accident 
or  disease. 

• In-patient  and  out-patient  service  fa- 
cilities include  a 48-bed,  air-conditioned 
in-patient  wing,  swimming  pool,  and 
modern  treatment  facilities. 

• Fully  accredited  by  the  Joint  Com- 
mission of  Accreditation  of  Hospitals, 
and  the  Commission  on  Accreditation- 
of  Rehabilitation  Facilities. 

• Provider  of  Services  under  Medicare 
and  Medicaid. 


ADMISSION  BY  MEDICAL  REFERRAL  TO 
DIRECTOR  OF  ADMISSIONS 


RICHARD  A.  SULLIVAN,  M.D., 
Medical  Director 

HENRY  H.  KESSLER,  M.D., 
Director  of  Professional 
Education  and  Research 

WILLIAM  K.  PAGE,  Executive  Director 
Telephone:  731-3600 


“Easy” 

Idylease 

Idylease  is  the  kind  of  convalescent 
home  that  puts  patients  at  ease 
quickly. 

And  their  physicians  and  families, 
too. 

Round-the-clock  nursing  care,  com- 
plete X-ray  department,  laboratory, 
therapeutic  pool,  and  registered 
physiotherapist  are  included  in  the 
complete  medical  facilities. 

An  open  staff  with  consultant 
specialist  services  on  hand  insures 
that  the  orders  of  private  physicians 
are  carefully  followed  by  resident 
physicians  with  reports  rendered 
frequently. 

Rates?  Quite  reasonable.  Send  for 
our  illustrated  booklet  without  obli- 
gation. 


Idylease 

Convalescent  Home 

Union  Valley  Road 
Newfoundland,  New  Jersey 
Area  Code  201 
697-3311 
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ATTENDANCE 


REGISTRATION  OF  HOUSE  OF  DELEGATES 


Registration: 

Total  Possible— Officers  and  Fellows  24 

Total  Possible— County  Delegates  364 

Total  Possible— 1971  House  of  Delegates  388 

Total  Registered  361 

Attendance  of  County  Delegates  at  the  House  Sessions; 

1st  Session,  5/15/71  314 

2nd  Session,  5/16/71  333 

3rd  Session,  5/18/71  A.M 324 

P.M 293 

Average  316 


Official  Attendance  Report 


County 

Delegates 

Members 

Total 

Atlantic 

8 

45  

53 

Bergen  . 

40  

30  

70 

Burlington  

9 

18 

27 

Camden  

21 

36  

57 

Cape  May 

2 

5 

7 

Cumberland  

4 

10 

14 

Essex  

69  

105  . 

174 

Gloucester 

4 

13  

17 

Hudson 

28 

21  

49 

Hu  nterdon 

1 

1 

2 

Mercer 

24  

27  

51 

Middlesex 

18  . 

21  

39 

Monmouth 

20 

36  

56 

Morris  . . . 

19  

30  

49 

Ocea  n 

3 

12  

15 

Passaic 

29  

38  

67 

Salem 

3 

8 

11 

Somerset  . . 

5 

6 

11 

Sussex 

3 

3 

6 

Union  . 

29 

42  

71 

Warren 

3 . 

...  6 

9 

Fellows  and  Officers 

19 

19 

361 

513 

874 

Physician  Guests  72 

Physician  Exhil>iiors  20 

TOTAL  PHVSKTAN  REGISTRATION  966 

Auxiliary  343 

\'isitors  376 

Exhibitors  221 

rOEAL  REGISTRATION  L906 


FIVE  YEAR  COMPARATIVE  REGISTRATION  FIGURES 


5'ear 

Physicians 

Others 

Total 

1971 

966 

940 

1,906 

1970 

989 

1,104 

2,093 

1969 

1,041 

1,073 

2,114 

1968 

1,112 

1,176 

2,288 

1967 

1,017 

1,018 

2,035 

601 
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“Prescribe  With  Confidence” 


KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

corrective  footwear  for  men  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


350  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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JA70-9803 


The  least 
expensive; 
erythromycin 

has  a 

brand  name 


Upjohn  has  reduced  the  price  of 
E-Mycin^  (erythromycin,  Upjohn)  by  25% 
following  a change  in  manufacturing  facilities. 
That  makes  E-Mycin  the  lowest  priced"" 
erythromycin  on  the  market.  Now  your  patients 
can  have  an  Upjohn  drug  and  save  money  besides. 

Prior  to  June  1,  1971 


(erythromycin,  Upjohn) 

The  Upjohn  Company 

Kalamazoo,  Michigan  49001  © 1970  by  The  Upjohn  Company 


Upjohn 


MEDICAL  DIRECTOR 

Immediately  Available  Positioii 

New  209  bed  Health  and  Rehabilita- 
tion Center  in  Lawrenceville,  New 
Jersey  (between  Princeton  and  Tren- 
ton, New  Jersey  on  Route  206). 
Prefer  Board  Certified  in  Internal 
Medicine.  Full  or  part-time  arrange- 
ment may  be  negotiated.  Salary  and 
benefits  negotiable.  To  administer 
medical  and  administrative  services 
in  the  Department  of  Medicine-Medi- 
cal Advisory  Board  and  Board  of 
Trustees  at  the  Center.  Please  con- 
tact: 

Administrator 
Morris  Hall  Health 
& Rehabilitation  Center 
2831  Lawrenceville  Road 
Lawrenceville,  New  Jersey  08648 
Phone  Area  Code  609-896-0006 


FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 

Summit,  N.  J.  07901  (201)  277-0143 

An  intensive  treatment  mental  health  center  with  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 

Sergio  D.  Estrada,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Director  of  Research 

Oscar  Rozett,  M.D.,  Medical  Administrator  Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Program 

Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 

Electro  and  Indoklon  shock  therapies.  Insulin  coma  therapy.  Pharmacotherapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 


For  descriptive  literature  write  Thomas  P.  Prout,  Jr.,  Administrator 
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CLASSIFIED  ADVERTISEMENTS 


ASSOCIATE  WANTED— July  1971,  internal  medicine 
practice.  Currently  includes  internal  medicine  and 
gastroenterology.  Xew  office  adjacent  to  hospital. 
Terms  negotiable.  Partnership  one  year.  F.  D. 
McGuire,  M.D.,  1036  Amboy  Avenue,  Edison,  New 
Jersey  08817  (201)  549-2299. 


ANESTHESIOLOGIST— Board  eligible,  university 
trained.  Seeks  group  or  partnership.  Available  July. 
TVrite  Box  No.  200,  c/o  THE  JOURNAL. 


ASSOCIATE  ANESTHESIOLOSIST-Wanted  for  cover- 
age 1-2  months  yearly  or  limited  work  schedule. 
Fee-for-service.  No  OB.  Bergen  County.  Write  Box 
No.  186,  c/o  THE  JOURNAL. 


PATHOLOGIST  — Laboratoiy  Director  would  like  to 
locate  in  New  Jersey.  Experienced,  41,  New  Jersey 
licensed,  both  .A.P.  and  C.P.  boards,  highest  qualifica- 
tions. TVrite  Box  No.  197,  c/o  THE  JOURNAL. 


FOR  SALE— Maplewood;  Home,  Office,  Equipment  and 
Practice.  Custom  built  brick  home,  private  entrances. 
Retiring  after  52  years.  Call  (201)  762-1118. 


FOR  SALE— South  Orange;  Home,  Office  with  or  with- 
out active  General  Practice.  Desirable  property,  con- 
venient to  hospitals  and  transportation.  Call  (201) 
762-0700. 


FOR  SALE— Equipment;  Sclar  pump  pressure  vacuum 
nose  throat  with  containers,  T instruments  optional. 
Microscope  Spencer  binocular,  4 objectives— mechanical 
stage,  earning  cabinet.  New  condition.  Phone  f201) 
232-1263. 


FOR  SALE— Equipment;  Burdick  Sine  A Tron  Model 
321  T ETV-1,  2 Liebel  Flarsheim  Diathermy  machines 
Model  STV  660,  Rocke  whirlpool  bath  M^el  20 
Best  offer.  Excellent  condition.  TVrite  Box  No.  202, 
C O THE  JOURNAL. 

FOR  SALE— Fluoroscope  and  Electrocardiograph,  e.x- 
cellent  condition.  Retiring.  Inquire  9-2  201-363-1232. 

SPACE  AVAILABLE— Edison,  New  Jersey,  new  pro- 
fessional building  adjacent  to  hospital.  Contact; 
F.  D.  McGuire,  M.D.,  1036  .\mbov  .■\venue,  Edison, 
New  Jersey  08817  (201)  549-2299. 

OFFICE  FOR  RENT  —Madison,  New  Jersey,  .\vailable 
immediately.  Please  call  (201)  822-1230. 

OFFICE  SPACE —Professional  building  has  1300  feet 
available  for  any  medical  specialty  or  G.P.  .All  services 
provided,  near  hospitals.  Community  population  of 
16,000.  TVill  set  up  office  rooms,  provide  partitions, 
ceiling  lights  and  carpeting— heat  and  air  conditioning. 
.Adequate  parking.  Basement  storage  areas  for  records 
available.  Near  buses.  Two  medical  specialists  in  build- 
ing. Call  (201)  545-1934  or  (201)  545-0094. 


Information  for  Advertisers — RATES;- $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  "Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


INDUSTRIAL  PHYSICIAN 

Du  Pont  invites  you  to  consider  becom- 
ing on  examining  physician  in  the  New 
Brunswick,  New  Jersey  area. 

Enjoy  an  attractive  salary  and  benefits, 
including  vacations.  If  you  wish,  carry 
some  private  practice.  Salaried  duties 
in  a medium  sized  Du  Pont  plant  in- 
volve examinations,  medical  treatment, 
some  minor  surgery,  plus  some  super- 
visory and  administrative  functions.  Va- 
riety, but  little  pressure  and  40  hours 
per  week.  Important  preventive  role  for 
a large  body  of  employees,  executives, 
professionals. 

Please  write  in  confidence  to: 

E.  I.  du  Pont  de  Nemours  & Company 
Photo  Products  Department 
Parlin,  New  Jersey  08859 

Attention:  Supervisor  of  Employment 

An  Equal  Opporfunify  Employer 


ST.  THOMAS,  V.l. 

Furnished  Beachfront  Condominium 
Apts.  One  two  b.r.,  two  bath  and  one 
three  b.r.,  three  bath;  both  luxuriously 
furnished,  elec,  kitchens,  air  cond., 
private  beach,  maid  service  available. 
Call  or  write  owner:  Walter  Zirpolo, 
206-100  Menlo  Park  Shopping  Ctr., 
Edison,  N.J.  08817— (201)  549-6102. 
Weekly  or  monthly  rentals. 


...the  bank  for  all 
your  money  needs. 


TREIMTOIM  TRUST 

COMPANY 

C.  Rd«biin(.  Chairman  • Ncit  6.  Crecntidcs,  President  • Member  F 0 I C. 


Serving  the  Pharmaceutical  Industry  with  Integrity; 
in  CONTROL  & RESEARCH 

PHARMACOLOGY  • ENDOCRINOLOGY 
• TOXICOLOGY 


Specializing  in  Bio-Assay  of 
PYROGEN  HEPARIN 

ACTH  THYROID 

COSMETICS 


OXYTOCIN 

CHORIONIC 


SOUTH  MOUNTAIN 

LABORATORIES  ♦ INC. 

487  VALLEY  STREET  • MAPLEWOOD.  NJ.  07040 
(201)  762-0045 

— Since  7P4-4  — 


TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER  presents  the 
15th  Annual  Postgraduate  Course,  Recent  Advances  in  Medicine, 
on  8 consecutive  Wednesdays  from  October  13th  to  December  1st, 
1971  from  11:00  to  4:00  p.m. 

Aims  of  Course:  Problems  in  Clinical  Practice 

Methods;  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lec- 
tures, Panel  Discussions,  Luncheon  with  the  Experts,  all  with 
audience  participation. 

Faculty;  Members  of  the  Department  of  Medicine  and  other  selected  Depart- 
ments of  Temple  University  Health  Sciences  Center.  A distinguished 
guest  faculty  will  also  participate. 

A.A.G.P.  Credit  requested. 

For  further  Information  and  Curriculum — Department  of  Medicine 

Temple  University  Health  Sciences 
Center 

13400  N.  Broad  Street 

Philadelphia,  Pennsylvania  19104 

;;  Sol  Sherry,  M.D. 

2 Chairman,  Department  of  Medicine 

Albert  J.  Finestone,  M.D. 

Director  of  Course 
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POSTGRADUATE  COURSE  FOR  PHYSICIANS 
RECENT  ADVANCES  IN  INTERNAL  MEDICINE  AND  THERAPEUTICS 


(Sixteenth  Series) 


sponsored  by 


The  New  Jersey  State  and  Middlesex  County  C.hapters  of  the  American  Academy  of 
General  Practice  and  tlie  Academy  of  Medicine  of  New  Jersey,  and  Middlesex  General 
Hospital. 

Meetiiifi  Place:  Auditorium,  Middlesex  General  Hospital,  180  Somerset  Street,  New 
Brunswick,  New  Jersey 

Time:  ednesday,  9 to  11  a.m.  startinfj  Oc'oher  6,  1971. 

Befrinniiifi  this  October  and  ending  the  last  Wednesday  in  May,  1972,  the  Sixteenth 
Postgraduate  ("ourse  “Recent  Advances  in  Internal  Medicine  and  Therapeutics”  will 
he  given  at  Middlesex  General  Hospital  in  New  Brunswick.  As  in  previous  years,  the 
('.ourse  is  designed  to  provide  clear  and  concise  reviews  of  important  new  advances  in 
Internal  xMeilicine  which  are  of  practical  interest  to  internists  and  general  practitioners. 
The  (bourse  |)rovides  university  credit  toward  meeting  the  requirements  of  the  AAGP 
(totaling  68  points  for  the  34  sessions). 

All  34  of  the  two-hour  W ednesday  morning  sessions  are  conducted  hy  outstanding  phy- 
sicians of  the  medical  facnlties  of  New  York,  Philadelphia,  and  other  metro|)olitan  cen- 
ters. During  the  sessions  opportunity  is  given  to  <liscuss  with  the  speakers  aspects  of  clin- 
cal  prohlems  which  ari.*e  in  the  care  of  individual  |)atients.  The  notes  of  the  lectures 
are  transcribe*!  and  distributed  to  the  participants  in  the  ('.ourse  for  permanent  filing. 

The  1971-1972  (bourse  will  he  divided  into  sections  dealing  chiefly  with  Endocrinology 
and  Metabolism  (Management  of  diabetes.  Obesity,  Thyroid  function  and  disease.  Dis- 
orders of  adrenal  cortex  and  medulla.  Menstrual  disor*ler.s.  Lipoprotein  metabolism. 
Diet  and  atherosclerosis).  Cardiovascular  Problems  (Bedside  diagno.sis,  ("onduction  de- 
fects, Arrhythmias,  Management  of  myocardial  infarction.  Coronary  arterial  surgery, 
("ardiac  arrest.  Syncope  and  shock.  Congestive  failure,  etc.),  Pnlmonary  Disease  (Em- 
physema, Lung  cancer.  Sarcoidosis  and  other  gramdomatous  disease.  Tuberculous  and 
atypical  mycohacterioses,  Nontid)ercidous  infections,  etc.)  and  Special  Topics  (Family 
planning.  Allergic  disorders.  Pediatric  immunizations.  Childhood  diarrheas.  Disorders 
of  the  male  genital  tract.  Toxicology  of  everyday  life.  Glaucoma  ami  ocular  injuries. 
Therapeutics  of  skin  and  hair,  etc. ) 

The  of)cning  session  is  set  for  Wednesday,  October  6,  1971.  IP"  YOU  ARE  INTEREST- 
ED IN  ENROLLING  AND  HAVE  NOT  RECEIVED  AN  APPLICATION  FORM  IT  IS 
IMPORTANT  THAT  YOU  WRITE  IMYIEDIATELY  TO  THE  CHAIRMAN  OF  THE 
COURSE,  DR.  .S.E.  MOOLTEN,  MIDDLESEX  GENERAL  HOSPITAL,  NEW  BRUNS- 
^ ICK,  N.J.  The  fee  for  the  entire  Course  (34  sessions)  is  $17.3  (for  members  of  either 
Academy  the  fee  is  $160;  for  interns  and  residents  $4.5). 

THE  ACADEMY  OF  MEDICINE  OF  NEW  JERSEY 
THE  NEW  JERSEY  ACADEMY  OF  GENERAL  PRACTICE 

Date:  July  1,  1971 


anxiety: 
a time  bomb 


Unless  "defused/'  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 


The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD— used  adjunctive!' 
_ or.  glone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
LI  BRA*  practice  where  anxiety  complicates  the  patient's  condition. 
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Librium' 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptams 
(including  canvulsians),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  ir 
patients  receiving  the  drug  and  oral  anti 
coagulants;  causal  relationship  has  no 
been  established  clinically. 

Adverse  Reactions:  Drowsiness 

ataxia  and  confusian  may  occur,  espe 
cially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  prope 
dosage  adjustment,  but  are  also  occasion 
ally  observed  at  the  lower  dosage  ranges 
In  a few  instances,  syncope  has  been  re 
ported.  Also  encountered  are  isolated  in 
stances  of  skin  eruptions,  edema,  mino 
menstrual  irregularities,  nausea  and  cor 
stipation,  extrapyramidal  symptoms,  ir 
creased  and  decreased  libido— all  infre 
quent  and  generally  controlled  with  dot 
age  reduction;  changes  in  EEG  pattern 
(low-voltage  fast  activity)  may  appec 
during  and  after  treatment;  blaod  dyscrc 
sias  (including  agranulocytosis),  jaundic 
and  hepatic  dysfunction  have  been  rc 
ported  occasionally,  making  periodi 
blood  counts  and  liver  function  tests  ac 
visoble  during  protracted  therapy. 


Roche  Laboratories 

Division  of  Hol(mann-La  Roche  li. 

Nutley.  N J 07110  |i 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACQDENT  AJVD  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

I Accident:  may  be  EXTEINDED  to  Lifetime 

I Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  tlie  policy  for  eacli 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

'A' 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

H.R.  10  (KEOGH)  RETIREMENT  PLAN  CORPORATE  I\IASTER  PLAN 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  compar>y  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership:  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIaware  34340 


and o)ie  yematn^/ 

as  you  would  hope  to  find  it... 

natural  • unspoiled  • away  from  the  crowds 


Hard  to  believe...  a natural  beauty  spot  like  this ...  within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A 2'/2-mile  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its  finest.  $250,000  private  Lake  Naomi  Club  with  teen  center, 
ballroom,  cocktail  lounge,  and  dining  room  overlooking  the  lake.  Great  sailing,  fishing, 

horseback  riding.  Six  sand  beaches  with  lifeguards. 
New  $200,000  Olympic-size  swimming  pool,  tennis 
and  basketball  courts.  Championship  Pocono 
Manor  golf  courses  at  your  doorstep,  also  famous 
Camelback  ski  area. 


PHYSICIANS 

it’s  time  that 
you  discovered 

LAKE  NAOMI 

the  incomparable 
second-home  retreat 


Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 


Office  and  house  models  open  till  9 P.M.  daily  on 
Rt.  940  at  Pocono  Pines.  Reached  via  80  & 81E 
or  by  N.E.  Ext.  of  Pa.  Turnpike.  Phone  717- 
646-2222. 


LAKE  NAOMI 


Pocono  Pines  • The  Poconos  • Pennsylvania 
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We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 

CElGV  PHARMACEUTICALS,  DIVISION  OF  GCIQV  CHEMICAL  CORPORATION.  AROSLEV.  NEW  YORK  10502  UNDER  LICENSE  FROM  BOEMRINGER  INCELHI  Q.M.B  H* 


Who’s  afraid  of  the 
big  bad  enema? 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dal  mane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.’  “ 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 
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In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poorsleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 

Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 

In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  el  al.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internal.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19, 1969.  2.  Kales.  A.. 
et  al.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poorsleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions. 
e.g.,  excitement,  stimulation  and  hyper- 
activity. have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need 

Newf^  1 

Ualmane 

Cflurazepam  hydrochloride] 


<^R0C^ 


Roche  Laboratories 

Division  ot  Hoffmann- La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Now 

available  for  your 

prescribing 

needs 


Cordran^  1ape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


AdditionaUnformation  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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EDITORIALS 


But  the  M.D. 

Makes  Decisions 

They  all  want  to  get  in  on  the  act:  assistants, 
aides,  psychologists,  sociologists,  physical  edu- 
cation instructors,  health  teachers,  technolo- 
gists, and  on  and  on — not  to  mention  com- 
puters and  data  processing  equipment.  They 
offer  to  help  us  make  decisions.  But  when  it 
comes  to  making  the  decision,  overseeing  its 
implementation,  and  taking  responsibility  for 
it,  then  the  doctor  of  medicine  has  to  take  a 
firm  stand. 

Theoretically,  the  medical  scientist  coolly 
weighs  the  consequences  of  each  decision,  and 
selects  the  one  answer  that  best  fits  the  facts, 
the  prognosis  and  the  clinician’s  previous  ex- 
perience. In  practice,  there  are  other  com- 
ponents which  can’t  be  calculated  that  simply. 
The  decision  as  to  whether  a patient  with 
acute  pulmonary  tuberculosis  should  or 
should  not  go  to  the  sanatorium,  for  example, 
has  to  be  made  in  the  light  of  his  living  con- 
ditions at  home.  If  the  poor  scrub  woman  has 
a backache,  cold  logic  might  lead  to  the  one 
recommendation:  take  the  winter  off  and  loll 
on  the  sands  in  Florida.  But  Iiere  some  other 
elements  intrude  and  make  that  an  unaccept- 
able decision.  This  is  what  is  often  meant  by 
the  phrase  “the  art  of  medicine”  as  distin- 
guished from  the  “science”  — that  is,  selecting 
courses  of  action  which  fit  the  emotional, 
financial,  and  personal  factors,  as  well  as  the 
intellectual  and  scientihe  ones.  And  this  is 
why,  at  some  points,  practice  seems  to  depend 
on  a hunch  or  mystique  — or  to  give  it  a more 
elegant  phrase,  on  “clinical  intuition.” 

•Sometimes  we  have  to  build  moral  or  legal 
factors  into  the  decision-weighing,  thinking 
machinery.  For  example,  should  we  commit  a 
patient  to  a mental  hospital,  report  failing 
eyesight  to  the  employer  of  the  school  bus 
driver,  let  the  airline  know  that  the  pilot  is 


an  alcoholic,  or  the  school  janitor  a homo- 
sexual, recommend  an  abortion?  These  in- 
volve matters  beyond  the  strictly  scientific. 
Yet  the  doctor  must  make  the  decision.  He 
can’t  pass  the  duty  on  to  anyone  else.  As 
Harry  Truman  used  to  say:  “The  buck  stojis 
here.” 


Reporting  the  Epileptic 

New  Jersey  laws  had  long  required  physicians 
to  report  cases  of  epilepsy  to  the  local  health 
department.  Many  jihysicians — jierhaps  most 
of  us — never  thought  of  epilepsy  as  a report- 
able  disease.  Sending  these  reports  to  local 
health  departments  often  failed  to  achieve 
the  purpose  of  restricting  or  limiting  the 
driving  license  of  epileptics.  However,  last 
September,  the  legislature  enacted  chapter 
195  which  made  several  welcome  changes  in 
the  epilepsy  reporting  procedure.  The  obliga- 
tion now  applies  only  if  the  patient  is  over 
the  age  of  16,  so  the  pediatrician  is  not 
harassed  with  the  need  to  report  every  recur- 
rent seizure  in  a child.  .\lso,  the  require- 
ment apjjlies  only  when  the  condition  “per- 
sists des]jite  treatment,”  so  that  if  your  pa- 
tient’s seizures  remain  under  control,  his 
case  is  not  reportable.  The  duty  now  is  to 
report  the  facts  to  the  Director  of  the  Divi- 
sion of  Motor  Vehicles  and  not  to  the  Health 
Department.  The  new  statute  provides  that 
the  existence  of  the  disorder  “shall  be  kept  in 
the  confidence  of  the  Division  of  Motor  Ve- 
hicles.” It  forbids  the  use  (or  even  the  revela- 
tion) of  the  fact  except  in  connection  with 
automobile  privileges.  Finally,  the  statute 
avows  that  one  of  its  j)urposes  is  “to  assure 
that  no  person  is  unwarrantedly  denied  the 
privilege  of  operating  a motor  vehicle”  and 
requires  a medical  screening  panel  through 
the  State  Health  Department.  The  Division 
(of  Motor  \’ehicles)  jjrovides  us  with  simple 
one-page  reporting  forms. 

In  our  profession  we  are  sometimes  troubled 
by  a conflict  between  the  need  for  preserving 
confidentiality,  and  the  need  for  serving  the 
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broader  interests  of  society.  Canon  9 of  the 
current  AMA  “Principles  of  Medical  Ethics” 
provides  for  revelation  of  confidences  if  the 
doctor  “is  required  to  do  so  by  law  or  if  it  is 
necessary  to  protect  the  welfare  of  the  indi- 
vidual or  of  the  community.”  There  is  thus  a 
dispensation  offered  at  the  highest  levels  of 
organized  medicine.  Furthermore,  we  practice 
by  virtue  of  a state-granted  license,  and  can- 
not claim  a right  to  do  so  in  violation  of 
a state  law.  The  reportability  of  contagious 
diseases  and  gunshot  rvounds  has  never  been 
questioned  on  moral  or  ethical  grounds.  An 
automobile  in  the  hands  of  a driver  undergo- 
ing a seizure  is  a dangerous  weapon  indeed. 
Finally,  the  physician  who  neglects  to  report 
an  epileptic  (or  patient  with  unsuccessfully 
treated  or  untreated  periods  of  petit  mal, 
grand  mal,  or  motor  incoordination)  opens 
himself  to  professional  liability  litigation,  if 
such  a patient  injures  or  kills  someone  when 
he  loses  control  of  the  car  in  a seizure. 

Thus,  ethics,  morality,  good  citizenship,  and 
common  sense  all  combine  to  remind  us  to 
conform  to  chapter  195  of  our  state’s  laws  of 
1970. 

Perils  in 

Pursuing  Perfection 

Some  physicians  think  that  they  are  in  the 
business  of  trying  to  make  people  normal,  and 
to  make  organs  function  perfectly.  AVe  take  it 
for  granted  that  it  is  desirable  to  be  free  of 
symptoms,  to  achieve  perfection  in  organic 
function,  and  to  squeeze  into  the  vague  but 
desirable  mould  of  “the  normal.” 

There  is  no  way  of  achieving  the  ideal.  But 
we  try.  W'e  aim  at  ideal  weights,  and  ideal 
blood  counts,  and  ideal  x-ray  findings.  We 
assume  it  would  be  cause  for  congratulations 
if  we  could  get  the  harassed,  rvorried,  hyper- 
tensive executive  to  take  it  easy.  But  we  forget 
that  if  he  succeeded  in  taking  it  easy,  his  busi- 
ness might  collapse.  It  needs  a compulsive, 
self-driving,  potentially  hypertensive  boss  to 


keep  it  going  in  high  gear.  If  the  doctor  suc- 
ceeded in  relaxing  the  executive  to  the  point 
of  hypotension,  profits  would  fall,  stockhold- 
ers would  swear,  and  laid-off  employees  tvould 
then  develop  high  blood  pressure. 

Peptic  ulcer  is  said  to  be  related  to  repressed 
hostility  acting  on  a hyperacid,  hypermotile 
stomach.  If  we  achieve  perfect  digestion,  the 
victim  will  either  exhibit  his  hostility  (in- 
stead of  repressing  it),  or  give  up  the  fight 
entirely  and  stop  being  hostile.  If  he  does  that, 
he  may  lose  the  passion  which  kept  him  go- 
ing. If  he  exhibited  the  hostility  instead  of  re- 
pressing it,  he  would  exchange  an  unpleasant 
but  benign  ulcer  for  a dangerous,  possibly 
fatal  coronary. 

Let’s  face  it,  neither  the  human  body  nor  the 
human  mind,  nor  — for  that  matter,  the  hu- 
man soul  — is  perfectible.  Crises  keep  us  toned 
up.  AVithout  them,  we  would  lose  muscle  tone 
and  emotional  drive.  But  with  crises  Ave  have 
other  problems.  People  are  entitled  to  emo- 
tional storms  — e\’en  to  occasional  “break- 
downs” of  such  severity  as  to  require  hospital- 
ization. The  neatly  patterned  carpet  or 
blanket,  has  a chaotic  pattern  on  the  under- 
side. It  is  possible  to  have  a body  Avith  no 
tension  and  a mind  Avith  no  Avorry  — a dead 
body,  of  course.  The  most  important  tasks  of 
our  time  cannot  be  performed  by  men  Avho 
are  free  of  anxiety.  Anxiety  is  the  motor  that 
drires  us.  A machine  can  function  free  of 
anxiety  — but  not  a human  being.  And  you 
can’t  take  pleasure  in  being  human,  if  you 
have  to  brood  about  your  score.  If  you  can’t 
enjoy  your  OAvn  abilities,  because  of  a hope- 
less pursuit  of  perfection,  you  Avill  lose  on 
both  scores.  A’oti  Avon’t  make  enjoyable  use  of 
your  limited  potential— and  you  Avon’t  achieve 
perfection  either. 

The  human  being  has  all  kinds  of  foibles  — 
jrhysical,  spiritual,  and  emotional.  But  since  he 
is  stuck  Avith  those  limitations,  he  should 
learn  to  enjoy  them.  Perhaps  this  is  our  mis- 
sion: to  shoAv  hoAV  our  patients  can  live  Avith 
their  modest  human  skills  rather  than  to  send 
them  off  on  the  Avild  goose  chase  after  the 
mythical  norm. 
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Campbell’s  Soups . . . 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember. 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


A triumph  over 
trichomoniasis 

The  male  urogenital  tract  is 
by  far  the  main  source  of 
reinfection  in  trichomonal 
vaginitis. 

It  follows  that  neglecting 
to  treat  infected  male  partners 
of  women  with  trichomonal 
vaginitis  invites  therapeutic 
failure. 

Just  as  Flagyl  is  the  best 
agent  available  for 
eradicating  trichomonal 
infection  from  extravaginal 
sites  in  women,  it  is  the 
only  agent  capable  of 
eradicating  demonstrated 
trichomonal  infection  in  men. 

Because  of  published 
reports  of  consistently  high 
cure  rates— often  up  to  100 
percent— and  a relatively  low 
incidence  of  side  effects, 
Flagyl  has  become  the  agent 
of  choice  for  trichomonal 
vaginitis. 


Indications:  For  the  treatment  of 
trichomoniasis  in  both  male  and  female 
patients  and  the  sexual  partners  of 
patients  with  a recurrence  of  the 
infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear 
or  culture. 

Contraindications:  Evidence  of  or  a 
history  of  blood  dyscrasia,  active 
organic  disease  of  the  central  nervous 
system  and  the  first  trimester  of 
pregnancy. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of 
pregnancy  and  restrict  to  patients  not 
cured  by  topical  measures.  Flagyl 
(metronidazole)  is  secreted  in  the  breast 
milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are 
recommended  before  and  after 
treatment  with  the  drug,  especially  if  a 
second  course  is  necessary.  Avoid 
alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps, 
vomiting  and  flushing  may  occur. 
Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There 
is  no  accepted  proof  that  Flagyl  is 
effective  against  other  organisms  and 
it  should  not  be  used  in  the  treatment 
of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping, 
constipation,  a metallic,  sharp  and 
unpleasant  taste,  furry  or  sore  tongue, 
glossitis  and  stomatitis  possibly 
associated  with  a sudden  overgrowth  of 


Flagyr 

metronidazole 

care  for  the  pair 
in  trichomoniasis 


Monilia,  exacerbation  of  vaginal 
moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness, 
vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains, 
confusion,  irritability,  depression, 
insomnia,  mild  erythematous 
eruptions,  “weakness,”  urticaria, 
flushing,  dryness  of  the  mouth,  vagina 
or  vulva,  vaginal  burning,  pruritus, 
dysuria,  cystitis,  a sense  of  pelvic 
pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and 
darkened  urine  have  occurred  in 
patients  receiving  the  drug.  Patients 
receiving  Flagyl  may  experience 
abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 

Dosage  and  Administration:  In  the 
Female.  One  250-mg.  tablet  orally  three 
times  daily  for  ten  days.  Courses  may 
be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between 
courses  and  total  and  differential 
leukocyte  counts  before,  during  and 
after  treatment  are  recommended. 
Vaginal  inserts  of  500  mg.  are  available 
for  use,  particularly  in  stubborn  cases. 
When  the  vaginal  inserts  are  used 
one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two 
250-mg.  tablets  daily  during  the 
ten-day  course  of  treatment.  Do  not  use 
the  vaginal  inserts  as  the  sole  form  of 
therapy.  In  the  Male.  Prescribe  Flagyl 
only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract, 
one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day 
period  when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment 
of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 

References  available  on  request. 
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ORIGINAL  ARTICLES 


Limitations  on  the  use  of  cyclandelate  drugs  in  psycho- 
geriatric  cases  are  here  spelled  out. 


Vasodilators  in 
Geriatric  Psychiatry 


David  P.  BIrkett,  M.D./Paramus 

The  object  of  this  study  was  to  see  what  sort 
of  elderly  psychiatric  patient  is  most  likely  to 
respond  to  a vasodilator.  Earlier  studies^  have 
yielded  conflicting  results.  In  some,  these 
drugs  have  not  been  effective.  Other  studies* 
have  found  a definite  response.  Perhaps  this 
type  of  drug  is  more  effective  in  arterio 
sclerotic  psychosis  than  in  senile  dementia. 
However,  clinical  criteria  for  distinguishing 
between  arteriosclerotic  and  senile  psychoses 
are  vague  and  not  well  defined.* 

The  patients’  state  at  the  beginning  of  this 
trial  was  evaluated  by  questionnaires  cover- 
ing the  entire  mental  status  and  by  a check- 
list of  physical  signs  and  symptoms  related  to 
arteriosclerosis,  as  well  as  by  conventional  case 
histories  and  examinations. 

Vasodilators  may  be  divided  into  those  which 
act  directly  by  relaxing  smooth  muscle  (for 
example,  papaverin  and  its  derivatives)  and 
those  which  act  by  being  adrenergic  and  gan- 
glionic blocking  agents  (for  example,  nico- 
tinic acid  and  its  derivatives).  Several  drugs  of 
both  classes  have  been  shown  experimentally 
to  increase  cerebral  blood  flow.  Of  course, 
such  an  increase  in  cerebral  blood  flow  does 
not  necessarily  mean  that  a drug  will  produce 
clinical  benefit  in  cerebral  arteriosclerosis. 

Cyclandelate*  (3-3-5  trimethyl  cyclohexyl 
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mandelate)  is  a generalized  smooth  muscle 
relaxant.  Most  of  its  pharmocologic  proper- 
ties are  similar  to  those  of  papaverin  and  of 
many  synthetic  “antispasmodics”  promoted 
primarily  for  effects  on  non-vascular  smooth 
muscle.  Cyclandelate*  appears  to  produce  lit- 
tle serious  toxicity.  However,  doses  high 
enough  to  augment  blood  flow  appreciably 
are  associated  with  a high  incidence  of  un- 
pleasant side  effects*  including  flushing, 
tingling,  headache,  dizziness,  and  sweating. 
The  drug  is  in  widespread  clinical  use,  so 
that  a study  of  the  present  type  was  not  con- 
sidered to  raise  any  ethical  problems.  It  is  to 
be  assumed  that  these  patients  would  normal- 
ly, in  the  customary  and  ethical  treatment  of 
their  condition,  have  received  a trial  of  this 
kind  of  medication  anyway. 

These  were  24  ambulatory  patients  over  the 
age  of  65  in  the  Psycho-Geriatric  Unit  of 
Bergen  Pines  County  Hospital.  We  excluded: 

1.  Patients  with  previous  histories  of  hospi- 
talization for  schizophrenia. 

2.  Patients  with  previous  histories  of  hospi- 
talization for  major  affective  disorders  which 
had  definitely  responded  to  electric  shock 
treatment  or  antidepressant  drugs. 

3.  Patients  with  brain  tumors,  history  of 
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I)r:)in  surgery,  or  neurosyj^hilis.  Patients  were 
selected  at  random  from  the  remainder  of  the 
ambulatory  population  in  the  unit. 

Patients  over  the  age  of  (15  who  are  admitted 
to  the  County  Hospital  and  are  found  to  be 
ambulant  but  who  have  mental  disturbances 
which  make  it  impossible  for  them  to  be 
caied  for  at  home  are  transferred  to  the 
Psycho-Geriatric  Unit,  after  a brief  investi- 
gatory stay  in  the  Psychiatric  Admission  Unit 
or  medical  or  surgical  wards  of  the  hospital.® 
The  unit  is  in  a pleasant  new  building  and 
the  patients  are  more  intensively  treated  than 
is  usuallv  possible  for  many  patients  of  this 
type.  Facilities  in  general  and  stafling  ratios 
in  particular  are  exceptionally  favorable." 
(It  has  been  noted  that  in  studies  of  psy- 
chiatric drugs  in  general  such  favorable  cir- 
cumstances tend  to  be  associated  with  less 
striking  drug  responses  than  are  found  among 
relatively  neglected  backward  jjatients.) 

Method 

•At  the  outset  of  the  study,  all  patients  were 
examined  and  an  Arteriosclerosis  Question- 
naire was  completed  for  each  patient.  The 
Mental  .Status  Examination  Record  (MSER)® 
was  also  developed  for  each  patient.  A con- 
ventional type  psychiatric  case  history  was 
also  completed. 

'Fhe  Arteriosclerosis  Questionnaire  consisted 
of  seventy-five  items.  These  items  were 
grouped  into  cardiovascular  system  and  neu- 
rologic findings.  Cardiovascular  items  in- 
cluded the  presence  or  absence  of  thickened 
radial  arteries;  locomotor  brachialis;  kinked 
carotid  arteries;  temporal  artery  pulsation; 
peripheral  jiulses  in  the  legs;  retinal  artery 
changes;  hypertension;  cardiac  enlargement 
on  chest  x-ray;  aortic  changes  on  chest  x-ray; 
and/or  electrocardiogiajihic  abnormalities. 
Neurologic  items  included  the  |)resence  or 
absence  of  a paralysis  of  sudden  onset;  history 
ol  epilejrtic  fits  or  convulsions  after  the  age 
ot  .')();  signs  ol  unilateral  spasticity  or  weak- 
'ii->.  ;ind  positi\e  I'labinski  responses;  signs 
ol  ■ilaoTal  spasticity  and  weakness  with  hi- 
lalfi  ■ ttaoiii  ’ is;  (jrseudohulliar  palsy)  or 


any  of  the  classical  syndromes  of  individual 
artery  obstruction  (e.g.  posterior  inferior  cere- 
bellar artery  syndrome). 

The  Mental  .Status  Examination  Record 
(MSER)®  was  evolved  by  the  Biometrics  De- 
partment of  the  New  York  State  Department 
of  Mental  Hygiene.  It  is  a check  list  of  emo- 
tional symptoms  which  covers  the  same 
ground  as  the  conventional  mental  status. 
Many  of  the  items  are  graded  in  five  degrees 
ranging  from  0 through  slight,  mild,  and 
moderate  to  marked.  It  has  been  accepted  for 
general  use  by  the  Mental  Hygiene  Depart- 
ments of  five  states  and  the  National  Institute 
of  Mental  Health. 

Fourteen  of  our  patients  rvere  female  and  ten 
were  male.  Patients  were  randomly  divided 
into  two  groups  and  the  patients  in  one  of 
these  groups  discontinued  any  phenothiazine 
drug  they  were  on  at  the  beginning  of  the 
project.  The  patients  in  the  other  group  con- 
tinued a phenothiazine  drug  if  they  were  al- 
ready on  one.  Thus,  as  regards  phenothiazine 
drugs,  there  were  three  groups;  (a)  one 
group  who  had  never  received  phenothiazine 
drugs;  (b)  one  group  who  discontinued 
phenothiazine  drugs  for  the  duration  of  the 
project;  and  (c)  one  group  who  were  already 
on  phenothiazine  drugs  and  continued  them 
at  the  previous  dosage  level  during  the  pro- 
ject. 

There  was  no  other  discontinuance  of  drugs 
for  the  jjroject. 

-Ajjart  from  phenothiazines  and  topical  med- 
ications the  following  other  drugs  were 
prescribed  during  the  course  of  the  study; 
chloral  hydrate  at  night  if  needed  (10  cases); 
laxative  of  choice  if  needed  (five  cases);  anti- 
parkinsonian drugs,  antibiotics,  antacids, 
(two  cases  each);  insulin,  digoxin,  chlorothi- 
azide and  nudtivitamin  capsules  (one  case 
each) . 

The  Crichton  Behavior  Rating  Scale®  and 
the  Brief  Psychiatric  Rating  Scale’®  were  ad- 
ministered at  the  beginning  and  at  the  end  of 
the  project.  .Also  a global  estimate  was  made 
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as  to  whether  the  patient  had  improved  on 
cyclandelate.*  The  Side  Effects  Rating  Scale 
consisted  of  25  items  such  as  nausea,  dry 
mouth,  loss  of  appetite,  drowsiness,  and  skin 
rash.  Each  of  these  items  was  marked  in  three 
grades  (mild,  moderate,  and  severe).  General 
inquiry  was  made  of  the  patient  and  nursing 
staff  concerning  any  other  side  effects. 

Dosage  and  Duration  of  Study 

Cyclandelate*  was  administered  to  all  patients 
in  doses  of  one  capsule  (200  milligrams  four 
times  a day  for  one  week  and  then  two  cap- 
sules four  times  a day  for  three  weeks.  If  the 
behavior  of  any  patient  became  such  as  to 
require  psychotropic  medication,  the  cyclan- 
delate*  study  was  terminated  and  the  patient 
given  the  medication  required  in  the  physi- 
cian’s judgment.  .Such  a patient  was  consid- 
ered a treatment  failure  lor  cyclandelate,*  if 
this  event  occurred  after  the  tenth  day  of 
cyclandelate*  medication.  If  it  occurred  prior 
to  that  time,  the  jjatient  was  consitlered  a 
dropout  from  the  study  and  another  patient 
brought  into  the  study  to  make  up  the  total 
of  24  patients.  (By  the.se  criteria  there  were 
one  treatment  failure  and  two  dropouts). 

Division  of  Patients  into 
"Improved"  or  "Worse" 

This  was  done  by  combining  the  results  of 
the  Crichton  Scale,®  the  Brief  Psychiatric  Rat- 
ing Scale,’®  and  the  global  estimate  of  change. 
Patients  who  showed  an  improvement  of  two 
degrees  on  any  of  the  scores  on  either  the 
Crichton  Rating  Scale  or  the  BPRS  were 
placed  in  the  “improved”  group  provided 
that  they  were  not  rated  as  worse  on  any  of 
the  other  scores  or  on  the  global  estimate. 
Those  who  showed  deterioration  of  two  de- 
grees or  more  on  any  of  the  scales  on  either 
the  BPRS  or  the  Crichton  Rating  Scale  were 
rated  as  “w'orse”  provided  that  they  did  not 
show  improvement  on  any  of  the  other  scales 
or  on  the  global  estimate.  (The  treatment 
failure  was  included  in  the  “worse”  group.) 

Patients  who  did  not  come  into  either  of 
these  categories  were  regarded  as  falling  into 
the  intermediate  groiqj  and  are  not  further 


considered  in  the  statistical  results.  (The  tw’o 
dropouts  are  also  not  considered  in  tlie  statis- 
tical results.) 

Results 

Using  the  criteria  indicated,  eleven  patients 
were  judged  as  being  “improved”  and  five 
patients  were  judged  as  being  “worse.”  There 
were  no  significant  differences  between  these 
two  groups  on  the  arteriosclerosis  rating 
scale.  There  was  a tendency  for  patients  with 
absence  of  the  posterior  tibial  pulses  to  fall 
into  the  “improved”  group  although  this  dif- 
ference did  not  reach  the  accepted  level  of 
significance.  None  of  the  other  signs  or  symp- 
toms of  vascular  disease  showed  any  trend. 
Discontinuance  of  phenothiazines  did  not 
affect  the  outcome. 

We  noted  several  significant  differences  be- 
tween the  two  groujjs  on  the  MSER,  which 
wa.s  completed  at  the  outset  of  the  study. 
Generally  there  was  a trend  for  patients  with 
severe  disorientation  and  confusion  as  record- 
ed on  the  M.SER  to  fall  into  the  “worse” 
group.  T-test  on  the  mean  scores  of  the  two 
groups  for  orientation  (time,  ])lace,  person) 
and  recent  memory  showed  the  “w'orse” 
group  w’ere  more  severely  disoriented  for 
time  and  person  and  had  a more  severe  im- 
pairment of  recent  memory  at  the  outset  of 
the  study  than  did  the  “improved”  group. 

The  conventional  case  histories  were  divided 
into  the  “improved”  and  “worse”  groups  and 
these  were  presented  to  an  independent 
physician  who  was  unaware  of  the  nature  of 
the  drug  being  used.  His  impression  was  that 
the  “improved”  group  had  shown  less  severe 
mental  disturbance  at  the  beginning  of  the 
study  than  had  tlie  “worse”  group.  He  did 
not  consider  that  either  of  tlie  two  groups 
showed  any  greater  tendency  than  the  other 
to  have  symptoms  of  cerebral  arteriosclerosis. 

Flushing  was  observed  in  two  patients  in  the 
first  w^eek,  but  was  not  a continuing  problem. 
There  were  no  complaints  of  headache, 
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tingling,  or  excessive  sweating.  Two  patients 
complained  of  epigastric  discomfort  and  a 
feeling  of  acid  fluid  coming  up  to  the  mouth. 
One  patient  was  dropped  from  the  study 
after  three  weeks  because  of  increasing  agita- 
tion. (However,  this  symptom  persisted  after 
discontinuance  of  cyclandalate*.) 

Two  patients  complained  of  being  cold.  This 
occurred  after  they  had  been  on  the  drug  for 
three  weeks  and  was  not  complained  of  after 
the  drug  was  stopped.  One  of  these  two  pa- 
tients was  found  to  have  a low  protein-bound 
iodine  I)ut  otherwise  no  thyroid  abnormality 
or  other  concurrent  illness  was  found  to  ac- 
count for  this  symptom. 

Discussion 

If  it  is  assumed  that  cyclandelale*  is  effective 
in  relieving  psychiatric  symptoms  in  psy- 
chogeriatric  patients,  then  these  results  sug- 
gest that  it  is  most  effective  in  patients  who 
do  not  have  severe  degrees  of  disorientation 
and  memory  loss.  .Signs  or  symptoms  of  arteri- 
osclerosis or  a clinical  picture  suggestive  of 
cerebral  arteriosclerosis  (rather  than  senile 
dementia)  did  not  prove  to  be  a predictor  of 
good  response  to  cyclandelate*.  .Absence  of 
the  posterior  tibial  pulse  in  the  group  of 
good  responders  was  not  significant  and  was 
not  accompanied  by  any  trends  to  good  re- 
sponse in  patients  with  other  signs  or  symp- 
toms of  peripheral  vascular  disease. 

Several  possible  explanations  of  the.se  results 
can  be  suggested.  Perhaps  improvement  is 
more  easily  noticed  in  mildly  ill  cases.  .A 
slight  degree  of  improvement  in  a completely 
confused  mental  patient  might  not  produce 
any  clinically  observable  effects.  The  same 
ratio  of  improvement  in  a jtatient  who  is  not 
yet  completely  out  of  touch  with  the  world 
may  be  more  noticeable  and  more  clinically 
useful. 

It  is  also  possible  that  physical  side  effects 
may  be  more  disturbing  to  a patient  who  is  so 
demented  that  he  is  not  aware  of  what  is 
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happening  to  him.  His  response  to  these  side 
effects  may  be  increasing  agitation,  which 
causes  him  to  be  regarded  as  clinically  worse. 

It  is  probable  that,  even  if  the  evidence  in 
their  favor  is  only  slight,  most  clinicians  will 
continue  to  use  vasodilators  in  the  treatment 
of  mental  disorders  in  the  elderly. 

Good  arguments  may  be  offered  using  unneces- 
sary medication  in  this  age  group.  .Apart  from 
the  possibility  of  unpleasant  side  effects  there 
is  considerable  expenditure  of  nursing  time 
in  administering  medication  to  demented  and 
uncooperative  patients.  It  is,  therefore,  sug- 
gested that  vasodilator  drugs  shoidd  not  be 
used  in  this  group  of  severely  ill  and  severely 
demented  patients.  It  is  also  suggested  that 
the  history  of  stroke,  or  of  signs  or  symptoms 
of  arteriosclerosis,  is  not  a useful  criterion  for 
predicting  response  to  vasodilator  drugs. 

Our  purpose  was  not  to  decide  whether  cy- 
clandelate*  is  an  effective  drug  but  to  decide 
which  patients  it  is  most  suitable  for  psychia- 
trically.  The  results  of  this  study  do  not 
justify  any  conclusions  on  the  effectiveness  of 
cyclandelate.* 

Summary 

.A  single  blind  non-crossover  study  of  the  use 
of  a vasodilator  drug,  cyclandelate,*  in  24 
psychogeriatric  patients  is  described.  Re- 
sponse to  the  drug  was  evaluated  by  means  of 
the  BPR.S,  Crichton  Rating  Scale,  and  a 
global  physician’s  estimate.  The  patients’  con- 
dition at  the  beginning  of  the  trial  was  esti- 
mated by  conventional  case  histories,  the 
MSER,  and  on  .Arteriosclerosis  Rating  Scale. 

Patients  were  divided  into  good  responders 
and  had  responders.  Good  responders  proved 
to  have  had  less  impairment  of  orientation 
and  recent  memory  on  the  -MSER  at  the  out- 
set of  the  stiuly.  Clinical  evidence  of  arterio- 
sclerosis was  not  a usefid  predictive  factor. 
None  of  the  items  on  the  .Arteriosclerosis  Rat- 
ing Scale  had  any  predictive  value. 

The  use  of  vasotlilator  drugs  in  psychogeriat- 
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ric  patients  is  discussed  and  it  is  suggested 
that  they  should  be  reserved  for  patients  not 
showing  the  most  severe  degrees  of  disorienta- 
tion and  confusion  and  that  clinical  evidence 
of  arteriosclerosis  should  not  be  a factor  in 
determining  their  use. 
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Bergen  Pines  Hospital 


Home-Poisoned  Children 


There’s  no  place  like  home  for  accidental 
poisonings.  Wdiat  your  patient  can  do  to 
prevent  accidental  |X)isonings  is  discussed  in 
Protecting  Your  Family  From  Accidental 
Poisoning,  by  .Arthur  S.  Freese.  This  new 
Public  .Affairs  Pamphlet  is  available  for  25 
cents  from  the  Public  Affairs  Committee,  381 
Park  .Avemte  South,  New  A’ork  10016. 

Mr.  Freese  pays  special  attention  to  the  pro- 
tection of  children,  since,  as  he  points  out, 
“toddlers  and  preschoolers  are  the  victims  in 
about  90  per  cent  of  all  accidental  poison- 
ings.” His  advice  is  concise,  practical,  and 
effective.  If,  despite  all  precautions  some- 
thing jxiisonous  is  swallowed,  hold  on  to  the 
remains  of  what’s  been  taken — and  call  for 
help  immediately.  Try  the  doctor  first,  then 
the  local  Poison  Control  Center  or  the  com- 
munity hospital  or  the  police.  Lifesaving 
home  emergency  measures  are  also  reviewed 
in  the  pamphlet  and  summarized  in  a handy 
chart.  Freese  also  covers  several  different 
kinds  of  food  poisoning  which  can  occur  at 
home  and  in  public  eating  places. 

The  final  section  of  the  pamphlet  is  concerned 
with  lead  poisoning  and  with  mercury  pollu- 
tion— two  problems  that  call  for  more  than 
simple  precautionary  home  measures. 


Childhood  lead  poisoning,  Freese  writes,  "is 
especially  prevalent  in  neighborhoods  of  de- 
teriorating housing.  And  this  poisoning  can 
be  eliminated  when  society  is  ready  to  commit 
the  money  for  correcting  the  conditions  that 
cause  it.  . . Most  serious  of  the  effects  of  lead 
poi.soning  is  damage  to  the  central  nervous 
system.  Parents  in  old  housing  must  make 
eveiy  effort  to  keep  their  children  from  con- 
tact with  old  paint  flakes.  But  obviously  what 
is  urgently  needed — along  with  more  regular 
programs  of  detection  and  diagnosis — are  pre- 
ventive programs  to  cover  up  old  lead  paint 
and  plaster.” 

Mercury  pollution,  much  in  the  news  recent- 
ly, is  another  problem  that  requires  com- 
munity action,  for  it  is  "an  intolerable  threat 
to  . . . health  and  safety  . . 

Freese  alerts  the  reader  to  other  dangerous 
metals,  and  warns  that  containers  made  with 
zinc,  antimony,  cadmium,  or  lead  should  be 
avoided.  Unglazed  pottery  used  for  cooking 
or  serving  has  also  been  considered  a source 
of  lead  poisoning.  And  because  lead  has  been 
used  to  coat  plastic  beads  and  other  jewelry 
to  simulate  pearls,  Freese  urges  that  you  not 
let  "children  put  these  into  their  mouths, 
and  avoid  doing  so  yourself.” 
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Ill  the  coronary  ischemic 
patient  on  cerebral  or 
peripheral  vasodilator  therapy 

I ,,  no  treatment 
conflict 
iycported 


WSOdLAN 


the  compatible  vasodilator 


• may  be  used  in  your  patients  with 
coronary  insufficiency. 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  diabetes, 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators''^  have  reported  favorably  on  the  effects  of  isoxsuprine. Effects  have  been  dem- 
onstrated both  by  objective  measurement' ' and  observation  of  clinical  improvement.''* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud's  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition;  V.\sodTlan  tablets,  isoxsuprine  HCl  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  ( 1)  Clarkson, 
I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr. : Angiology  75:70-74  (Feb.)  1964.  (3)  Dhry- 
miotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res;  ■7:124-128 
(April)  1962.  (4)  Whittier,  J.  R. : Angiology  75 :82-87  (Feb.)  1964. 
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LABORATORIES' 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

' Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

. " V'  ■ • 397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 

Pioneers  in  Geriatric  Research 

DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


V 


(diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications;  Concurrently  with  MAO  Inhibitors,  In  patients  hypersensitive  to 
this  dru9;  in  emotionolly  unstoble  potients  susceptible  to  drug  obuse. 

Wornin  g:  Although  generally  safer  thon  the  omphetomines.  use  with  greot  coution  in 
patients  with  seve^’e  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing  first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorety  severe  enough  to  require  discontinuotlon  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  refotiveiy  low  Incidence.  As  is  chorocterlstic  of  sympothomimetic  ogents,  it  moy 
occosionolly  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  onxiety. 


end  jitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  increose  in  convulsive  episodes  hos  been  reported.  Sympothomimetic  cordio- 
voscu/or  effects  reported  Include  ones  such  os  tachycordlo,  precordlol  pain, 
orrhythmio,  polpitotion,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  chonges  In  the  ECG  of  o heolthy  young  mole  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  wos  on  isoloted  experience,  which  hos  not  been 
reported  by  others.  Affergic  pfienomeno  reported  include  such  conditions  os  rash, 
urticoria,  ecchymosis.  ond  erythema.  Gostrointestinof  effects  such  os  dlorrheo, 
constipotion,  nouseo,  vomiting,  ond  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoletic  system  Include  two  each  of  bone  morrow 
depression,  ogronulocytosis,  ond  leukopenia.  A voriety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspneo.  menstruol  upset,  hoir  loss,  muscle  poin,  decreased 
libido,  dysurio,  ond  polyurlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  tablet 
doily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  dally,  one  hour  before  meols.  If  desired,  on  odditional  tablet  moy  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended.  t-’0’/4/7i/o  s ►atcnt  no  s ooi  910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains.-  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  assocloted  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  orteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  moy  produce  Intestinal  cromps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  ond  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bonces  occur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dosage  moy  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 
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(quinine  sulfote  260  mg.,  ominophylllne  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Xew  electronic  methods  have  made  possible  better 
understanding  of  pressure,  flow,  and  volume  relation- 
ships of  the  chest/lungs  system.  Dr.  Cohen  here  de- 
scribes these  technics  in  office  and  outpatient  evalua- 
tion. 


Diagnostic  Procedures  in 
Pulmonary  Disease* 


Burton  M.  Cohen,  M.D./Elizabeth 

Although  only  lately  has  clinical  lung  physi- 
ology  joined  what  Himsworth^  calls  “develop- 
ment toward  certainty  and  precision,”  the 
central  role  of  respiration  has  been  recognized 
since  Hippocrates.^  Newer  diagnostic  airways 
technics,  fully  applicable  to  the  office  practice 
of  internal  medicine,®  have  also  made  clinical 
research  for  ambulatory  patient  care  a reality. 

The  artificial  gymnastics  of  conventional 
spircxnetric  testing  do  not  yield  the  most  sensi- 
tive, precise,  or  complete  definition  of  the 

I AIU.E  I 
Glossary 


C compliance  (given  in  cc/cin  HjO) 


c, 

Compliance  of  lung  (pulmonary) 

(or  C„)  Compliance  of  thorax 

R resistance  (given  in  cm  HjO/l/sec) 

R„.w 

Resistance  of  upper  airway 

R.aw 

Resistance  of  lower  airway 

R.w  (R.) 

Total  airway  resistance 

Ru  (R.i) 

Resistance  of  lung  tissue 

Rc,  (Ro) 

Resistance  of  the  chest  wall 

R. 

Total  Pulmonary  Resistance 

R 

Total  Respiratory  Resistance 

G (G,„)  conductance  (given  in  1/sec/cm  H^O) 

sR,„.  (sR.)  Specific  Airway  Resistance 
sG,,,  (sG,)  zr:  Specific  Conductance 


EI’P  Equal  pressure  points:  where  pressure  within 
the  airway  is  equal  to  pleural  pressure 
R„,  Upstream  Segment  (Peripheral)  : resistance  of 
those  airways  running  from  the  alveolus  to 
the  EPP  with  static  recoil  pressure  as  the 
driving  force 

Rj,  Downstream  Segjment  (Central)  : resistance  of 
those  airways  running  from  the  EPP  to  the 
mouth,  with  the  difference  between  the 
alveolar  pressure  and  the  static  recoil  pres- 
sure as  the  driving  force. 


forces  needed  to  overcome  the  resistance  to 
movement  of  the  lungs  and  thorax.^'^®  As  the 
newer  methods  have  disclosed  the  contribu- 
tions of  lung  tissues,  chest  wall,  and  upper 
and  lower  airways  to  total  breathing  resist- 
ance, a contemporary  pulmonary  terminology 
has  evolved  (Table  I).  “Resistance”  is  the 
term  properly  used  to  sjjeak  of  the  important 
pressure,  volume,  and  How  interrelationships 
calculated  during  respiratory  motion,^^  al- 
though its  reciprocal  “conductance”  is  be- 
coming as  popular.  When  both  these  measure- 
ments are  correlated  with  the  specific  volume 
of  thoracic  gas  at  which  they  w'ere  recorded, 
the  terms  “Specific  Airway  Resistance”  and 
“Specific  Conductance,”  are  used. 

Two  physiologic  segments  of  ainvay  resistance 
derive  from  the  concept  of  “Equal  Pressure 
Points”  (EPP),  the  sites  where  the  pressure 
within  the  airway  equals  the  pleural  pressure. 
At  the  end  of  forced  expiration,  despite  very 
high  pressures  developed  at  the  pleural  lung 
surface,  the  lungs  still  contain  large  amounts 
of  air,  something  explicable  by  air  trapping 
due  to  complete  closure  of  part  of  the  tracheo- 
bronchial tree.  This  air  which  remains  (even 
if  one  cannulates  a bronchus)  is  presumably 
sequestered  by  closure  of  the  small  airways, 
probably  at  the  level  of  the  respiratory 
bronchioles.  During  forced  exhalation  lung 
volume  decreases,  the  traction  exerted  by  elas- 
tic and  collagenous  fibers  on  the  small  airways 


• Presented  at  the  New  Jersey  Chapter,  American  Col- 
lege of  Physicians,  Trenton,  November  11,  1970.  Dr. 
Cohen  is  Associate  Professor  of  Clinical  Nfedicine,  Col- 
lege of  Medicine  and  Dentistry  of  New  Jersey  at 
Newark. 
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diminishes,  and  airway  diameter  is  reduced. 
The  decrease  in  airway  caliber  causes  a rise  in 
resistance  offered  by  the  airw'ays  to  the  ffow  of 
gas  from  the  alveoli,  resulting  in  a progressive 
drop  in  intraluminal  pressure  relative  to 
alveolar  pressure.  The  airways  collapse  when 
the  joint  attempt  of  intraluminal  pressure  and 


the  traction  exerted  on  the  airways  walls  is 
insufficient  to  keep  them  open.  “Residual 
Volume”  is  now  considered  as  the  amount  of 
air  left  in  the  chest  at  the  end  of  forced  ex- 
piration when  airways  closure  prevents  fur- 
ther exhalation.  Residual  Volume  falls  when 
fibrous  traction  on  the  airways  walls  is  in- 


R©  \ 
Rn 


Rd$  Rus 

\ / 


uaw  : + •'I  aw  “ 


RESPIRATORY  PARTITIONS 


R 


aw  I 


+ 


R|f  = R| 

+ 

Rcw  — R 

Figure  1— Schema  o£  resisLance  measurements  in  respiratory  physiology.  R„  represents  resistance  measureil 
during  oral  breathing,  and  R„  represents  resistance  measured  during  nasal  breathing.  R„,„  and  R^w  repre- 
sent resistances  of  the  upper  and  lower  airways,  respectively;  these  total  R,,.,  R^,,  and  R„s  represent  the 
downstream  ami  upstream  resistances,  respectively.  Rj,  represents  resistance  of  the  lung  tissues,  R,  represents 
total  pulmonary  resistance,  R^^  stands  for  chest  wall  resistance  and  R for  total  respiratory  resistance. 


Figure  2— Mean  numerical  values  in  cm  ILO/l/sec.  for 
representative  respiratory  resistances  tabulated  from  the 
literature.  Symbol  designations  are  those  explained  in 
the  caption  of  Figure  1. 


creased,  as  in  lung  fibrosis,  and  rises  when 
the  tension  on  the  walls  is  diminished,  as  in 
the  senile  and  obstructive  emphysemas.  Re- 
sistance is  classified  as  that  in  the  "upstream 
segment” — those  airways  running  from  the 
alveolus  to  the  EPP,  where  static  recoil  pres- 
sure is  the  driving  force,  and  as  that  in  the 
“downstream  segment”— comprising  the  air- 
ways running  from  the  EPP  to  the  mouth, 
where  the  difference  between  alveolar  and 
static  recoil  pressures  is  the  driving  force. 
These  have  been  called  “peripheral”  and 
“central”  resistances,  and  conditions  affecting 
them  separately  categorized  as  “.small”  and 
“large”  airw'ays  diseases. 

schema  has  been  developed  incorporating 
these  major  resistance  compartments,  or 
“partitions,”  and  includes  designations  as  to 
whether  these  were  calculated  during  oral 
(R„)  or  nasal  (Rn)  breathing  (Figure  1).  .All 
mean  resistance  values,  and  their  relative 
contribution  to  total  pulmonary  and  respira- 
tory resistances,  are  only  tentative  (Figure  2) 
because  few  investigators  have  done  simul- 
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taneous  or  sequential  determinations  of  all 
indices  in  the  same  patients,  or  in  more  than 
a handful  of  patients,  and  some  of  the  perti- 
nent literature  is  unclear  as  to  the  particular 
component  or  combination  of  resistances 
actually  calculatedd^  Although  direct  values 
for  measurement  of  lung  tissue  and  chest  wall 
resistance,  as  for  compliance,  require  pleural 
or  tracheal  punctures  or  esophageal  intuba- 
tion and  are  clearly  unsuitable  for  evaluation 
of  office  patients,  the  major  part  of  respiratory 
resistance  can  be  determined  without  such 
“invasive”  technics. 

The  most  familiar  approach  measures  airway 
resistance  with  either  a volume  or  pressure 
body  plethysmograph.  \Vdien  a subject  sits 
within  the  air-tight  “body  box,”  changes  in 
his  intra-alveolar  pressure  during  breathing 
cause  proportional  volume  and  pressure 
changes  within  the  chamber.  These  altera- 
tions, and  those  of  his  mouth  pressure  and 
flow  sensed  bv  instruments  mounted  at  the 
breathing  mask,  are  inscribed  as  How-volume 
and  pressure-volume  loops  on  the  face  of  an 
oscilloscope  connected  through  electronic 
amplification.  Resistance  calculations  are 
made  during  shallow  panting;  during  one 
such  maneuver,  a shutter  valve  occludes  the 
moutlipiece  for  a few  seconds,  and,  as  the  sub- 
ject continues  panting,  mouth  and  alveolar 
pressure  become  virtually  identical.  The  rela- 
tionship between  mouth  and  ]jlethysmograph 
pressures  is  shown  as  a sloped  line  on  the 
oscilloscope  screen.  Resistance  is  calcidated 
from  these  traces  according  to  formulae,'"  or 
can  be  conveniently  read  directly  Avith  a cali- 
brated disc  attachment  for  the  tube  face.t 
The  curves  are  photographed  for  retention 
and  revieAv.  Our  five-year  experience  with  the 
plethysmograph  confinns  the  ease  tvith  which 
even  tvheezing,  breathless,  severely  handi- 
capped patients  are  able  to  cooperate  and 
coordinate  with  the  technics.  Claustrophobia 
has  been  an  infrequent  contraindication. 

Practically,  airway  resistance  measurements 
differentiate  bettveen  the  responses  of  popu- 
lations and  individuals  to  a variety  of  both 
bronchoconstrictor  and  bronchodilator 


stimuli  with  great  sensitivity'®  -®  and  reveal 
breathing  abnormalities  when  standard  forced 
vital  capacity  tests  are  not  helpful.  In  one 
United  Kingdom  experience,^®  these  were  the 
only  measurements  from  a comprehensive 
screening  batten’  that  could  distinguish  the 
effects  of  varying  levels  of  air  pollution  on  the 
breathing  of  the  inhabitants  of  two  towns. 

Resistance  changes  are  more  likely  to  parallel 
the  clinical  condition  of  the  patient  than  are 
the  derivatives  of  spirometiy’,  finally  resolving 
the  paradox  of  symptomatic  betterment  of 
individuals  tvhose  vital  capacity  determinants 
were  “fixed,”  something  attributed  formerly 
to  psychosomatic,  rather  than  real  changes. 
W'hile  some  think  that  spirographic  indices 
are  in  good  general  agreement  rvith  airways 
resistance  figures®®,  most  workers  hold  that 
this  relationship  is  not  valid,  and  that  it  may 
be  inappropriate,  on  both  statistical  and 
physiologic  grounds,  to  attempt  a correla- 
tion.®' Plethysmograjjh  testing  docs  not  alter 
or  distort  the  ven’  factors  being  measured,  a 
definite  handicap  of  forced  expiratory  meas- 
urements.®®®' In  addition  to  airway  resistance 
and  conductance  sensitivity  to  functional  and 
clinical  status  changes,  alterations  in  their 
values  may  antici])ate  and  precede  major 
deterioration  in  patient  well-being.®® 

The  plethvsmograph  also  measures  the  func- 
tional residual  capacity  of  the  lungs  Avith 
great  accuracv®®.  The  “volume  of  thoracic 
gas”  so  recorded  is  greater  than  that  calcu- 
lated from  gas  dilution  methods  tor  those 
Avith  obstructiAe  airAvays  diseases,  and  is  closest 
to  x-ray  estimates  of  lung  capacity  made  in 
the  same  patients.  The  numerical  difference 
betAveen  “body  box”  and  dilution  estimates 
is  often  cited  as  another  index  of  “air 
trapping”®'";  after  therapy,  the  values  ob- 
tained by  the  three  methods  begin  to  approach 
one  another. 

.AirAvay  resistance  figures  are  more  valuable 
if  they  are  related  to  the  volume  of  thoracic 
gas.'®  '®  \Vhile  airtvay  resistance  falls  as  lung 

fCenerously  made  available  to  us  by  Dr.  Domingo 
.Aviado,  School  of  Medicine,  University  of  I’ennsyl- 
vania. 
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volume  increases  in  normal  individuals,  in 
patients  with  chronic  obstructive  lung  disease 
resistance  rises  rapidly  as  the  lung  becomes 
progressively  hyperinflatedd®-*®  The  use  o£ 
Specific  Airway  Resistance  and  Specific  Con- 
ductance data,  taking  account  of  the  volume 
and  resistance  changes,  smooths  out  the  vari- 
ability of  lung  test  figures  which  are  so 
common,  and  allows  consistently  accurate 
estimates  of  airways  changes,  while  standard 
spirometric  determinants  are  influenced  in 
only  65  to  70  per  cent  of  such  instances,®®  ®® 
wdth  a lone  dissent.®® 

The  dichotomy  between  the  responses  of  the 
plethysmograph  and  the  spirometer  may,  in 
part,  be  a matter  of  inherent  sensitivity  dif- 
ferences in  the  apparatus.  These  two  methods 
are  probably  recording  events  in  tw’o  different 
parts  of  the  bronchial  tree,  the  upstream  and 
downstream  segments,  rather  than  in  the 
same  site.  If  one  gives  isoproterenol  to  normal 
subjects,  their  airway  resistance  falls,  while 
forced  expiratory  volume  and  exjriratory  flow 
rate  tests  are  unchanged.®^  Normal  airway 
resistance  and  decreased  maximum  exjriratory 
flow  rates  have  been  reported  in  chronic  ob- 
structive lung  disease  (“emphysema  wdth  little 
airways  obstruction’’),®®’®®  in  alj:)ha-l -antitryp- 
sin deficiency,®^  and  in  the  asymptomatic 
pha.se  of  asthma,®®  as  w^ell  as  in  papain-in- 
duced emjrhysema  in  the  hamster.®”  Converse- 
ly airw’ay  resistance  can  be  elevated  in  the  pres- 
ence of  obstructing  lesions  of  the  larynx  and 
trachea,  although  forced  vital  cajracity  tests 
remain  normal.®®  Resistance  figures  probably 
reflect  the  behavior  of  the  large  intra-  and 
extra-thoracic  airways  (“central”  or  “down- 
stream”), wdiile  forced  expiratory  tests  “clearly 
reflect  a complex  interplay  among  airway 
geometry,  airway  compliance  or  compressi- 
bility, and  lung  elastic  recoil”®^  (“perijiheral” 
or  “downstream”). ®2'®’’  The  most  comprehen- 
sive approach  would  include  forced  vital 
capacity  and  plethysmographic  estimates  made 
in  concert  in  the  same  patient.  From  an 
epidemiologic  and  preventive  medical  stand- 
point, the  optimal  stage  to  begin  the  treat- 
ment of  obstructive  lung  disease  is  the  point 
at  wdiich  airway  resistance  is  elevated,  but  the 


spirogram  is  still  normal. 

The  oscilloscope  photographs  are  informative. 
The  normal  flow-volume  curve  is  a narrow, 
elongated  loop  or  .S-curve.  The  trace  in  re- 
strictive disease  is  normal  in  contour,  but 
much  shorter  in  length.  Bizarre  traces  are 
inscribed  in  the  obstructive  airways  diseases 
and  show  (1)  rotation  of  the  loop  clockwise, 
(2)  widening  along  the  volume  axis,  (3)  “fig- 
ure-of-eight” contours,  (4)  exaggeration  of  the 
normal  sigmoid  curve,  and  (5)  a terminal, 
end-inspiratory  projection,  in  various  combi- 
nations.®®'"^ These  abnormalities  are  reversed, 
or  become  less  pronounced,  with  effective 
treatment. 

Determination  of  nasal  airways  resistance  has 
been  made  possible  by  the  availability  of 
complex,  sensitive  electronic  apparatus  dur- 
ing the  past  decade."^’"®  The  “anterior  rhino- 
metric”  approaches  are  not  wddely  used,  be- 
cause of  technical  factors,  although  Stoksted 
and  his  group  have  applied  this  method 
extensively.'^-^"  Modifications  of  the  older, 
“posterior  rhinometric,”  techniques  of  Spiess"® 
are  more  convenient.  One  method  derives 
nasal  flow  resistance  values  from  the  differ- 
ences between  the  values  recorded  during 
nasal  and  oral  breathing  of  subjects  in  the 
plethysmograph.^®-®!  Another  employs  oral  or 
oro-nasal  masks  and  small-caliber  tubes  passed 
between  the  closed  lips  over  the  tongue  to 
sense  changes  in  the  oral  pharynx. ®®'*!  Nasal 
resistance  data  from  these  two  metliods  are  in 
good  general  agreement  in  the  same  popula- 
tion and  from  laborator)’  to  laboratory.  These 
determinations  should  be  recorded  at  a speci- 
fied, uniform  flow  rate,  although  critical  data 
can  be  obtained  by  estimates  of  nasal  patency 
depending  only  upon  pressure  changes.®®®® 
One  can  determine  the  contribution  of  each 
nasal  passage  to  total  nasal  resistance  as  well 
as  the  contribution  of  nasal  resistance  to  air- 
ways, total  pulmonar)'  and  total  respiratory 
resistances.  The  nasal  resistance  generally  is 
responsible  for  47  to  62  per  cent  of  total  air- 
ways resistance  during  nose  breathing,  and 
while  normal  subjects  can  generally  compen- 
sate for  nasal  obstruction  by  a powerful  pul- 
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monaiT  action,  month  Ijreathing  may  occur, 
even  if  the  nasal  passages  are  normal,  if  lung 
function  is  reduced  by  heart  or  [julmonary 
disease.®^'®-  Observations  documenting  the 
profound  repercussion  upon  lung  function 
and  the  work  of  breathing  from  abnormalities 
in  the  nose  or  nasal  inhalation  of  irritants  has 
suggested  the  existence  of  a nasal-pulmonar)' 
reflex  arc.®®'®®  This  neural  reflex  hypothesis 
is  supported  by  evidences  of  rises  in  lower 
airways  resistance  after  the  stimulation  of 
receptor  sites  in  the  nose  and  nasopharynx,®® 
by  changes  in  nasal  patency  after  exercise, 
with®'  or  without  autonomic  stimulation  and 
blockade,®*  and  from  nasal  blood  vessel  re- 
sponsiveness to  drugs  and  interruption  of  the 
cervical  sympathetic  nerve  supply.®®  Nolte 
and  Ulmer^®®  and  the  author^®'-'®®  have  dem- 
onstrated that  resistance  to  nasal  airflow  is 
commonly  high  in  patients  with  emphysema 
and  bronchitis,  adding  a further  burden  to 
the  breathing  restrictions  from  the  pulmonary 
ailment.  If  these  patients  are  treated  with 
phenylephrine,  either  as  nose  drops  or  spray, 
or  combined  with  isoproterenol  for  mouth 
inhalation,  one  observes  a greater  improve- 
ment in  nasal,  lower  airways  and  total  re- 
sistances, than  if  isoproterenol  alone  was 
inhaled.  Patients  with  obstructive  airways 
diseases,  like  the  astronauts,  will  probably 
breathe  more  easily  if  their  nasal  passages, 
as  well  as  their  lower  airways,  receive  active 
therapy. 

Nasal  flow  technics  are  more  accurate  in  clini- 
cal drug  trials  which  have  usually  relied 
largely  on  patient  estimates  of  their  own  dis- 
comfort and  relief  of  symptoms,  or  upon  the 
attempts  of  highly  trained  observers  to  “score” 
the  state  of  the  nasal  passages  and  their 
secret  ions. Nasal  resistance  measure- 
ments can  distinguish  the  relative  potency  of 
drugs  with  an  accuracy  far  superior  to  these 
traditional  clinical  notations,'®  and  have  yet 
to  demonstrate  adverse  “rebound”  effects  fol- 
lowing nasal  decongestant  drugs. 

Total  respiratory  resistance,  of  which  the 
lower  and  nasal  airways  segments  form  the 


greater  portion,  and  the  lung  tissue  and  chest 
wall  elements  the  remainder,  is  useful  lor  the 
evaluation  of  acutely  ill,  bcdbound,  anes- 
thetized subjects  in  hospital  and  for  uncoop- 
erative or  claustrophobic  patients  or  small 
children,  situations  in  which  the  jdiysical 
attributes  of  the  body  chamber  prevent  its 
iKse.  I'he  most  convenient  method,  the  oscilla- 
tion technic  of  Du  Hois,*®®  has  received  both 
laboratory  animaP®®'”'  and  human’*®'*"  trial. 

r 

Measurements  are  made  by  applying  j)ressure 
oscillations  at  the  mouth  of  the  subject  at  the 
approximate  resonant  frecjuency  of  the  res- 
piratory system  (usually  .'i-fi  cps);  at  resonance 
the  pressure  needed  to  overcome  inertia,  and 
that  needed  to  overcome  elastic  recoil,  are  of 
equal  magnitude,  but  opposite  sign,  so  that 
mechanical  imjjedance  becomes  purely  flow- 
resistive."®'"'  The  rapid  pressure  waves  are 
produced  by  a woofer-speaker  driven  by  a low 
frequency  power  amplifier;  the  flow  and  pres- 
sure signals  generated  at  the  mouth  are  ampli- 
fied, displayed  on  the  pre-calibrated  axes  of 
the  oscilloscope,  and  photographed.  The 
angles  of  the  oscillation  waves  are  measured 
from  the  photographs  at  the  points  where  in- 
spiratory and  expiratory  flow  rates  of  0..51 
per  second  are  attained,  and  the  readings 
translated  into  resistance  figures  rvith  a cali- 
bration graph. This  method  may  discrimi-, 
nate  best  betw'een  nonnal  subjects  and  those 
with  pulmonary  problems  tvhen  the  resist- 
ances are  calculated  during  inspiration,  at 
frequencies  less  than  5 cps  and  with  meticu- 
lous attention  to  methodology.*®’’*®®'"®  Like 
airway  resistance,  total  respiratory  resistance 
is  a more  meaningful  estimate  when  it  is  cor- 
rected for  the  volume  of  thoracic  gas  of  the 
subject,"®'"*  a correction  that  also  enhances 
the  precision  of  trials  of  bronchodilator 
drugs."®  Although  the  author  uses  plethys- 
mographic  data  to  derive  thoracic  gas  vol- 
umes, the  same  type  of  information  can  be 
derived  from  measurements  of  cliest  X-rays 
taken  at  maximum  inspiration."®  *®*  \’olume 
correction  by  one  or  the  other  method  is 
mandatory,  if  the  current  apparatus  being 
marketed  to  record  total  respiratory  resistance 
in  epidemiologic  studies,  office  diagnosis  and 
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(liniral  drug  studies  is  to  have  real  value. 

Lower  airways,  nasal  flow  and  total  respiratory 
resistance  measurements  can  be  obtained,  with 
duplicate  check  determinations,  in  20  to  30 
minutes  in  untrained  subjects.  Esophageal, 
nasal  and  pharyngeal  intubation,  or  tracheal 
and  pleural  punctures,  are  not  needed.  Once 
the  apparatus  is  acquired,  maintenance  costs 
are  minimal.  The  entire  “resistance  labora- 
tory” fits  comfortablv  into  a room  of  6 by  9 
foot  dimensions.  Once  inaugurated,  these  pro- 
cedures yield  practical  information  for  esti- 
mates of  disability  and  impairment  and  the 
impact  of  treatment  in  modifying  the  natural 
history  of  chronic  obstructive  lung  disorders. 

Summary 

Although  conventional  respirometry  is  useful 
and  informative,  newer  sensitive  electronic 
methods  have  made  possible  better  under- 
standing of  pressure,  flow  and  volume  rela- 
tionships of  the  chest/lungs  system.  While 
certain  segments  of  the  resistance  diagram 


require  airway  or  esophageal  intubation  or 
tracheal  or  pleural  puncture,  investigation  of 
total  respiratory  resistance  and  the  nasal  and 
lower  airways  segments  utilizes  “non-invasive” 
technics  suitable  for  office  and  out-clinic 
evaluation.  Appreciation  of  altered  nasal 
physiology,  particularly  in  obstructive  respira- 
tory di.sorders,  suggests  important  additional 
approaches  to  the  treatment  of  patients  with 
these  breathing  handicaps.  Utilization  of  re- 
sistance figures  is  the  most  satisfactory  way  to 
differentiate  between  normal  individuals  and 
those  with  pulmonar)'  problems,  and  to  judge 
responses  to  a wide  variety  of  airway-active 
stimuli,  medical  and  surgical  therapies.  Con- 
siderations of  space,  economics  and  the  value 
of  the  data  derived  support  the  practicability 
of  these  procedures  for  routine  clinical  use  by 
the  internist,  pediatrician,  allergist,  anesthesi- 
ologist and  thoracic  surgeon. 

The  author  will  be  glad  to  supply  the  bibliography 
upon  request  of  any  interested  reader.  Please  address 
him  at  230  IVest  Jersey  Street,  Elizabeth,  Neiu  Jersey 
07202. 


230  West  Jersey  Street 


New  Hepatitis  Suspect  Registry 


Ihe  American  National  Red  Cross  Blood 
Program  has  developed  a hepatitis  suspect 
registry  using  automatic  data  processing 
methods  to  identify  suspected  carriers  of  hep- 
atitis. Dr.  T.  J.  Greenwalt,  national  medical 
director  of  the  Red  Cross  Blood  Program,  has 
explained  that  the  registry  will  ultimately 
contain  identities  ol  blood  donors  known  to 
the  Red  Cross  suspected  of  being  carriers  of 
hepatitis.  This  list  will  be  made  available  to 
other  blorxl  collection  facilities  on  re(]uest. 
Even  though  the  Red  Cross  accepts  only 
voluntary  donations,  some  individuals  may  be 
unaware  that  their  blood  could  transmit  hep- 
atitis. Purpose  of  the  registry  is  to  provide 
additional  means  for  determining  whether 
certain  blood  donors  should  not  lie  accepted 
because  of  the  risk  of  transmitting  hepatitis. 

\ tnaster  file  at  the  Red  Cross  data  jtrocessing 
center  contains  coded  identification  of  all  De- 
troit area  blootl  donors  suspected  of  being 


carriers  of  hepatitis,  a type  of  liver  disease. 
This  confidential  list  was  compiled  through 
names  submitted  to  the  Detroit  Red  Cross 
medical  director  by  hospitals  and  through 
names  of  suspected  hejtatitis  donors  known  to 
the  Red  Cross.  Such  donors  on  this  list  have 
already  been  notified.  The  Michigan  Chapter 
transmits  coded  data  on  all  Red  Cross  Blood 
donors  in  the  region  to  the  Virginia  com- 
jniter  center  which  electronically  checks  each 
against  the  hepatitis  registry.  When  a match 
is  made  the  computer  indicates  that  the 
blood  should  not  be  used.  This  information 
is  relayed  and  the  donor  is  advised. 

The  registry  soon  will  be  exjjanded  to  in- 
clude the  identity  of  hejiatitis  suspects  volun- 
tarily submitted  by  community  blood  banks 
and  hospitals.  .Any  non-Red  Cross  blood  col- 
lection facility  may  use  the  registry  now  being 
developed  by  the  Red  Cross  for  the  inclusion 
of  the  identities  of  hepatitis  suspects. 
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This  up-to-date  monograph  answers  many  of  the 
questions  about  contraceptives. 


The  Present  Status 
of  Contraception* 


Lewis  E.  Savel,  M.D./South  Orange 

Contraceptive  methods  currently  available, 
presently  prescribed,  and  frecjuently  used  in- 
clude the  following:  coitus  interruptus,  post- 
coital  douche,  spermicides,  condom,  dia- 
phragm, rhythm,  oral  contraceptives,  intra- 
uterine devices,  and  surgical  sterilization.  The 
advantages,  disadvantages,  indications,  con- 
traindications, and  effectiveness  are  here  re- 
viewed for  each  method.  Regardless  of  the 
statistical  effectiveness  of  any  method,  one 
cardinal  principle  of  choice  must  always  be 
the  esthetic  acceptability  to  the  individuals 
who  will  use  it. 

Coitus  Interruptus 

The  withdrawal  of  the  penis  before  ejacula- 
tion (coitus  interruptus)  is  an  old  method 
still  being  used  in  some  places.  In  a 19.55 
study,^  it  appeared  that  15  per  cent  of  the 
couples  had  used  it  at  some  time  and  7 
per  cent  Asere  using  tvithdratval  most  re- 
cently. In  England,  it  tvas  found'  that  20  per 
cent  had  never  used  anything  else  and  19  per 
cent  had  reverted  to  it  after  trving  other 
methods.'  The  method  is  not  popular  in  the 
United  States  now  but  is  still  used  consid- 
erably in  Europe  and  the  Near  East.-  Its 
effectiveness  (referring  to  pregnancy  rate)  is 
less  than  when  mechanical  and  spermicidal 
contraceptives  are  used.-  Eailures  are  related 
to  the  escape  of  sperm  from  the  penis  before 
ejaculation.  The  over  all  failure  rate®  is  12-38 
per  cent.  Coitus  interruptus  has  distinct  dis- 
advantages. One  is  that  it  interferes  tvith 
sexual  relations,  demanding  self-control  on 
the  part  of  the  male  and  is  unfavorable  for 
female  orgasm.  .Also  it  requires  physiological 


and  emotional  discipline,  and,  in  a sense,  it  is 
“messy.”' 

Post-Coital  Douche 

The  post-coital  douche  attempts  to  remove 
the  semen  from  the  vagina  mechanically.  The 
addition  of  vinegar  or  one  of  the  commercial 
douche  mixtures  to  the  tvater  hopefully  im- 
proves the  effectiveness  of  the  douche.®  In  the 
United  .States  this  method  is  used  only  among 
the  jx>or  and  uneducated.®  Deaths  have  been 
reported  from  the  use  of  carbonated  beverages 
as  post-coital  douches.  The  only  reasonable 
use  of  the  post-coital  douche  is  as  an  emer- 
gency measure  if  a condom  breaks.  .\s  a 
method  it  is  inconvenient  and  ineffective;  it  is 
the  least  effective  of  all  methods.®  Sperm  are 
found  in  the  cen  ical  mucus  within  90  seconds 
after  ejaculation.  This  hardly  allows  time  for 
prevention  of  pregnancy  by  post-coital  douch- 
ing. Moreover,  the  antiseptics  added  to  the 
douche  often  burn  the  vaginal  mucosa  and 
damage  the  vaginal  flora. 

Spermicides 

Spermicides  include  the  jellies,  creams, 
foams,  and  suppositories  used  alone  to  im- 
mobilize the  sperm  on  contact.  These  are 
simple  to  use,  require  no  medical  examina- 
tion, and  are  relatively  inexpensive.  However, 
only  the  foams  are  used  to  any  significant 
degree  in  the  United  States.®  The  vaginal 
leakage  and  excess  lubrication,  which  prompts 
the  frequent  referral  to  these  methods  as 
“gieasy  kid  stuff,”  are  significant  deterrents  to 

• Read  before  the  Section  on  Obstetrics  and  Gyne- 
cology,  205th  .Annual  Meeting,  The  Medical  Society  of 
New  Jersey,  .Atlantic  City,  Mav  16,  1971. 
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its  use.  Foams,  however,  are  the  most  effective 
form  of  spermicitie,  but  all  are  considerably 
less  effecti\e  than  when  combined  with  a dia- 
phragm.- The  vaginal  foam  yields  29  preg- 
nancies per  100  women  years.^  The  creams 
and  jellies  result  in  37  pregnancies  per  100 
women  years. ^ 

In  1965,  2 per  cent  of  the  patients  surveyed 
were  using  a spermicide  alone.^  Deterrents  to 
its  use  Avere  its  messiness,  the  incidence  of 
vaginal  irritation  or  inflammation,  and  the 
clock  watching  that  was  necessary  to  fall  with- 
in the  limited  time  of  effectiveness. 

Condom 

The  condom  is  effective  though  it  fails  Avhen 
it  tears  or  slips  off  during  intercourse.  Couples 
Avho  use  the  condom  liaA'e  a failure  rate  of  6 
to  20  per  cent.®  .Vdditionally,  and  of  impor- 
tance, is  the  fact  that  the  condom  prevents  the 
transmission  of  Aenereal  disease.®  Forty-three 
])er  cent  of  a group  surAeyed  in  1955  had  used 
the  condom  at  some  time  during  their  mar- 
riage; in  1965  a similar  query  revealed  a 42  per 
cent  utilization  at  some  time.^’ ® In  1955,  25 
per  cent  of  the  patients  rejAorted  the  condom 
as  the  most  recent  methoAl  used;  in  1965,  the 
figure  Avas  18  per  cent.^- ® Definite  disadAan- 
tages  to  the  use  of  this  method  are  the  inter- 
ruption of  the  sexual  act  to  put  on  the  con- 
dom, the  .sensation  of  the  sheath  felt  during 
coitus,  and  the  irritation  from  the  material 
ol  the  condom  or  from  the  jAOAvder  on  it.* 

Diaphragm 

I he  mechanical  barrier  of  the  vaginal  dia- 
|)hragm  alone  is  really  not  an  elfectiAe  con- 
traceptive. The  addition  of  a spermicidal 
cream  or  jelly  to  the  dia])hragm,  serving  as  a 
lubricant  as  Avell  as  a spennicide,  makes  the 
combination  effective.  Ideally,  a properly 
fitted  diajjhragm  Avith  a cream  or  jelly  should 
result  in  only  2 to  3 pregnancies  ])er  100 
Avomen  years.  In  fact,  the  method  has  about 
10  pregnan'  ies  per  100.®'  ® Failures  are  gener- 
ally related  to  incorrect  sizing  or  insertion, 
tlisplacement  during  coitus  or  removal  before 
the  >permi(  idal  effect  of  the  cream  or  jellv  is 
comj)leted  (aboiu  6 hours  post-coital). 


The  diaphragm  must  be  properly  fitted  and 
therefore  requires  a pehic  examination.  It 
recjuires  motivation  and  purposeful  behavior 
to  be  maximally  effectire  and  privacy  for  in- 
sertion. The  genital  manipulation  is  often 
distasteful.  Vaginal  iritation  may  occur  from 
the  rubber,  the  cream  or  jelly,  or  from  inept, 
unhygienic  manipulation  during  insertion.®-  * 

Before  the  advent  of  oral  contraceptiAes,  25 
per  cent  of  couples  in  the  United  States  used 
the  diaphragm.®  In  1965,  10%  of  couples  used 
the  diaphragm  and  25  per  cent  had  used  it  at 
some  time  in  their  marriage.*-  ® 

The  cervical  cap  is  not  used  much  in  the 
United  States,  but  is  still  used  in  Great 
Britain  and  Central  Europe.  It  is  someAvhat 
less  elfectiAe  than  the  diaphragm  and  its  fail- 
ures are  generally  the  result  of  inadvertent 
displacement. 

Rhythm 

The  rhythm  method  is  the  only  contraceptive 
modality  currently  sanctioned  by  the  Roman 
Catholic  Church.  Its  effectiAeness  depends  on 
aAoiding  coitus  on  the  days  in  Avhich  motile 
sperm  and  a fertilizable  ovum  could  come  to- 
gether. Calendar  rhythm  iiiAolves  tabulating 
12  successiAe  menstrual  intervals  and  estimat- 
ing the  probable  time  of  oAulation.  Coitus  is 
then  alloAved  pre  and  postoA  ulatory.  Basal 
temperature  rhythm  requires  taking  basal 
temperatures  daily  and  Avhen  the  ovidatory 
rise  has  occurred,  coitus  is  permitted  3 days 
later  and  to  the  next  menstrual  episode.  Thus, 
only  postovulatorA'  intercourse  is  permitted.* 
In  an  anovulator)'  CAcle,  Avith  no  rise  in  basal 
temjAerature,  the  Avoman  might  run  into  the 
next  period  Avithout  the  3 day  temjrerature 
rise  folloAving  Avhich  coitus  is  pemiitted.  In 
this  method  the  days  of  coitus  are  reduced, 
particularly  in  basal  temperature  rhythm. 
This  retjuires  maximal  physiological  and  emo- 
tional discipline  and  interferes  Avith  sexual 
relations.*  In  1965,  some  30  per  cent  of  Catho- 
lics in  the  United  States  used  rhvthm.  .-\mong 
Catholics,  the  use  is  directly  jrroportional  to 
the  social  and  economic  status.® 

In  a studv  of  109  Avomen  for  7,267  months  on 
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calendar  rhythm,  there  were  14  pregnancies 
per  100  women  yearsd  In  a similar  study  on 
basal  temperature  rhythm,  with  only  post- 
ovulatory coitus,  couples  had  6.6  pregnancies 
per  100.^’  ® Failures  may  be  associated  with 
aberrant  ovulation,  even  during  a menstrual 
episode  or  the  abnormal  survival  of  sperm  in 
the  genital  tract  with  resultant  fertilization. 

Oral  Contraceptives 

The  oral  contraceptives,  now  in  general  use, 
fall  into  two  regimens  of  prescription,  the 
combined  and  the  sequential.  The  combina- 
tion pattern  consists  of  20  or  21  identical  pills 
containing  estrogen  and  a progestational 
agent.  These  are  taken  either  from  the  fdth 
to  the  twenty-fifth  day  of  each  cycle  or  more 
commonly,  now,  for  21  days  and  withheld  for 
7 days  followed  by  resumption  for  21  days, 
regardless  of  bleeding.  Under  the  setpiential 
regimen,  15  or  16  pills  of  estrogen  alone  are 
followed  by  5 pills  of  estrogen  with  a pro- 
gestational agent.  Under  both  regimens  the 
cessation  residts  in  withdrawal  bleeding  with- 
in a few  days. 

In  1968,  17  or  18  million  women  in  the  world 
were  using  oral  contraceptives  and  an  esti- 
mated 7 to  8 million  in  the  United  States." 
It  was  found^  that  73  per  cent  were  continu- 
ing after  12  months  and  62  per  cent  after  24 
months. 

Oral  contraceptives  are  the  most  elfective  non- 
surgical  contraceptive  method  available.  T he 
combination  pills  have  a pregnancy  rate  of 
0.7  per  100  women  years;-  the  secpientials  1.4 
per  100  women  years. ^ Ideal  statistics  of  0.1 
with  combination  pills  and  0.5  with  secpten- 
tials  are  often  tpioled,  but  these  are  not  re- 
alistic figures.  Failures  are  most  often  related 
to  omission  of  pills. ^ 

In  addition  to  the  high  degree  of  protection, 
oral  contraceptives  have  the  advantage  of  free- 
dom from  genital  manipulation  and  of  being 
unrelated  to  sexual  activity.^  However,  maxi- 
mal attention  and  care  to  maintain  regular 
administration  is  urgent  and  a high  element 
of  motivation  is  retjuired.'* 


Rule  of  thumb  contraindications  to  oral  con- 
traceptives include:  liver  diseases,  history  of 
thrombophlebitis,  asthma,  and  migrainal 
headaches.  Specifically,  the  United  States 
Food  and  Drug  Administration®  lists  five  con- 
traindications: 

1.  Blood  dotting  disease,  i.e.,  a history  of/or  current 
embolus,  throinbophleltitis,  and  the  like 

2.  Liver  disease 

,S.  Breast  or  genital  carcinoma 
4.  Bregnancv 

f).  As  non-valid  indications— premenstrual  tension  or 
dysmenorrhea 

The  ellectiveness  of  oral  contraceptives  is 
believed  to  be  by  way  of  anovulation.  How- 
ever, it  has  become  apparent  that  w'hile  ano- 
vulation may  occur  it  is  not  universally  cer- 
tain. .Additional  deterrents  to  j^regnancy,  with 
the  oral  contracejttives,  include  the  creation  of 
endocerxical  mucus  inimical  to  sperm  and  the 
inadetpiately  developed  endometrium  which 
exists.® 

On  the  combination  pills,  the  endometrium 
is  a scant  proliferative  with  an  edematous 
stroma.  On  the  sequential  pills,  the  endo- 
metrium may  develop  into  the  secretory  phase 
but  usually  not  beyond  the  stage  normally 
associated  with  the  twentieth  to  the  twenty- 
second  day  of  the  cycle.  If  ovulation  and  fer- 
tilization do  happen  to  occur,  implantation  is 
virtually  im]x)ssible  on  the  endometrium  of 
the  stage  eucenmtered.  .Additionally,  the  men- 
strual Ilow  is  generally  lighter  because  of  the 
arrested  endometrial  development,  lightest  on 
the  combination  pills. 

Disadvantages  of  the  “pills”  are  the  possible 
side  effects.  Ordinarily,  the  common  side 
elfects  disappear  in  the  first  few  cycles  of 
administration®  (i.e.,  nausea,  vomiting,  break- 
through bleeding,  breast  engorgement,  fluid 
retention  and  weight  gain).  These  minor 
effects  persist*  after  6 months  in  only  1 to  2 
per  cent  of  women.®  Silent  menses,  missed 
period,  occurs  in  5 to  7 per  cent  at  least  once 
in  the  first  24  months.®  Chloasmic  skin  dis- 
coloration or  czveractivity  of  the  .sebaceous  ele- 
ments may  be  a troublesome  problem  and 
may  retpiire  withdrawal  of  the  pills.'^’  ® Never- 
theless, as  in  ])iegnancy,  many  women  find 
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that  their  acneilorm  skin  problems  are 
ameliorated. 

Goldzieher®  rejx>rted  that  most  ol  the  side 
effects  attributed  to  the  pills  were  present  be- 
fore the  administration,  or  occurred  on  place- 
bo medication.  His  study  included  a double- 
blind placebo  controlled  trial  in  398  women, 
all  using  foam.  The  patients  were  questioned 
as  to  nausea,  vomiting,  headaches,  edema, 
iireast  tenderness,  nervousness,  depression, 
skin  discoloration,  hair  loss  or  excess  hair 
growth.  Only  nausea  and  vomiting  seemed  to 
correlate  with  estrogen  level.  All  the  other 
symptoms  were  as  much  placebo-related  as 
pill-related.** 

In  other  studies,  mood  changes  varied  from 
1 1 per  cent,  who  felt  better,  to  4 per  cent  who 
felt  worse.®  Libido  alterations  also  vai^ 
widely.  One  study  found  32  per  cent  increased 
and  8 per  cent  diminished.  However,  no  alter- 
ations or  frequency  of  orgasm  lias  been  re- 
ported.® 

Complications  of  the  pill,  alleged  and  ob- 
servetl,  include: 

Cnrcrnornn:  There  are  at  jiresent  no  findings 
to  establish  a carcinogenic  effect  related  to 
oral  contraceptives.^'®  The  10  year  latent 
period,  which  is  now  beginning  to  expire  in 
many  patients,  may  change  these  findings  but 
as  yet  no  such  conclusion  is  valid.^-  s The  cer- 
vical changes  frequently  encountered  are  re- 
versible upon  cessation  of  the  pills.  No  asso- 
ciation with  endometrial  carcinoma  has  been 
established.®  Sandmire'®  reported  1,5,000  con- 
secutive Papanicolaou  smears  with  no  in- 
treased  incidence  of  cervical  carcitioma, 
among  patients  on  pills. 

Chronic  cystic  7nustilis  may  become  aggravated 
on  oral  contracejitives,  as  in  pregnancy.  This 
effect  subsides  upon  discontinuation  of  the 
pills.® 

Vlcrnie  fibroids  may  enlarge  on  oral  contra- 
ceptives but  this  effect,  j)rol)ably  mainly 
cxlema,  subsides  upon  cessation.®  In  this  situa- 
tion one  must  reckon  with  the  usual  develop- 


ment of  fibroids  in  some  women  which  is 
evolutionary  and  enlargement  will  occur  over 
a given  period  of  time,  even  if  uninfluenced 
Ijy  medication  (oral  contraceptives). 

T hromboembolic  disorders  have  been  reported 
in  Britain^  to  be  three  times  higher  in  users  of 
oral  contraceptives  than  in  non-users.  They 
also  report^  the  risk  of  hospital  admission  for 
thromboembolic  disease  to  be  6 to  7 times 
greater  in  users.  They  found  the  mortality 
from  thromboembolic  disease  7 times  higher 
in  users.  In  1969,  a United  States  study^’ 
showed  the  risk  of  hosj)ital  admission  for 
thromboembolic  disease  to  be  4 to  5 times 
greater  in  users  than  non-users  of  pills.  But  a 
recent  study,  in  Britain,^^  of  deaths  among 
young  adults  showed  a 12-fold  increase  in 
idiopathic  deaths  from  lung  blood  clots  in  a 
non-pill  using  population.  This  report^-  says 
that  in  the  15  to  44  age  group  of  women,  pill- 
associated  deaths  were  3 per  100,000  com- 
pared to  car  accidents  6 per  100,000  and 
pregnancy /maternal  mortality  12  per  100,000. 

.Since  the  diminution  of  estrogen  content  to 
50  micrograms,  in  the  last  year,  the  incidence 
of  thromboembolic  disease  seems  to  have  de- 
creased. Correlation  seems  to  be  with  the 
amount  of  estrogen.  The  duration  of  adminis- 
tration is  much  less  important  than  the  mag- 
nitude of  the  daily  dose  of  estrogen. 

[Aver  effects  have  been  said  to  be  reflected  in 
alteration  of  liver  tests  rather  than  in  liver 
function  itself.®  The  oral  contraceptives  cause 
a predictable  and  reversible  fall  in  hepatic 
excretory  function.^®  Oral  contraceptives  will 
lead  to  overt  liver  disturbances  with  jaundice, 
when  given  to  patients  with  inherited  or  ac- 
(luired  defect  in  hepatic  excretory  function.*® 

Thyroid  tests  are  all  altered  (except  the  basal 
metalrolic  rate)  on  oral  contraceptives.  No 
significant  alteration  of  function  has  been 
observed.®' 

lAtuitary  effects  include  supi)ression  of  leutcin- 
i/ing  hormone  .secretion,  but  no  effect  on  the 
output  of  total  gonadotropins.® 
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Adrenal  effect  is  that  of  an  increased  level  of 
corticosteroid-binding  globulin®  in  the  plas- 
ma. This  effect  is  not  progressive  and  results 
in  no  lack  of  adrenal  responsiveness  under 
stress. 

Post-pill  amenorrhea  may  commonly  occur 
for  6 to  8 weeks,  but  may  exist  longer.®  Fer- 
tility appears  to  be  unimpaired  following  the 
use  of  oral  contraceptives,  regardless  of  the 
number  of  cycles  of  use.^*  ® In  the  evaluation 
of  infertility  which  exists  following  the  use  of 
oral  contraceptives  one  must  reckon  with  the 
factor  of  “untested  fertility.”  Long  before 
there  were  “pills,”  young  women  married  and 
controlled  their  fertility,  using  the  methods 
then  available  (condom,  diaphragm,  spermi- 
cide, etc.).  After  a variable  period  of  time 
these  young  women  attempted  to  become 
pregnant  and  a certain  proportion  of  them 
proved  to  be  infertile.  Similarly,  today,  we 
have  young  women  who  have  never  “been 
exposed  to  the  hazards  of  pregnancy,”  who 
marry  and  practice  contraception  with  the 
use  of  oral  contraceptives.  If,  later,  they  prove 
infertile,  the  interpretation  is  made  that  the 
infertility  is  related  to  or  caused  by  the  oral 
contraceptives.  Admittedly,  some  effect  of  this 
nature  may  occur,  but  it  is  equally  logical  to 
surmise  that  a segment  of  these  infertile 
women  had  “untested  fertility”  and  would 
have  been  found  infertile  whenever  they  at- 
tempted pregnancy,  regardless  of  whether 
any  or  what  fonn  of  contraception  had  pre- 
ceded. While  clinical  observers  appear  to 
agree  that  most  wtxnen  conceive  “promptly” 
after  discontinuation  of  oral  contraceptives 
and  while  fragmentary  statistics  compiled  by 
several  investigators  are  compatible  with  this 
impression,  hard  data  are  not  available.’® 

Children  born  after  the  cessation  of  oral  con- 
traceptives have  no  higher  incidence  of  con- 
genital defects.-  Fetal  masculinization  has 
been  alleged  in  some  writings,  but  not  proved.® 
.A.  Mexican  study”  of  548  pregnancies  was 
recently  reported  involving  516  women  who 
had  been  on  oral  contraceptives.  Pregnancies 
occurred  in  the  first  cycle  after  the  pills  in  43 
per  cent  and  the  remaining  pregnancies 
occurred  within  19  months.  The  children 


were  normal  in  96  per  cent  and  the  4 per  cent 
abnormalities  included  8 major  and  11  minor 
defects.  Compared  with  a population  of  simi- 
lar newborns,  before  the  pill  era,  there  was 
no  statistically  significant  difference  in  the 
ratio  of  abnormalities.” 

Intrauterine  Devices 

The  modern  era  of  the  use  of  intrauterine 
devices  for  contraception  came  about  with  the 
availability  of  chemically  inert  materials 
(plastic,  stainless  steel,  and  so  on).  The  sizes, 
shapes,  and  material  compositions  have  varied 
with  the  imaginations  and  machinations  of 
the  originators.  Thus,  numerous  intrauterine 
devices  are  on  the  market,  each  with  alleged 
advantages  and  devoted  proponents  and  users. 
Today  there  are  1 to  2 million  women  with 
intrauterine  devices  (lUD)  in  the  United 
■States  and  6 million  in  the  world.^’  ® Of  the 
users,  70  to  80  per  cent  still  have  the  lUD 
after  the  first  year;  60  to  70  per  cent  after  the 
second  year-  and  50  p>er  cent  still  have  it 
after  6 years.®  The  devices  should  be  inserted 
during  a menstrual  period.®  Preferably,  no 
anesthesia  should  be  given  to  allow  the  pa- 
tient to  warn  of  exceptional  pain  and  possible 
perforation. 

Contraindications  to  the  insertion  of  an  lUD 
have  variously  been  quoted  to  include: 

Previous  cesarean  section''-  ''' 

Pelvic  inflanimaton.-  disease”' 

Recent  septic  abortion“ 

Old  severe  septic  abortion”* 

\t  the  6 weeks  postpartum  examination*- 
Nulliparity“ 

Large  fibroid  uterus* 

.\cute  cervicitis* 

Carcinoma  of  uterus  or  cervix* 

Dysfunctional  uterine  bleeding* 

Polypi  (cerv  ical  or  uterine)  “ 

Blood  dyscrasias* 

Congenital,  rheumatic  heart  disease,  endocarditis*  (be 
cause  of  the  risk  of  induced  subacute  bacterial  endo- 
carditis) 

Insertion  of  an  lUD  may  be  complicated  by 
syncope  and  severe  cramps  which  generally 
subside  rapidly,--  ® 

Mode  of  action  of  intrauterine  devices  is  not 
exactly  known.  Factors  of  effectiveness  in- 
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dude:  interterence  with  sperm  motility;  in- 
creased tubal  motility;  endometritis;  leuco- 
cytic mobilization  which  affects  the  survival 
of  the  blastocyst  in  iitero  or  acts  on  the  en- 
dometrium to  render  it  unsuitable  lor  nida- 
tion.® 

Advantages  of  the  lUD  are  that  it  retjuires 
no  motivation  and  no  intelligence;  it  is  dis- 
associated with  sexual  relations;  and  it  is 
suitable  for  large  scale  programs. 

Effectiveness  of  the  lUD  depends  on  the  type 
and  size  of  the  device.  The  pregnancy  rate 
cjuoted  varies,  from  1 to  3 pregnancies  per 
too  women  years.*'  ® The  rate  is  lower  as  the 
device  stays  in  longer.  For  some  devices  up  to 
11  pregnancies  per  100,®  2 to  3 pregnancies 
per  100,  over-all.’’ 

Expulsion  occurs  in  10  per  cent  in  the  first 
year.  Inadvertent  expulsion  is  often  related 
to  pregnancy.*  Expulsion  rates  as  high  as  35 
j)er  cent  are  found  with  certain  devices.® 
Side-effects,  alleged  or  experienced,  include 
bleeding,  intermenstrual  or  menorrhagic, 
which  usually  subsides  after  1 or  2 cycles*'  ®; 
cramps  which  usually  subside  after  1 or  2 
cycles.  (Persistent,  significant  bleeding  and  /'or 
irritating  cramps  are  often  the  provocative  for 
the  ]>atient’s  demanding  the  removal  of  an 
IL'I)*’®);  and  pelvic  inflamn^atory  disease 
which  occurs  most  often  in  the  first  month* 
and  in  altout  2 to  3 {ter  cent  of  jtatients  in  the 
first  year.^  I’he  jtelvic  inflammatory  disease 
can  often  be  treated  with  bed  rest,  antibiotics 
and  without  removal  of  the  lUD,  but  not 
always.  At  times  the  inflammatory  reaction 
will  not  sidtside  with  the  lUD  in  jtlace.* 

Uterine  perforation  is  usually  silent*  and 
occurs  in  one  jter  1000®  to  2500*  in.sertions. 
rietze^  found  jjerforations  with  9 ]>er  1000  in- 
sertions of  the  “l)ow”  and  0.1  |)er  1000  inser- 
tions of  the  other  devices.  When  ])erforation 
ocinrs  with  a closed  device,  it  must  be  re- 
moved at  f)nce'®  to  avoid  tissue  strangulation 
(bowel,  omentum,  and  so  on).  Perforation 
with  an  ojten  device  does  not  retjuire  emer- 
geiuy  removal.’® 

tilt) 


Interference  with  {pregnancy  is  not  substan- 
tiated.* There  is  no  evidence  that  the  lUD 
interferes  with  the  imj)lanted  embryo.*  If 
pregnancy  occurs  with  the  lUD  in  jjlace  it 
should  be  left  in  jjlace.’®  The  fetus  can  de- 
velo|5  normally  and  the  baby,  placenta  and 
device  will  be  delivered  together.  The  pre- 
cijjitous  removal  of  an  lUD  in  an  early  in- 
trauterine {pregnancy  may  abraid  the  surface 
of  the  develojDing  {jregnancy  and  allow  the 
develojiinent  of  a seriously-damaged  fetus,  if 
the  uterus  is  not  curetted  after  the  lUD  is  re- 
moved. 

Ectojric  {jregnancy  occurs  in  1 of  20  {preg- 
nancies with  an  lUD.®  However,  the  lUD 
{probably  does  not  increase  the  incidence  of 
tubal  {pregnancy.’®  The  im{pression  arises  be- 
cause the  lUD  {protects  more  efficiently  against 
intrauterine  than  against  tubal  {pregnancy.’® 

There  is  no  evidence  that  the  lUD  interferes 
with  fertility  after  removal.  There  is  no  in- 
crease in  the  incidence  of  malformation  in 
children  born  after  the  removal  of  an  lUD.* 
There  is  no  evidence  of  carcinogenicity  re- 
lated to  the  lUD.*®  Embedding  of  an  lUD  has 
been  re{Ported  and  when  it  occurs  bleeding  is 
{prominent  and  removal  often  difficult.® 

Surgical  Sterilization 

Surgical  sterilization  involves  the  ligation,  cut- 
ting or  excision  of  a {portion  of  the  fallo{pian 
tube  or  the  vas  deferens.  This  method  is  {prob- 
ably maximally  effective.*  Eailures  do  occur  at 
times  due  to  surgical  error  or  anomaly.  The 
side  elfects  are  the  {possible  coni{plications  to 
the  surgical  method  or  anesthesia  used  to 
acconi{plish  the  result  desired.  One  distinct 
disadvantage  is  the  {probable  permanence  of 
the  method.  Reversibility  is  conjectural. 

.\t  {present,  a re{Port*  states  that  about  110,000 
voluntary  sterilizations  are  done  {Per  year  in 
the  United  States,  65,000  women  and  15,000 
men.* 

Summary 

In  hel{ping  a {patient  chotpse  a contrace{Ptive 
method,  one  must  consider  carefidly  the 


IIIK  {(Pl  RNAl.  (PI  im.  MKDIC.M.  .SOCIKI  V OF  NF.W  JF.R.SFV 


esthetic  suitability  to  the  patient,  the  safety 
and  effectiveness  for  that  patient,  and  the 
possible  remote  effects  of  the  particular 
method  chosen  on  the  individual  involved. 
Since  effectiveness  is  often  the  prime  consid- 
eration, after  acceptance  and  contraindica- 
tions have  been  carefully  reviewed,  it  bears 
repetition  to  enumerate  the  order  of  effective- 
ness of  the  non-surgical  methods  of  contra- 
ception presently  available: 

Oral  contraceptives:  0.7  to  1.4  pregnancies 
per  100 

Intrauterine  devices:  1.5  to  3.0  pregnancies 
per  100 

Rhythm:  6.6  to  14.0  pregnancies  per  100 
Diaphragm;  10  pregnancies  per  100 
Condom:  6.0  to  20.0  jjregnancies  per  100 
Spermicides:  28  to  36  pregnancies  |)er  100 
I'ost-coital  douche:  least  effective 
Coitus  interruptus:  least  eflecti\e 
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Anti-Smoking  Posters 


Even  the  most  determined  of  the  reformed 
smokers  slip  back  to  tobacco  now  and  tlien. 
Even  the  most  aggressive  non-smoking  cam- 
paigns can  become  lax  without  the  infusion 
of  new  materials.  To  keej>  the  reformed  re- 
formed and  the  abstainers  abstemious,  the 
■A.M.A  now  offers  two  new  anti-smoking 
posters — “Best  Time  to  Stop  Smoking”  and 
“Break  the  Habit” — in  colorful  artwork, 
18  inches  by  23,  at  l)elow-cost  prices.  Orders 


should  be  .sent  to  the  AM.A  Order  DejJart- 
ment;  singles  at  20(‘;  over  100,  at  16(‘  each. 
4 hese  low  prices  are  established  because 
the  is  absorl)ing  distribution  and 

promotion  costs. 

4 hese  posters  are  effective  in  all  well-trafficked 
areas,  and  with  the  resumption  of  the  autumn 
school  term,  they  are  recommended  for  bid- 
letin  Ijoards  in  all  schools  and  colleges. 
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Loridine  LM. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonias  following  surgery 
abscesses 
wound  infections 
infections  following  compound 
fractures 

urinary  tract  infections 
relatively  painless  I.M.  injection 
logical  I.M.  follow-up  to  I.V. 
cephalosporin  therapy 


*'due  to  susceptible  organisms 


.Special  Recommendations 

Before  Administration  of  Loridine 

1 . Demonstrate  cau.sative  organism's  sensitivity  to  the  drug.' 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

Dnrinft  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output.  I5UN, 
and  or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  cither  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  ( up  to  1(K)  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  do.ses  of  1 to  3 Gm.  daily. 
.S.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  daring 
treatment,  discontinue  therapy  with  Loridine. 


Please  tarn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  for  m,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

/ Because  of  nephrotoxicity  (e.g„  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Cm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  dirticulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
repoi  ted. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
rrbserved  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks,  i 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom-  ; 

mended  doses.  Acute  tubular 
necrosis  has  been  found  in  affect-  : 
ed  patients  coming  to  autopsy.  Rare  ' 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than  ' 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra-  ; 
venous  injection  has  been  rare.  ( 

Administration  and  Dosage:  Important— Be-  1 
fore  administering  Loridine,  see  package  t 
insert  for  details  on  dilution. 


Intramuscular  Injection— Eoridine  is  usu-  |[ 
ally  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals,  i 
Milder  and  more  susceptible  infections  have  i 
been  treated  with  250  to  500  mg.  given  two  ' 
or  three  times  a day.  More  severe  infections  : 
may  be  treated  with  500  mg.  to  1 Gm.  four  ; 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor-  . 
rhea.  Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with:; 
high  doses  for  life-threatening  conditions  ( 
has  been  reported,  it  has  been  shown  that  i 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For  t 
this  reason,  Keflin®  (sodium  cephalothin,  :i 
Lilly)  may  be  preferred  when  doses  larger  ; 
than  4 Gm.  daily  are  considered  for  life-  ; 
threatening  situations.  If  more  than  2 Gm.' 
of  cephaloridine  is  injected  daily,  the  patient  ? 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment.  , 

In  children,  a daily  total  of  30  to  50  mg.  | 
per  Kg.  (15  to  25  mg.  per  pound)  of  bodyj 
weight,  given  in  divided  doses,  has  been) 
found  effective  for  mild  to  moderately  se-( 
vere  infections.  A daily  total  of  100  mg.  per) 
Kg.  (50  mg.  per  pound)  of  body  weight j 
(not  to  exceed  recommended  adult  doses )•! 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of  1 
extremely  serious  infections  (such  as  bac-j 
teremia)  or  when  any  infection  seems  over- 1 
whelming,  intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms: 
and  for  serious  infections,  2 to  4 Gm.  per  ‘ 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha-  i 
loridine,  Lilly),  50()  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber-  : 
stoppered.  [082t69]  1 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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\nnouncing- 

i new  commitment  to  health  care 


%>che  Clinical  Laboratories 


Automated  Diagnostic  Analysis 
for  most  tests 


Personal  Service  through  Roche  Professional  Representatives. 


, / 

A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


The  Roche  Professional  Representative  welcomes  the  opportunity  to  introduce  our  laboratory  service  to  you. 
Please  fill  in  the  coupon  below  for  additional  information. 


Professional 

Consultation 


An  Advanced 
Diagnostic  Center  for 
Standard,  Endocrine  i 
and  Special  Laboratory^ 
Tests  ^ 


Roche  Clinical  Laboratories,  Inc. 

1 Fairfield  Crescent,  West  Caldwell,  New  Jersey  07006 


Name 


Gentlemen: 

I am  interested  in  learning  more  about  I Address 

Roche  Clinical  Laboratories'  Services.  I 

□ Please  send  the  Roche  Clinical  Laboratories  | City State. 

Reference  Manual. 


□ Please  have  a Roche  Professional  Representative 
contact  me. 


Zip 


.Tel.  No.. 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Piacebo 


25% 

17% 

POOR 


17% 


FAIR 


GOOD 


■ CEREBRO-NICIN®  New  double-blind  study*  shows  how 
I effectively  senility  can  be  forestalled.  Four  times  as  many 
; aging  patients  showed  striking  improvement. 

• *A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
i the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains:  4 

Pentylenetetrazole.. lOO  mg,' 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid lOO  mg. 

Thiamine  HCi 25  mgj 

1-Glutamic  Acid 50  mg,^ 

Niacinamide 5 mgs 

Riboflavin 2 mgi 

Pyridoxine ' 3 mg, 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8 02.  bottles. 

CONTRAINDICATIONS:  There-are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec^ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensaii 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  TO 

PDR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  Coj 

T2500W.6th  St, Los  Angeles, Calif.90057^ 
Write  for  Product  Catalog 


The  treatment  of 


\ 


impotetx:e 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
rOM  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 

HICH  POTCNCr 

EM:h  tabitt  contains:  Each  red  tablet  contains: 

Methyl  Tistsslertne  ..3  Smt.  Methyl  Tcstetlerone  . SOmf. 
Thyroid  lit.  (1/i  fr.)  ..lOmf.  Thyroid  Eit.  (»,^  |r.)  ..  30  m*. 

Clutimic  Acid  SOmt.  Clutornic  Acid SO  mg. 

Thurr-.^  HCt  . lOmf,  Thijmme  HCL  10  mg. 

Dote:  1 tjblet  3 times  doily.  Dote.  1 loblet  3 times  doily. 
Araiiabtc;  Atailahle 

100.  =00.  lOOQ  Bottle:  100,  500.  1000. 


Android-X  Android-Plus 


tlTRA  HICH  POTCNCr 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext. <1  gr.)  ...  S4mg. 

ClutomicAcid  SO  mg. 

Thiommc  HCl  10  mg. 

Dote:  1 or  2 toblets  doily. 

^Lai/a6/c- 

BoMles  of  60.  SOO. 


I TO 


PDR 


WITH  HICH  POTENCY 
e-COMPLEX  ANO  VITAMIN  C 
Each  white  tablet  eontaint: 
Methyl  Testosterone  . .2.Smg. 
Thyroid  Ell.  C'4  gr.l  ...IS  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiomme  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyr.doxine  HCL 5 mg. 

Niacinamide  7Smg, 

Calcium  Pantothenate  .10  mg. 

Vitamin  B12  2.5  meg 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


CentrknOicatiens;  Android  is  contta<nd>cated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  d'Sease  and  hyperthyroidism  Orcasronat 
cases  of  jaundice  with  p'ussmc  biliary  canalKuli  ha>e  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  IS  not  to  be  used  m heart  disease  and  hyperieniton. 

Warnings:  Large  dosages  may  cause  arwretia.  nausea,  vomiting  abdominal  pam.  diarrhea,  headache, 
duamess,  lethargy,  paresthesia,  stun  eruptions,  loss  of  libido  m males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  m males 

Precautions:  If  hypothyroidism  it  accompanied  by  adrenal  mtulficiertcy  the  Utter  mutt  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Rcactiant:  Since  Androgens,  m genera',  lend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  tn  immob>iired  patients  use  of  Testosterone  should  be  discontinued 
at  soon  as  hypercalcemia  is  detected 


Relercncea’  1.  MomcMno.  P . and  Evanpelitla.  I Methyitestosterone-thyroid  treatment  of  srtual 
impotence  Chn  Med  i?69.  1966  2.  Oublm.  M r.  Treatment  of  impotence  with  methyitestoslerpne- 
thyroid  compound  West  Med  S 67.  1964  3 TitcH.  A.  S Mefhyiirslesterone  thjrroad  m treating  (mpotence. 
Cm  Ptk  7i  6.  1962  4.  Henman.  L . Bradiew.  H l . Zumatf,  B , rutushima.  D K.,  and  Callagber.  T.  F. 
Thyroid  androgm  interrelations  and  the  hypochoiestercnuc  effect  o'  antfrosterone  i Clin  Endocf  19  936, 
19o9  S.  Farris.  E.  1 . and  Colton.  $ w tflecis  of  L-lhyresine  and  hothyromne  on  tpermategenesiv 
J Urol  79  163.  195A  < Osal.  A , and  Farrar,  6.  C.  United  States  Oispensatory  led  25v  lippmcetl,  Phua- 
deiohia.  1965.  p 102  7.  Wtrthob,  L P.  Seiual  Impotence  <n  the  Male.  Thomas,  Sprmgfield, 
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Compared  with  the  LE  cell  test,  the  ANA  test  is  found 
more  objective  and  more  sensitive  but  less  specific. 


LE  Cell  Test  and  Anti-Nuclear 
Antibody  Test  in  Diagnosis  of 
Systemic  Lupus  Erythematosus* 


Stanley  Burrows,  M.D.  and 
Elizabeth  Domako/Camden 

The  LE  cell  preparation  is  a freciuent  pro- 
cedure today  because  o£  clinicians’  awareness 
that  systemic  lupus  erythematosus  (SLE)  is 
not  a rare  disease,  may  present  in  a bizarre 
fashion,  and  may  be  confused  with  other 
collagen  diseases.  A positive  LE  cell  test  re- 
cpiires  the  reaction  of  leukocyte  nuclei  rvith 
antibody  to  DNA-histone  nucleoprotein  fol- 
lowed by  phagocytosis  of  the  altered  nuclear 
material  by  viable  neutrophils.^  Lhe  test  is 
time-consuming  and  requires  careful  screen- 
ing of  blood  smears  by  a skilled  technologist. 

.\ntibodies  to  various  nuclear  components 
commonly  occur  in  SLE  and  may  be  detected 
by  indirect  fluorescent  antibody  technics 
using  nuclei  from  normal  tissues  or  tumor 
tissue  of  human  or  animal  origin.  The  anti- 
body-antigen reaction  is  detected  by  use  of  a 
fluorescent-tagged  antibody  developed  in  ani- 
mals with  specificity  against  human  immuno- 
globulins. The  fluorescent  tag  on  the  animal 
antibody  permits  its  localization  by  fluores- 
cent microscopy. 

We  studied  the  relative  value  of  the  LE  cell 
test  and  the  anti-nuclear  antibody  (ANA) 
test  in  general  hospital  practice.  All  blood 
specimens  submitted  for  either  an  LE  cell  test 
or  an  .*\NA  test  were  also  checked  by  the 
alternate  test.  No  other  attempt  was  made  to 
select  the  jratients.  Clinical  data  were  not 
available  until  completion  of  the  tests.  Each 
of  the  two  tests  was  done  in  a different  labora- 


tory section.  Result  of  the  alternate  test  was 
not  known  until  the  end  of  the  study.  From 
one  to  three  blood  specimens  from  each  of 
116  patients  were  tested  by  both  methods. 

I he  nuclear  substrate  for  the  ANA  test  con- 
sisted of  acetone-fixed  fresh  smears  of  mouse 
liver.  Initial  screening  was  jjerfoiTned  with 
undiluted  serum  and  with  serum  diluted  one 
to  ten  with  saline.  The  procedure  involved  ap- 
plication of  the  serum  specimens  to  the 
mouse  liver  smears  for  30  minutes  at  37°C, 
followed  by  washing  and  application  of  di- 
luted rabbit  anti-human  gamma  globulin- 
fluorescein  conjugate  for  an  additional  30 
minutes  at  37°C.  The  smears  were  then 
washed  and  examined  with  a Leitz  ortholux 
microscope  equipped  with  a BG12  exciter 
filter  and  K510  (O(ilO)  barrier  filter.  Fluores- 
cence of  the  nuclei  was  considered  a positive 
test.  If  the  screening  test  was  positive,  it  was 
repeated  with  serial  dilutions  of  the  test 
serum  to  determine  the  highest  dilution  that 
would  still  give  a positive  result. 

The  LE  cell  test  was  done  by  the  incubation 
of  a heparinized  blood  sample  at  37°C  for 
90  minutes  followed  by  concentration  of  the 
luiffy  coat  by  centrifugation  and  the  micro- 
scopic study  of  stained  smears  of  the  huffy  coat 
of  leukocytes  for  LE  cells. 

Results 

Results  are  summarized  in  Table  1.  The  AN.\ 

•This  work  is  from  The  Cooper  Hospital  where  Ur. 
Burrows  is  chief  attending  pathologist  and  Elizabeth 
Uoniako  is  chief  serologist. 
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liter  varied  from  1 to  5 to  1 to  1280  in  the 
eight  patients  with  positi^e  LE  preparations 
and  ANA  tests. 


One  patient  had  negative  ANA  tests  despite  3 
positive  LE  cell  tests.  This  was  a 57-year  old 
man  who  was  admitted  in  congestive  heart 
failure  with  pulmonary  edema,  right  pleural 


Table  I 


Results  of  Tests 


Tests 


A’o.  of  Patients 


Both  tests  negative  101 

Both  tests  positive  8 

LE  negative,  .ANA  positive  6 

l.E  positive,  ANA  negative  1 


elltision,  and  resolving  ptilmonary  infiltrates. 
He  improved  with  diuretics  and  digitaliza- 
tion. .Although  he  was  discharged  with  the 
diagnosis  of  probable  SLE,  this  seemed  to  be 
based  largely  on  the  positive  LE  preparations 
rather  than  clinical  criteria  or  other 
confirmatory  laboratory  findings. 


is  more  sensitive,  objective  and  cjuantitative, 
and  detects  antibodies  against  a variety  of 
nuclear  antigens  without  use  of  viable  cells.' 
The  greater  sensitivity  of  the  ANA  test  is 
achieved  with  some  sacrifice  of  the  specificity.^ 
The  .ANA  test  is  rarely  negative  in  systemic 
lupus,  but  false  positive  results  frequently  oc- 
cur in  other  diseases.  The  ANA  test  is  almost 
always  positive  if  the  LE  cell  test  is  positive. 

Of  the  patients  with  SLE,  97.7  to  100  per  cent 
have  positive  .AN.A  tests,  usually  in  high 
titer.3  * 5 Positive  .AN.A  tests  have  been  de- 
scribed in  rheumatoid  arthritis,  chronic  active 
hepatitis  or  lupoid  hepatitis,  psoriatic  arthritis, 
scleroderma,  chronic  discoid  lupus  erythema- 
tosus, and  collagen  ^ascular  disorders.  How- 
ever, very  high  .AN.A  titers  are  strongly  sug- 
gestive of  SLE  or  scleroderma  and  usually  dis- 
tinguish SLE  from  chronic  discoid  hqms  ery- 
thematosus." In  addition,  rising  or  falling  .AN.A 
titers  in  SLE  are  indicative  of  increasing  or 
decreasing  clinical  activity  of  the  disease. 


Diagnoses  in  the  six  patients  with  positive 
.AN.A  tests  but  negative  LE  tests  are  listed  in 
Table  11.  I he  weakest  .AN.A  test  occurred  in 
the  patient  with  viral  pneumonia  with  pleur- 
isy, being  only  weakly  pcjsitive  with  undiluted 
serum  only.  T he  patient  with  rheumatoid  ar- 
thritis had  an  .AN.A  titer  of  1 to  20.  The 
remaining  four  patients  had  .AN.A  titers  of  1 
to  80  to  1 to  610,  the  highest  titer  (xcurring 
in  the  two  patients  with  mild  SLE  and  dis- 
coid lupus  erythematosus. 

Table  II 

Diagnoses  in  6 Patients  Ji'ith  I T Xegatiue.  A.\A  Posi- 
tive 

•Mild  .sy.stcmic  lupus  erylbcnialosus 
Discoid  lupus  eryibematosus 
Rheumatoid  anbritis 
"Myalgia” 

Viral  jirieumonia  with  pleurisy 
Myocardial  infarction  with  thrombophlebitis 

Comment 

I he  LE  cell  test  rctpiires  viable  leuktxytes, 
'detects  antibodies  against  only  one  nuclear 
component,  is  relatively  insensitive  and  can- 
not be  eptantitated.  In  contrast,  the  .AN.A  test 


.A  negative  .AN.A  test  virtually  excludes  the 
diagnosis  of  SLE,^  except  when  the  patient 
is  in  remission  or  is  receiving  immunosup- 
pressive therapy  such  as  corticosteroids  or 
azathioprine.-  The  .AN.A  test  may  also  be 
indicated  for  jiatients  who  are  about  to  re- 
ceive medication  associated  with  the  precipi- 
tation of  lupus  .syiulrome,  rvith  the  recom- 
mendation that  these  drugs  should  tiot  be 
given  if  the  .AN.A  test  is  positive  or  shoidd  be 
stopped  if  the  .AN.A  test  becomes  positive  af- 
ter the  drug  has  been  started.® 

Our  own  experience  iiulicates  that  an  occa- 
sional ca.se  of  SLE  (particularly  if  early  or 
mild)  may  be  missed  if  reliance  is  placed 
only  upon  the  LE  cell  test.  The  .AN.A  test 
will  very  likely  be  positive  in  such  a case,  but 
its  lack  of  specificity  must  also  be  appreciated 
in  the  final  correlation  with  clinical  findings 
and  other  laboratory  tests.  A high  .AN.A  titer 
adds  greater  specificity  to  its  evaluation  and 
in  gauging  disease  activity.  The  routine  per- 
formance of  both  the  LE  cell  test  and  the 
.AN.A  test  rather  tlian  only  one  test  offers  the 
greatest  diagnostic  information. 
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Summary 

A comparison  of  the  LE  cell  test  and  the 
ANA  test  in  116  patients  confirmed  the 
greater  sensitivity  but  reduced  specificity  of 
the  ANA  test  in  the  diagnosis  of  SLE.  The 
ANA  test  is  more  objective  and  its  quantita- 
tion offers  additional  diagnostic  value.  The 
performance  of  both  the  LE  cell  test  and  the 
ANA  test  is  recommended  for  greatest  diag- 
nostic potential. 
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The  Gooper  Hospital 


Peer  Review  and  Federal  Controls 


The  administration  has  asked  Congress  for 
tighter  government  control  over  any  peer  re- 
view setup  for  medicare  and  medicaid  than 
would  be  provided  by  the  Bennett  amend- 
ment approved  by  the  Senate  in  1970.  To  the 
House  Ways  and  Means  Committee,  Secretary 
Richardson  explained: 

“We  agree  with  the  objective  of  assuring  an 
expanded  role  for  the  medical  profession  in 
peer  review  activities  and  recognize  the  need 
for  improvement  of  utilization  review  pro- 
cedures. However,  certain  modifications  in 
the  senate  provisions  would  be  desirable.  We 
do  not  think  that  the  secretary  of  HEW 
should  be  required  to  use  medical-society 
sponsored  groups  in  situations  where  there 
may  be  a highly  qualified  review  organization 
in  the  area  that  has  already  demonstrated  its 
ability  to  perform  well.  We  favor  giving  the 
secretary  greater  flexibility  to  permit,  through 
regulations,  variations  in  the  structure  and 
patterns  of  operation  of  peer  review  groups.’’ 

Richardson  was  testifying  on  H.R.  1 of  the 
92nd  Congress.  The  social  security  measure 
includes  provisions  for  peer  review.  Both 
chambers  of  Congress  passed  such  legislation 
last  year  but  the  senate  added  so  many 
amendments  to  the  house-passed  bill  that 
congressional  leaders  decided  it  would  be  fu- 
tile for  a house-senate  conference  committee 
to  try  to  reconcile  the  differences.  The  house 


committee  made  the  legislation  the  first  order 
of  business  this  year. 

Richardson  again  asked  for  authority  to  use 
health  maintenance  organizations  (HMO’s), 
or  prepaid  group  practice,  for  the  govern- 
ment programs.  He  wanted  authority  to  limit 
physicians’  fees  under  medicare.  Both  provi- 
sions were  approved  in  varying  forms  by  the 
House  and  Senate  last  year.  ‘AVe  believe”  said 
Mr.  Richardson,  “that  HMO’s  can  help  solve 
many  of  the  problems  facing  the  health  care 
system  today — the  uncontrolled  rise  in  health 
care  cost,  over-utilization  of  high  cost  services, 
improper  allocation  of  resources,  inadequate 
emjdiasis  on  preventive  care,  and  inefficient 
use  of  available  health  manpower.  Encour- 
agement of  HMO’s  may  be  the  most  impor- 
tant step  we  can  take  to  stimulate  the  restruc- 
turing of  the  health  delivery  system.  We  be- 
lieve that  there  can  be  significant  long-run 
savings  in  program  costs  due  to  the  HMO 
option." 

Concerning  the  proposed  limitation  on  in- 
creases in  physicians’  fees,  Richardson  said: 

“We  believe  that  if  recognition  of  fee  in- 
creases is  tied  to  appropriate  economic  in- 
dexes, this  will  help  to  assure  that  the  recog- 
nition of  such  increases  is  appropriately 
related  to  developments  in  other  pertinent 
sectors  of  the  economy.” 
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DELTASONE^  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— acWve  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anoma'ies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
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Selective  conservatism  is  here  explained  as  a criterion 
for  selecting  operative  subjects  in  abdominal  trauma. 


The  Rational  Approach 
to  Abdominal  Trauma* 


Gerald  W.  Shaftan,  M.D. 

Brooklyn,  New  York 

^V'e  believe  that  any  well  trained  surgeon  can 
safely  select  those  patients  with  penetrating 
abdominal  trauma  who  retpiire  surgical  ex- 
ploration. 

In  1749,  Hunter  noted  that,  “This  last  part  of 
surgery,  namely  operation,  is  a reflection  on 
the  healing  art.  It  is  a tacit  acknowledgment 
of  the  insufficiency  of  surgery.  It  is  like  an 
armed  savage  tvho  attem]Hs  to  get  by  force 
that  which  a civilized  man  woidd  get  by 
stratagem.  No  surgeon  should  approach  the 
victim  of  his  operation  without  a sacred 
dread  and  reluctance.” 

Some  three  thotisand  years  before  Hunter,  in 
the  Edwin  Smith  Papyrus,  otir  oldest  surgical 
text,  the  surgeon  was  advised  in  the  various 
case  reports  to  make  one  of  three  diagnoses. 
The  first,  “an  ailment  which  I will  treat;”  the 
second;  “an  ailment  with  which  I will  con- 
tend;” and  the  third,  “an  ailment  not  to  he 
treated.”  The  imjjortance  of  these  diagnostic 
divisions  can  he  gleaned  from  the  earlier 
Coda  Hammurabi,  which  while  prescribing  a 
generous  fee  for  the  successful  treatment  of  a 
wound  also  required  that  the  surgeon  have 
his  hands  cut  off  if  the  patient  were  to  lose 
his  life  as  a result  of  treatment. 

The  Edwin  .Smith  Papyrus  does  not  list  any 
cases  of  abdominal  trauma  hut  certainly,  had 
they  been  reported,  they  tmdoubtedly  woidtl 
have  been  included  in  the  untreatahle  catego- 
ry, for  Hippocrates,  a thousand  years  later, 
notes  that  a “severe  wound  of  the  bladder  . . . 


of  the  small  intestine,  of  the  stomach,  and  of 
the  liver  is  deadly.” 

Celsus,  in  ancient  Rome,  was  more  optimis- 
tic. In  abdominal  injuries,  he  advocated  su- 
ture of  the  intestine  when  it  was  the  large 
intestine  that  was  damaged  hut  noted  that 
there  was  no  hope  of  cure  when  the  small 
intestine  was  injured.  This  pessimistic  ap- 
proach toward  abdominal  trauma  continued 
well  into  the  eighteenth  century,  despite  the 
demonstration  by  Batidens  in  1830,  that  one 
of  two  patients  explored  with  a gunshot 
wound  of  the  abdomen  survived  operation. 
Ehis  surgeon,  during  the  Crimean  ^Var,  ad- 
vised the  introduction  of  a finger  or  a small 
sponge  into  the  enlarged  abdominal  wound. 
If  blood,  feces,  or  bubbles  were  ]jresent  he 
advocated  “l)old  operation” — in  their  absence 
he  recommended  abstention.  Despite 
Batidens’  experience,  the  standard  treatment 
for  abdominal  wounds  until  the  late  nine- 
teenth century  was  rest,  opium,  dressings, 
protection  of  the  wound,  and,  of  course,  fre- 
quent bleeding  or  venesection.  By  1887,  with 
Marion  Sims  in  the  lead,  the  majority  of  the 
.\merican  Surgical  .Association  expressed  the 
opinion  that  operative  treatment  of  penetra- 
ting abdominal  trauma  was  consistent  with 
the  advances  made  in  other  areas  of  intraper- 
itoneal  surgery.  .At  the  start  of  the  Boer  War, 
surgical  intervention  of  penetrating  abdomi- 
nal injuries  was  advocated  by  the  British. 
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Unfortunately,  mortality  during  the  first  year 
of  that  war  was  significantly  higher  among 
those  operated  upon  than  those  treated  by 
careful  studied  neglect.  Thus,  ultraconser\a- 
tive  approach  to  penetrating  abdominal  trau- 
ma had  sound  statistical  basis  and  continued 
for  the  first  fifteen  years  of  the  twentieth  cen- 
tury. The  number  and  magnitude  of  abdomi- 
nal injuries  and  a 90  per  cent  mortality  from 
failure  to  repair  the  injured  structures  during 
the  first  two  years  of  World  War  I necessi- 
tated a change  to  mandatory  routine  abdomi- 
nal exploration  and  repair.  This  lowered  the 
death  rate  to  53  per  cent.  The  subsequent 
imjjrovement  in  mortality  statistics  to  25  per 
cent  in  World  War  II,  12  per  cent  during  the 
Korean  police  action,  and  9.6  per  cent  during 
the  current  Viet  Nam  conflict,  has  reinforced 
the  military  precepts  of  mandatory  abdomi- 
nal exploration  for  penetrating  abdominal 
wounding.  Nevertheless,  this  policy  of  uni- 
form celiotomy  for  penetrating  abdominal 
trauma  (which  arose  out  of  and  is 
maintained  because  of  military  necessity) 
persists  unnecessarily  into  j)ost-war  civilian 
practice. 

Our  original  study  was  promjited  by  a death, 
following  celiotomy  for  an  abdominal  stab 
wound  which  did  not  penetrate  the  peritone- 
al cavity.  .\s  a result  of  jjostoperative  compli- 
cations, which  included  delirium  tremens, 
evisceration,  and  peritonitis,  we  reviewed  all 
patients  with  abdominal  trauma  treated  on 
the  University  Surgical  Service  of  the  Kings 
County  Hospital  Center  in  1952,  1953,  and 
1951.  One  liundred  and  thirty-three  jjatients 
were  characterized  according  to  type  of  trau- 
ma. .Almost  three  (juarters  of  these  patients 
had  penetrating  type  injuries.  Surjnisiugly, 
oidy  one-half  of  the  patients  with  stab 
wounds  were  explored  despite  the  Ser\  ice  pol- 
icy recpiiring  mandatory  exjiloration  of  these 
wounds.  Patients  were  divided  into  three 
groups:  Croup  .\  were  jiatients  who  had  evi- 
dence ol  intra|)eritoneal  injury  at  operation 
or  autopsy,  (»roup  B were  those  treated  with- 
out ojjeration,  and  Group  C comprised  the 
jjatients  who  underwent  celiotomy  without 
findings  of  intra-abdominal  injury.  None  of 
the  [)aiienis  in  (,roup  B or  C (that  is,  those 


who  were  7wt  operated  upon  or  who  had 
negative  explorations)  had  generalized  direct 
or  rebound  tenderness,  abdominal  muscular 
spasm,  or  absent  bowel  sounds.  In  the  main, 
these  patients  had  no  abnormal  abdominal 
physical  findings.  Therefore,  if  the  ordinary 
criteria  for  an  acute  surgical  condition  of  the 
abdomen  had  been  used,  exploration  would 
have  been  avoided  in  all  the  patients  in 
Group  C. 

Table  I 

hulications  for  Abdominal  Exploration 
in  Abdominal  Trauma 

1.  Signs  of  peritoneal  irritation 

a.  Direct  tenderness 

b.  Rebound  tenderness 

c.  Abdominal  wall  spasm 

d.  Persistent  hypoactive  or  absent  bowel  sounds 

2.  Positive  peritoneal  aspiration  and/or  lavage 

3.  Persistent  unexplained  shock 

4.  .Ancillary  signs 

a.  Radiogfraphically  demonstrable  intraperitoneal 
air 

b.  Hematemesis 

c.  Proctorrhagia 

As  a result  of  this  early  retrospective  study, 
certain  criteria  were  evolved  for  selecting  pa- 
tients for  abdominal  exploration  and  we  have 
termed  this  method  of  management,  selective 
conservatism.  (See  Table  I)  The  primary  in- 
dications were  signs  of  peritoneal  irritation — 
that  is,  direct  and  rebound  tenderness,  ab- 
dominal wall  spasm,  and  persistent  hypoac- 
tive or  absent  bowel  sounds.  These  signs  are 
also  used  in  evaluating  the  need  for  abdomi- 
nal exploration  for  intraperitoneal  inflamma- 
tion. The  loss  of  bowel  sounds,  in  particular, 
has  proved  to  be  the  most  irseful  index  for 
abdominal  exploration  and  (except  in  shock) 
usually  indicates  intraperitoneal  injury. 
W'hile  in  most  jiatients  the  need  for  explora- 
tion is  obvious  on  admi.ssion,  where  immedi- 
ate decision  cannot  be  made  it  is  necessars'  to 
repeat  the  clinical  evaluation  at  Iretjuent  in- 
tervals, every  half  hour  shortly  after  admis- 
sion anti  gradually  lengthening  the  interval 
as  security  in  patient  observation  increa.ses. 
This  prolonged  observation  is  the  most  diffi- 
cult aspect  of  selective  conserxatism.  .Alter- 
ation of  the  physical  signs  indicating  in- 
creased peritoneal  irritation  demands  imme- 
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diate  exploration  while  a decrease  in  findings 
correspHjndingly  permits  increased  confidence 
in  the  nonoperative  management. 

Explorator)’  paracentesis  has  gained  recogni- 
tion as  a simple  and  accurate  diagnostic  ac- 
cessory to  abdominal  evaluation.  In  abdomi- 
nal trauma,  especially  in  blunt  abdominal 
trauma,  it  can  be  invaluable.  The  positive 
peritoneal  tap  is  always  an  indication  for 
immediate  abdominal  exploration.  The  nega- 
tive paracentesis  has  absolutely  no  prognostic 
value.  Root^  has  indicated  his  preference  for 
diagnostic  peritoneal  lavage  as  the  primary 
step  in  the  evaluation  of  abdominal  trauma. 
In  most  instances,  simple  paracentesis  will 
supply  as  much  information  as  may  be  ob- 
tained from  peritoneal  aspiration  but  where 
the  former  does  not  provide  a definitive  an- 
swer, we  immediately  proceed  to  peritoneal 
lavage.  For  this  reason  we  now  use  the  four 
inch  long,  fifteen  gauge  Teflon"  needle  with 
multiple  end  side  holes  and  a short  bevel 
obturator  (Becton-Dickinson  :^()  1-0049)  for 
routine  exploratory  paracentesis.  .Since  the 
needle  itself  is  flexible  we  utilize  a single 
insertion,  rather  than  the  two  or  four 
quadrant  taps  formerly  advocated.  1 he  nee- 
dle may  be  moved  around  within  the  peritone- 
al cavity  and  the  patient  positioned  to  obtain 
maximum  yield.  If  paracentesis  is  not  produc- 
tive, 1,000  milliliters  of  1.5  per  cent  Dianel® 
or  saline  is  instilled  through  the  same  can- 
nula and  an  aliquot  aspirated  for  examina- 
tion. Grossly  bloody,  bile  stained,  or  turbid 
fluid  or  even  microscopic  red  and  white 
blood  cells  is  sufficient  indication  for  celioto- 
my. 

Shock,  which  is  persistent,  unexplained  by 
external  blood  loss,  especially  with  blunt  ab- 
dominal trauma,  is  an  indication  for  explora- 
tion. The  peritoneal  cavity  and  the  retroperi- 
toneum  provide  the  only  area  in  the  body  in 
which  large  quantities  of  intravascular  vol- 
ume may  be  sequestrated.  X-ray  evaluation  is 
of  value  for  the  localization  of  missiles  but  an 
occasional  patient  has  been  ojjerated  upon 
for  the  presence  of  intraperitoneal  free  air. 
Free  air  is  a rare  finding  on  routine  chest  film 
and  has  occasionally  been  noted  unassociated 
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with  intraperitoneal  viscus  injur)',  neverthe- 
less, its  presence  makes  abdominal  exploration 
mandatory.  Additionally,  blood  in  the  stom- 
ach, hematemesis,  proctorhaggia,  or  blood  on 
the  examining  rectal  finger  are  ancillary  signs 
indicating  the  need  for  abdominal  explora- 
tion. Patients  who  are  not  explored  immedi- 
ately must  have  abdominal  paracentesis  or 
lavage  and  radiographic  studies  of  the  chest 
and  abdomen  performed  as  routine  measures. 

Since  195ti,  we  have  used  these  indications  in 
all  types  of  penetrating  abdominal  trauma  as 
well  as  in  blunt  abdominal  trauma  in  the 
selection  of  patients  for  exploratory  celioto- 
my. The  following  results,  therefore,  are  of  a 
prospective  on-going  study.  We  are  in  the 
process  of  reviewing  our  results  through  1969. 
The  last  completed  review  was  in  1964.  The 
figures  here  reported  represent  535  patients 
with  penetrating  wounds  of  the  abdomen 
seen  by  the  Trauma  Service  of  the  Kings 
County  Hospital  Center  from  January,  195(1, 
through  June,  19(13,  handled  under  this  poli- 
cy of  selective  con.servatism. 

Patients  ranged  in  age  from  5 to  100  years; 
there  were  461  males  and  74  females.  The 
highest  incidence  was  in  men  in  the  third 
decade  of  life.  Four  hundred  and  seventy- 
seven  patients  were  stabbed,  fifty  were  shot, 
and  eight  has  miscellaneous  wounds.  More 
than  20  per  cent  of  the  patients  were  drunk 
at  the  time  of  initial  examination.  One  hun- 
dred and  twenty-nine  patients  were  explored 
because  of  one  or  more  of  the  previously 
noted  signs;  twenty-one  additional  patients 
were  explored  despite  the  absence  of  these 
indications.  By  contrast,  none  (except  one) 
of  the  non-operative  gioup  manifested  any  of 
these  criteria  for  operation. 

Abdominal  aspiration,  particularly  in  recent 
years,  has  added  immeasurably  to  our  diag- 
nostic acumen.  Paracentesis  was  performed 
and  recorded  in  17  per  cent  of  the  present 
series.  A positive  peritoneal  aspiration  was 
obtained  in  25  patients.  Nine  of  these  pa- 
tients had  positive  paracentesis  as  the  sole 
indication  for  abdominal  exploration.  While 
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Table  II 

Penetrating  Abdominal  Trauma 
(Figures  in  parenthesis  indicate  mortality) 


Tyl>e  of 
Injury 

Died  before 
T r eat  merit 

\on-operative 

Operative 

Total 

■Stab 

1 (100%) 

361  (0.5%) 

115  (6%) 

'in  (2%) 

G .S  tv 

0 (0%) 

17  (0%) 

33  (12.1%) 

50  (8%) 

Other 

0 (0%) 

6 (0%) 

2 (0%) 

8 (0%) 

Total 

1 (100%) 

384  (0.5%) 

150  (7.3%) 

535  (2.6%) 

most  of  them  developed  peritoneal  signs  dur- 
ing the  interval  from  the  original  examina- 
tion to  operation,  the  utilization  of  this  diag- 
nostic procedure  did  permit  earlier  explora- 
tion and,  possibly,  reduced  morbidity.  A sin- 
gle instance  of  false  positive  paracentesis  was 
experienced. 

The  use  of  radiography  was  of  lesser  impor- 
tance: only  three  of  the  one  hundred  and 
fifty  patients  explored  demonstrated  free  in- 
traperitoneal  air  on  roentgenographic  exami- 
nation of  the  al)domen.  Its  value,  however, 
shoidd  not  be  negated  by  the  poor  yield, 
since  one  patient  was  selected  for  exploration 
merely  on  the  radiographic  demonstration  of 
free  intraijeritoneal  air.  This  patient  also  de- 
veloped the  signs  of  peritoneal  irritation  in 
the  interval  from  examination  to  operation. 
ITee  subdiaphragmatic  air  was  demonstrated 
in  another  patient  without  other  abdominal 
signs.  No  intraperitoneal  injury  was  found 
at  celiotomy,  suggesting  the  entrance  of  air 
through  the  abdominal  wound  at  the  time  of 
injury. 

Evisceration  of  omentum  through  the  pene- 
trating abdominal  wound  is  a strong  psycho- 
logical imj>etus  for  singer)-.  Eleven  of  25  pa- 
tients with  omentum  protruding  from  the  ab- 
dominal wound  had  celiotomy  for  the 
presence  of  the  protruding  omentum  alone, 
without  signs  indicating  the  need  for  explora- 
tion. ,\11  eleven  had  negative  explorations. 
Eight  jKifients,  who  also  lacked  the  criteria 
lor  celiotomy,  had  the  omental  protrusion 
pulled  up,  ligated  and  returned  to  the  peri- 
toneal cavity.  .All  eight  did  well.  The  remain- 
ing six  patients  with  omental  herniation  had 
peritoneal  signs  in  addition  to  protruding 
omentum  and  were  explored.  Celiotomy  was 
necessary  in  each  on  the  basis  of  operative 
findings. 


Ten  ]3atients  without  signs  of  peritoneal  irri- 
tation were  explored  “routinely” — that  is,  be- 
cause of  the  presence  of  a penetrating  type  of 
abdominal  wound  only,  without  regard  for 
the  criteria  mentioned  previously.  This  devia- 
tion from  our  established  policy  is  attributa- 
ble to  the  personal  references  of  a few  attend- 
ing surgeons.  All  ten  had  negative  explora- 
tions. 

Three  hundred  and  eighty-four  patients,  or  72 
per  cent  of  the  entire  series,  were  treated 
without  abdominal  exploration.  (See  Table 
II)  These  patients  did  not  have  any  indication 
for  exploration  and  did  well  with  frequent 
careful  observation.  There  were  two  deaths 
in  this  group.  One  death  resulted  from  head 
trauma;  no  abdominal  injur)'  was  found  at 
autopsy.  The  other  death  was  in  a patient 
stabbed  in  the  left  chest  and  upper  abdomen 
who  was  erroneously  treated  conservatively 
despite  a positive  peritoneal  aspiration.  He 
died  suddenly  on  the  seventh  hospital  day. 
.\utopsy  revealed  splenic  laceration  with  old 
clotted  hemoperitoneum  and  hemothorax 
without  evidence  of  recent  bleeding.  .Adher- 
ence to  the  established  criteria,  however, 
should  have  prompted  exploration  in  this 
case  and  possibly  woidd  have  avoided  this 
fatal  outcome. 

.Seventeen  patients  with  gunshot  wounds  of 
the  abdomen  were  not  explored.  While  a tan- 
gential trajectory  through  the  abdominal  wall 
coidd  have  been  postulated  in  some  instances, 
the  decision  to  treat  these  patients  expectant- 
ly was  based  only  on  the  absence  of  jreritone- 
al  signs.  One  hundred  and  fifty  patients  (28 
per  cent  of  the  .serie.s)  had  abdominal  ex- 
jiloration.  .Ml  of  the  .^3  bullet  wounds  ex- 
ploretl  had  an  indication  for  celiotomy:  none 
were  explored  “routinely.”  Forty-four  patients 
had  no  surgical  repair  at  exploration.  1 wen- 
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ty-one  of  these  “unnecessary  explorations” 
had  indications  for  operation  but  the  intra- 
abdominal injury,  primarily  nonbleeding  he- 
patic wounds  or  retroperitoneal  hematomas, 
did  not  necessitate  repair.  The  remaining 
twenty-three  patients  had  negative  explora- 
tions; twenty-one  of  these  were  explored 
routinely  or  for  the  presence  of  omental  her- 
niation alone;  one  had  a peritoneal  aspiration 
that  was  falsely  positive;  and  one  had  free 
intraperitoneal  air  demonstrated  radiograph- 
ically. 

One  patient  arrived  in  the  Emergency  Room 
following  abdominal  stabbing  without  ob- 
tainable pulse  or  blood  pressure.  He  died 
shortly  thereafter  despite  vigorous  attempts  at 
resuscitation.  The  two  deaths  in  the  non- 
operative gioup  have  been  noted. 

The  over  all  mortality  for  the  535  patients  in 
this  study  was  2.6  per  cent.  The  mortality  was 
0.3  per  cent  in  those  patients  treated  by  selec- 
tive conser\ atism.  Eleven  patients  (7.3  per 
cent)  in  the  operative  group  died,  7 among 
the  1 15  slab  wounds  and  4 of  the  33  gunshot 
wounds  that  were  explored.  None  of  these 
patients  died  because  of  delay  or  failure  to 
recognize  the  need  for  abdominal  explora- 
tion. Mortality,  including  the  patient  who 
died  before  operation,  the  tleath  from  head 
trauma,  and  the  patient  erroneously  treated 
consen  atively,  teas  2 ]:>er  cent  of  the  477  pa- 
tients with  stab  wounds. 

1 he  value  of  selective  conservatism  also  de- 
pends on  the  absence  of  significant  morbidity. 
There  were  complications  in  only  thirteen 
patients  (3.3  per  cent)  of  the  384  treated 
conservatively,  contrasted  to  46  patients  (31 
per  cent)  with  morbidity  in  the  operative 
group.  There  were  four  serious  complications 
in  those  21  explored  either  routinely  or  for 
the  jjresence  of  protruding  omentum  alone. 

Since  Cornell’s  report-  in  1965,  the  instilla- 
tion of  radiopatjue  media  into  the  penetra- 
ting wound  for  x-ray  confirmation  of  intra- 
peritoneal perforation  has  gained  consider- 
able popularity.  Its  primary  imjiortance  is 
demonstrating  that  the  nonoperative  ap- 


proach is  feasible  in  many  patients  with  civil- 
ian penetrating  type  injuries.  Unfortunately, 
the  technic  is  time-consuming,  painful,  and 
thereafter  obviates  the  exercise  of  surgical 
judgment  because  of  the  abdominal  wall  pain 
and  muscle  spasm  produced  by  drug  irrita- 
tion. Moreover,  mere  penetration  of  a peri- 
toneal ca^ity  is  insufficient  reason  for  abdom- 
inal exploration  since  the  intraperitoneal  in- 
jur)' may  be  slight  or  nonexistent.  In  addi- 
tion, failure  to  demonstrate  peritoneal  pene- 
tration by  dye  instillation  would  give  us  a 
false  sense  of  security.  Many  of  our  patients 
have  combined  penetrating  and  blunt  ab- 
dominal trauma  and  the  negative  dye  study 
might  cause  us  to  forget  the  difficulty  in  diag- 
nosis and  the  high  mortality  associated  with 
blunt  injuries. 

A recent  study  by  Weil  and  Steichen,^  com- 
paring surgical  evaluation  with  radiopaque 
dve  instillation,  showed  54  per  cent  fewer 
negative  explorations  with  the  clinical  technic 
advocated  by  ns  with  no  errors  in  diagnosis. 
We  are  completely  satisfied  with  our  clinical 
approach  in  selecting  patients  with  penetra- 
ting abdominal  trauma  for  operation,  experi- 
encing a low  mortality  and  the  lowest  over-all 
morbidity  reported  in  the  literature.  Our  ex- 
perience is  not  unique.  Others  have  used  se- 
lective conservatism  in  the  management  of 
abdominal  stab  wounds  and  have  noted  the 
accuracy  of  the  criteria  for  exploration.  7 hey 
have  experienced  no  mortality  and  decreased 
morbidity  in  the  conservative  therapy  group. 
It  is  difficult,  however,  to  compare  results 
from  different  institutions.  For  this  reason 
the  jjaper  by  Nance  and  Cohid  detailing 
their  experience  with  the  clinical  technic  and 
contrasting  it  to  the  mandatory  exploration 
study  reported  from  the  same  hospital  by 
Moss,  Schmidt,  and  Creecld  is  a classic  re- 
port. Their  lowering  of  morbidity  from  27  to 
12  per  cent  without  an  error  in  diagnosis 
reinforces  our  conviction  that  sound  surgical 
judgment  based  on  standard  clinical  evalua- 
tion is  a reliable  means  of  selecting  patients 
for  operation  in  abdominal  trauma.  \V7iile 
these  authors  did  not  treat  gunshot  wounds 
by  selective  operation,  there  is  no  reason  to 
expect  that  a sharp  knife  inflicts  less  damage 
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than  a dull,  low  velocity  bullet.  I he  pro- 
ponents of  routine  celiotomy  rarely  suggest 
that  routine  exploration  be  utilized  for  blunt 
abdominal  trauma;  yet  blunt  abdominal  in- 
jury is  more  difficult  to  diagnose  and  has  a 
higher  over-all  mortality  than  trauma  of  the 
penetrating  type. 

Confidence  in  the  reliability  of  criteria  for 
exploration  has  prompted  us  to  explore  only 
28  per  cent  of  our  patients  with  penetrating 
wounds  of  the  abdomen,  lower  than  the  oper- 
ative ratio  of  any  series.  It  is  unfortunate  that 
the  single  death  in  the  stab  wound  group 
(though  improjjerly  treated)  now  prevents  us 
from  stating  again  that  we  had  no  significant 
morbidity  or  mortality  by  following  a policy 
of  watchful  expectancy.  W'^ith  frequent  obser- 
vation and  evaluation  of  findings  we  still  feel 
that  the  established  criteria  for  exploration 
are  valid  and  the  risk  in  awaiting  develop- 
ment of  indications  for  celiotomy  is  minimal. 
Our  mortality  for  all  jtenetrating  abdominal 
wounds  (2.6  per  cent)  is  lower  than  the  mor- 
tality of  any  comparable  series  in  the  litera- 
ture. 

Selective  conservatism  would  not  be  justified, 
however,  were  there  no  danger  in  routine 
exploratory  celiotomy.  Moss,  .Schmidt,  and 
Creech®  in  their  review  of  5.50  stab  wounds  of 
the  abdomen  treated  by  routine  exploration 
had  a morbidity  of  33  per  cent.  Nearly  one 
half  of  these  complications  were  in  patients 
who  required  no  treatment  at  exploration. 
Our  own  morbidity  of  23  per  cent  in  jjatients 
with  negative  explorations  confirms  this  risk. 
\Vilson  and  Sherman,®  moreover,  had  one 
mortality  following  a negative  exploratory 
celiotomy  and  Maynard'  reports  5 deaths 


among  79  negative  explorations  which 
amounts  to  6.3  per  cent. 

Nance*  notes  that  allowing  the  use  of  surgi- 
cal judgment  has  made  it  more  difficult  for 
the  surgeon  since  each  jjatient  must  be  evalu- 
ated separately  and  observed  patients  must  be 
followed  carefully  and  conscientiously  like 
any  other  critically  ill  surgical  patient.  The 
reduction  of  unnecessary'  operations  and  the 
marked  decrease  in  over-all  morbidity  more 
than  makes  up  for  the  increased  difficulty  the 
surgeon  must  bear.  As  surgical  experience 
throughout  the  country  increases,  it  becomes 
obvious  that  the  war-time  expediency  of 
routine  exploration  for  penetrating  wounds 
of  the  abdomen  is  not  justified  in  civilian 
practice.  Certainly,  when  adequate  facilities 
for  the  careful  observation  and  investigation 
of  these  wounded  patients  are  available,  supe- 
rior mortality  and  morbidity  statistics  can  be 
expected  by  judiciously  selecting  those  pa- 
tients requiring  exploratory  celiotomy. 
Routine  exploration  is  a dogma  no  longer 
valid  for  civilian  penetrating  abdominal  in- 
juries. 
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Gallstone  ileus  is  rare  and  readily  missed. 


Recent  Experiences 
with  Gallstone  Ileus* 


Hans  Vejisted,  M.D.,  et  al./Princeton 

Gallstone  ileus  is  a rare  form  of  intestinal 
obstruction — so  rare  that  one  clinician  cannot 
expect  to  see  more  than  one  or  two  cases  in  a 
lifetime.  Hence  it  seems  appropriate  to  report 
here  three  instances  of  gallstone  ileus  occur- 
ring in  two  patients  within  a two-month 
period. 

Case  One 

A 65  year  old  epileptic  and  long-term  resident  of  the 
New  Jersey  Neuropsychiatric  Institute  was  admitted 
with  a five-day  history  of  abdominal  distention  and 
vomiting.  Treatment  prior  to  admission  consisted  of 
intravenous  fluid  and  Miller-Abbott  tube  suction.  Be- 
cause of  her  emotional  illness,  no  previous  history 
could  be  elicited.  She  was  an  obese,  slightly  dehydrated 
woman  with  a distended  abdomen.  .Small  bowel  ob- 
struction was  apparent  on  review  of  tbe  abdominal 
x-rays. 

She  was  explored  by  one  of  us  (JRH)  through  a low 
midline  incision.  A large  acute  inflammatory  mass  was 
felt  in  the  area  of  the  gallbladder.  At  least  one  stone 
was  palpable  in  the  gallbladder,  and  there  was  a 
faceted  gallstone  impacted  in  the  distal  ileum.  The 
stone  in  the  ileum  was  removed  through  a small  en- 
terotomy  and  the  wound  closed.  Because  of  the 
patient’s  condition  and  the  inflammation  present  in 
the  gallbladder,  it  was  elected  to  reserve  cholecystec- 
tomy for  another  day.  Retrospective  examination  of 
the  x-rays  revealed  air  in  the  biliary  tree.  She  did 
well  until  four  days  after  the  operation  when  she 
developed  another  episode  of  mechanical  obstruction. 

At  reoperation  a second  gallstone  was  found  impacted 
in  the  ileum  at  the  same  location  as  in  the  first  epi- 
sode of  gallstone  ileus.  The  stone  in  the  ileum  was 
removed:  cholecystectomy  was  accomplished;  and  the 
cholecysto-duodenal  fistula  was  closed.  Postoperatively 
she  developed  Klebsiella  infection  in  the  wound 
which  was  treated  by  drainage.  The  patient  returned 
to  the  Institute  in  a satisfactory  condition  25  days 
after  admission. 

Case  Two 

A 78  year  old  woman  was  admitted  with  a 36-hour 
history  of  nausea,  vomiting,  and  epigastric  pain.  She 
furnished  a three-day  history  of  abdominal  distention 
and  anorexia  preceding  the  abdominal  pain.  Addi- 
tional history  (obtained  later)  included  a record  of 
gallblatkler  attack  20  years  ago  and  a history  of  vomit- 


ing gallstones  1 1 years  ago.  .At  that  time  the  patient 
had  refused  further  treatment. 

We  now  saw  a dehydrated  woman  with  abdominal  dis- 
tention and  no  signs  of  localized  peritoneal  irritation. 
Roentgenograms  indicated  moderate  small  bowel  dis- 
tention, small  aortic  aneurysm,  and  calcification  in  the 
splenic  artery. 

During  the  36  hours  after  admission  she  developed 
minimal  ascites,  although  her  condition  improved  with 
intra\enous  fluids  and  electrolytes.  Pain  had  subsided. 
On  the  fourth  day  after  admission  she  again  had  ab- 
dominal pain,  as  well  as  tenderness  in  the  mid- 
abdomen. Upon  operative  exploration  by  one  of  us 
(JJC)  for  suspected  mesenteric  vascular  occlusion,  there 
was  found  moderate  ascites.  A 5.3  by  3.0  cm.  non- 
faceied  gallstone  was  found  impacted  in  the  distal 
ileum.  This  was  removed  with  the  longitudinal  in- 
cision being  closed  transversely  on  the  anti-mesenteric 
border.  The  emptv  thick-wall^  gallbladder  was  noted 
to  be  fused  to  the  duodenum.  The  operation  was 
terminated  with  closure  of  the  abdomen. 

Diagnosis  of  gallstone  ileus  is  usually  difficult, 
and  this  leads  to  delayed  operation.  In  the 
first  case,  here  reported,  history  was  impossible 
to  elicit.  In  the  second  case,  the  patient  re- 
ported symptoms  of  cholecystitis  and  several 
days  after  the  operation  volunteered  llie  in- 
formation of  past  emesis  of  gallstones. 

Buetow  et  al.^  discussed  recurrent  gallstone 
ileus  and  emphasized  the  5 per  cent  early  post- 
operative recurrence  rate  due  to  stones  left 
behind  during  the  first  operation.  When  a 
faceted  stone  is  found,  especially,  the  gall- 
bladder and  remainder  of  the  bowel  should  be 
searched  for  other  stones. 

Hoi/-’  and  Welch,  et  al.^  published  reports  of 
a one-stage  cholecystectomy  and  closure  of  the 
cholecystic-enteric  fistula  combined  with  re- 
moval of  the  obstructing  stone  in  the  small 


• From  the  Departments  of  Surgery  and  Medicine, 
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and  James  J.  Chaniller,  M.D. 
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bowel.  Although  several  other  authors  have 
more  recently  emphasized  the  usefulness  of 
primary  repair  of  the  fistula  with  one-stage 
treatment  of  gallstone  ileus,  only  20  cases  of 
this  type  of  approach  were  reported  through- 
out the  year  1968.^  In  an  ill  patient  with  com- 
plicated dissection  necessary  for  primary  re- 
pair, most  would  advocate  simple  removal  of 
the  obstructing  stone  and  closure  of  the  in- 
testine. Planned  full  diagnostic  studies  with 
a second-stage  procedure  as  indicated  would 
seem  a wise  choice.  Indeed,  this  was  the  elec- 
tion taken  in  our  Case  1.  However,  to  the 
dismay  of  the  operating  team,  gallstone  ileus 
occurred  again  on  the  fourth  postoperative 
day.  A complete  operative  attack  on  the  prob- 
lem w'as  then  carried  out  and  was  well  toler- 
ated by  the  patient. 

Since  a third  of  the  patients  whose  gall- 
bladders have  not  been  removed  (and  whose 
fistulas  have  not  been  closed)  experience  future 
complications,  we  would  ordinarily  recom- 
mend elective  cholecystectomy  and  fistula  clo- 
sure in  these  patients.  Our  second  patient,  78 
years  old,  refused  further  operation. 

A word  should  be  said  about  diagnosis  of  gall- 
stone ileus.  The  symptoms  can  be  those  of 
typical  cholecystitis  attack  or  those  related  to 


passage  of  the  gallstone  along  the  intestinal 
tract.  With  large  stones  intestinal  obstruction 
then  occurs  with  attendant  vomiting,  disten- 
tion, and  hyperperistalsis.  Occasionally  these 
patients  can  be  diagnosed  correctly  preopera- 
tively  by  noting  air  in  the  common  duct  or 
bile  ducts  in  conjunction  with  x-ray  evidence 
of  ileus  or  obstruction.  Rarely,  the  calcified 
stone  will  be  evidenced  in  the  intestine. 

Summary 

Three  cases  of  gallstone  ileus  occurring  in  two 
patients  during  a two-month  period  during  the 
summer  of  1970  are  reported.  Oue  of  the 
patients  illustrates  the  problem  of  recurrent 
gallstone  ileus.  In  the  other  patient,  diagnosis 
preoperatively  could  possibly  have  been  made 
had  the  patient  been  interrogated  more  vigor- 
ously and  specifically.  Both  patients  are  alive 
and  well  today. 
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Medical  Arts  Building 


Mental  Health  Careers  for  Non-Physicians 


.\  training  program,  designed  to  increase  the 
enectivene,ss  of  community  health  services, 
has  just  been  launched  by  the  National  Insti- 
tittc  of  Mental  Health.  This  will  aid  state 
and  local  efforts  to  recruit  and  train  the  ]>er- 
sonnel  needed  to  serve  groups  and  areas  that 
liavc  been  neglected  l>y  traditional  mental 
heallli  ser\  ices.  I he  “New  Ciareerist’’  will  in- 
s hide  individuals  who  will  Ire  trained  to  do 
ncAV  mental  health  jolrs,  such  as  outreach  and 
patient  advocacy,  as  well  as  some  wlio  will  be 
trained  for  jobs  ]jreviouslv  considered  to  be 
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the  exclusive  domain  of  more  highly  trained 
professionals. 

Money  has  been  earmarked  by  the  NIMH  to 
su])j>ort  interdisciplinary  training  of  “New 
Ciareerists.”  Cirants  will  be  awarded  to  train- 
ing institutions,  community  agencies,  mental 
health  centers,  and  hospitals,  for  more  in- 
formation, write  to  E.  Fuller  Icniey,  M.D., 
Division  of  Manpower,  National  Institute  of 
Mental  Health,  Chevy  Cha.se,  Maryland 
20015. 


rHE  JOI  RNAI.  OF  1 IIF.  MEDICAI.  SOCIKFY  OF  NF.AV  JFRSF.Y 


The  caus^  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ollontoin  2.0% 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.' 


Contraindications;  Known  sensitivity  to  sulfonomides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  Increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  oppllcotorful  or  one  suppository  Introvogl- 
nolly  once  or  twice  dolly. 

Supplied:  Cream  - Four-ounce  tube  with  opplicotor. 
Suppositories  — Box  of  12  with  applicator, 
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AVC 

The  treatment  is  singular 


A 

BUILDING  BLOCK 
TO  RECOVERY 


L As  odjonctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Irrpsm:  100  000  N.F.  Unpts,  Chymolrypsin:  8.000  N.f . Unils: 
«lu.nlsiil  m tiyptic  actmty  to  40  mg.  o)  N.F.  trypan 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


Bitabs 


/<alolef  cf.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patientswith  a known  sensitivityto  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  rertal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 
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Trypsin;  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


So  far  as  is  known  this  is  the  first  reported  case  of  the 
spontaneous  disappearance  of  a milk-of-calcium  renal 
stone. 


Milk-of-Calcium  Renal  Stone* 

A Case  of  Spontaneous  Diminution 


Joseph  J.  Seebode,  M.D.,  et  al. /Newark 

Milk-of-calcium  renal  stone  is  a rare  condition 
in  which  tiny  calcified  particles  are  loosely 
suspended  in  the  urine  contained  within  a 
pyelogenic  cyst.  The  suspension  flows  freely, 
maintaining  a horizontal  fluid  level  regardless 
of  the  patient’s  fxjsition;  this  can  be  demon- 
strated radiographically.  We  have  found  only 
fourteen  cases'"’^  of  the  condition  reported 
but  no  mention  of  any  spontaneous  disappear- 
ance or  reduction  in  size  of  the  stone  (sus- 
pension). This  is  a case  report  of  a patient 
in  whom  milk-of-calcium  renal  stone  (a  find- 
ing incidental  to  a diagnosis  of  chronic  low 
back  pain)  spontaneously  diminished. 


Ki^ire  lA— Plain  film  of  abdomen  in  supine  position 
shows  iwo  rounded  calcific  densities,  one  in  the 
region  of  the  gallbladder  and  the  other  in  the  region 
of  the  right  kidney. 


.A  23-year-old.  mentallv  retarded  male  was  admitted 
for  work-up  of  a chronic  low  back  pain.  Examination 
disclosed  several  congenital  anomalies  including  hvpo- 
spadius,  bilateral  undescended  testes,  bilateral  opacities 
of  the  posterior  lenses  and  corneae,  and  bilateral 
aniridia.  Hemogram,  blood  chemistry,  fasting  blood 
sugar,  and  urinalvsis  were  normal.  Chest  x-ray  revealed 
a right  azsgos  lobe.  Electrocardiogram  showed  an  in- 
complete right  bundle  branch  block,  a normal  \ariant. 
.Antero-posterior  and  lateral  x-ray  projections  of 
thoraco  lumbar  and  lumbo  sacral  regions  of  the  spine 
were  within  normal  limits.  His  backache  was  initially 
thought  to  be  "conversion  hvsteria,"  but  roentgeno- 
grams of  the  spine  revealed  two  extra-skeletal  calcific 
(iensities.  These  findings  prompted  further  examina- 
tion. 


• This  work  is  from  the  Division  of  I'rolog^'  at  the 
•Martland  Hospital  I'nit  of  the  College  of  .Medicine 
and  Dentistry  of  New  Jersev  at  Newark.  Coauthors  are 
.\I.  H.  Kamat,  M.D.,  Instructor  in  Surgerv,  atul  I..  R. 
Hankes,  .M.D.,  Chief  I'rology  Resident.  Dr.  Seebixle  is 
the  Director  of  the  Division  of  L'rologv. 


Figure  IB— Plain  film  of  the  abdomen  in  upright  po- 
sition showing  that  the  calcific  density  in  the  region 
of  the  right  kidney  has  assumed  a semi  lunar  shape. 
This  is  the  milk-of-calcium  retial  stone. 
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l igiire  1C— Oral  cholecystogram  in  ujrriglu  posilioii.  Figure  21i— Fxcretory  urogram  confirms  the  location  of 

I'he  semi  lunar  shadow  outside  the  gallbladder  is  the  the  milk-of-calcium  renal  stone  to  be  in  the  mid- 

milk-of-calcium  renal  stone.  portion  of  the  right  kidney. 


Plain  films  of  the  abdomen  in  supine  and  upright 
positions,  an  excretory  urogram,  and  an  oral  chole- 
cystogram (Figure  1 ) reavealed  a radio-ojiaque  gall- 
stone and  a milk-of-calcium  renal  stone  in  the  right 
kidney.  Follow-up  roentgen  studies  done  three  years 
later  (Figure  2)  revealed  a marked  spontaneous  reduc- 


igure  2A  — Plain  lilm  of  the  alxlomcn  three  years  later 
‘bowing  a nu'iked  diminution  in  the  si/e  of  the  milk- 
'd ! :d(  iuin  1 en.il  stone. 


tion  in  the  milk-of-calcium  renal  stone. - 

.As  shown  in  Figure  2,  the  milk-of-calcium  stone  in  our 
patient  showed  a marked  reduction  in  its  size  within 
three  years.  .-\s  far  as  we  know,  this  is  the  first  finding 
of  a spontaneous  reduction  of  such  a stone  (suspen- 
sion) . I'his  reduction  probably  resulted  from  recanali- 
zation of  the  obliterated  communication  between  the 
pyelogenic  cyst  and  its  adjacent  calyx,  with  subsequent 
drainage  of  some  of  the  particles  from  the  c\st. 
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Trustees'  Minutes 

Two  regular  meetings  of  the  Board  of  Trus- 
tees were  held  during  the  1971  Annual  ^^eet- 
ing  in  Atlantic  City.  Detailed  minutes  of 
these  meetings  are  on  file  with  the  secretary 
of  your  component  society.  Belo\c  is  a compi- 
lation of  significant  actions. 

May  14,  1971 

Emergency  Department  Xinses  . . . .Approved 
cosponsorship  with  the  New  Jersey  Nurses’ 
.Association  of  a training  program  for  Emer- 
gency Department  Nurses  (to  be  funded  by 
the  Division  of  Emergency  Health  Services). 

AMA  Cotmci!  on  Environmental  and  Public 
Health  . . . Received,  as  informative,  a report 
from  Dr.  Roslyn  Barbash  on  the  meeting  of 
the  -AM.A  Council  on  Environmental  Health 
and  directed  that  the  report  be  made  avail- 
able to  the  members  of  MSNJ’s  Committee 
on  Environmental  Health. 

Governor's  Conjerence  of  the  70’s  . . . Re- 
ceived, as  informative,  the  report  of  the  Gov- 
ernor’s Cionference  of  the  70’s,  submitted  by 
Dr.  Louis  F.  .Albright. 

Solicitation  of  Co)wention  Eunds  . . . Disap- 
proved a recommendation  contained  in  the 
Convention  Manager’s  report  on  the  Confer- 
ence on  Metlical  Conventions  that  solicitation 
of  convention  funds  by  MSNJ  be  discontin- 
ued. 

Miriimum  E\e  Examination  Rules  . . . Di- 
rected that  the  proposed  Minimum  Eye  Ex- 
amination Rules  of  the  State  Board  of  Medi- 
cal Examiners,  setting  down  15  steps  that 
must  be  followed  in  performing  an  examina- 
tion of  a patient’s  eye,  be  referred  to  Refer- 
ence Committee  “G”  (The  Board  was  in- 
formed that  two  resolutions  have  been  intro- 
duced for  consideration  of  the  House  of 
Delegates  relating  to  this  proposal.) 


Proposed  Degree  Designation  Rule  ..  . Noted 
a proposed  new  State  Board  of  Medical  Ex- 
aminers rule  on  degree  designation  which 
states  that  “a  physician  licensed  to  practice 
medicine  and  surgery  in  the  State  of  New 
Jersey  shall  identify  himself  only  by  that  de- 
gree designation  (M.D.  or  D.O.)  which  is 
imprinted  on  the  license  issued  to  said  per- 
son.” 

Health  Care  Administration  Board  . . . 

.Agreed  to  submit  the  name  of  Frank  J. 
Hughes,  M.D.  of  Camden  to  Governor  Cahill 
as  a nominee  to  serve  on  the  Health  Care 
.Administration  Board,  called  for  by  the  en- 
actment of  .S-2088. 

Retiring  Members  of  the  Board  . . . Gave  a 
rising  vote  of  appreciation  to  Nicholas  .A. 
Bertha,  M.D.,  Thomas  C.  DeCecio,  M.D., 
and  Jerome  G.  Kaufman,  M.D.  on  their  re- 
tirement from  the  Board  of  Trustees. 


May  19,  1971 

Introduction  of  Xeio  Members  . . . ^\Tlcomed 
Dr.  George  L.  Benz,  of  the  1st  District  and 
Drs.  Richard  E.  Lang  and  James  S.  Todd  of 
the  2nd  District  as  new  members  of  the  Board 
of  Trustees. 

. . . Noted  that  Dr.  Lang  was  elected  to  fill 
the  unexpired  term  of  Dr.  James  .A.  Rogers, 
who  resigned  following  his  election  as  2nd 
Vice-President;  that  Dr.  Nicholas  E.  Mar- 
chione  was  re-elected  to  serve  from  the  5th 
District;  that  Dr.  Louis  F.  .Alljiight  was  re- 
elected to  the  office  of  Secretary;  and  that  Dr. 
Samuel  J.  Lloyd  was  re-elected  to  the  office  of 
Treasurer. 

Reorganization  of  Board  . . . Elected  .A. 
Guy  Campo,  M.D.  as  Chairman  of  the 
Board  for  1971-72;  re-elected  George  E.  Bar- 
bour, M.D.  as  Secretary  of  the  Board  for 
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1971-72;  agreed  to  continue  meeting  regularly 
on  the  third  Sunday  of  each  month  in  the 
Executive  Offices  (meetings  subject  to  cancel- 
lation should  the  agenda  prove  insufficient); 
re-elected  Nicholas  E.  Marchione,  M.D.  as  a 
Board  of  Trustees  member  on  the  Finance 
and  Budget  Committee  (3  year  term — 
1971-1974);  elected  L Edward  Ornaf,  M.D.  as 
a Board  of  I’rustees  member  on  the  Finance 
and  Budget  Committee  (2  years — 1971-1973 — 
to  fdl  unexpired  tenn  of  Thomas  C.  DeCecio, 
M.I).  who  is  no  longer  eligible,  having  served 
three  consecutive  terms  on  the  Board  of 
Trustees). 

1ieapf}()intment  of  Salaried  Personnel  . . . 
Reappointed  for  1971-1972,  at  the  salaries  set 
forth  in  the  adopted  budget,  all  salaried  per- 
sonnel not  under  individual  contract. 

. . . Commended  the  staff  and  recorded  its  ap- 
preciation and  gratitude  for  the  success  of  the 
1971  Annual  Meeting. 

Fluoridation  . . . Directed  that  Resolutions 
iirl  and  :^25,  urging  enactment  of  legislation 
obliging  the  Department  of  Environmental 
Protection  to  promulgate  regulations  requir- 
ing the  fluoridation  of  public  water  supplies, 
be  referred  to  the  Council  on  Legislation  for 
implementation. 

Automated  Bookkeeping  and  Billing  System 
. . . Directed  that  a recommendation  from 
Reference  Committee  “B,”  that  a further  sur- 
vey of  counties  be  taken  informing  them  of 
the  cost  factors  involved  and  the  advantages 
of  an  automated  bookkeeping,  accounting, 
ami  billing  system,  be  referred  to  the  Ad  Hoc 
(ajmmittee  on  a Statewide  Automated  Book- 
keeping, Accounting,  and  Billing  System. 

. . . Directed  further  that  this  item  be  placed 
on  the  agenda  for  the  Fall  Conference  of 
Presidents  (of  County  Medical  Societies)  and 
that  relevant  materials  be  su])plied  to  the 
counties  for  consideration  in  advance  of  this 
(ionference. 

AM  I Systcni  of  Coding  and  Nomenclature 
. . . Directed  that  a letter,  over  the  signattire 

fifiC) 


of  the  Secretary'  of  the  Board  of  Trustees,  go 
to  the  Medical-Surgical  Plan  of  New  Jersey 
and  to  the  fiscal  intermediary  for  Medicare 
and  Medicaid  recommending  that  they  con- 
sider adopting  the  AMA  system  of  coding  and 
nomenclature  as  the  universal  system  for  de- 
scription of  medical  services.  (This  is  in  ac- 
cordance with  the  House  action  on  Resolu- 
tion #27.) 

Internships  and  Residericies  in  New  Jersey 
Flospitals  . . . Directed  that  consideration  of 
Resolution  #44  be  tabled  until  the  July 
meeting  of  the  Board. 

Interns’  mid  Residents’  Power  to  Sistn  Certain 

c> 

Legal  Documents  . . . Directed  that  a letter 
go  to  the  Secretary  of  the  State  Board  of 
Medical  Examiners  asking  for  further  clarifi- 
cation of  the  1970  opinion  from  the  Attorney 
General  that  prescriptions  signed  by  interns 
and  residents  of  the  Martland  Medical  Center 
in  Newark  may  be  legally  filled  in  retail 
pharmacies — in  all  other  areas  of  the  State 
this  privilege  does  not  apply. 

Immunity  for  Physicians  Making  Blood  Alco- 
hol Determinations  . . . Directed  that  Resolu- 
tion #8,  which  seeks  enactment  of  legislation 
to  provide  physicians  with  immunity  from 
litigation  arising  from  compliance  with  the 
request  of  a law  enforcement  officer  for  a 
blood  alcohol  determination,  be  referred  to 
the  Council  on  Legislation. 

Blood  Transfusing  Is  a Sendee  Xot  a Sale 
. . . Directed  that  Resolution  #10  which 
urges  enactment  of  S-752  (to  provide  that 
blood,  blood  ]dasma,  tissues,  or  oiy>ans  should 
not  be  considered  commodities  subject  to  sale 
or  barter)  be  referred  to  the  Council  on 
Legislation. 

Eye  Medication  Ruling  . . . Directed  that 
Resolution  #12,  calling  for  the  introduction 
of  legislation  to  prevent  optometrists  from 
using  eye  medication  for  diagnostic  purposes, 
be  referred  to  the  Conference  Committee  on 
the  Control  of  Eye  Medication  for  early  con- 
sideration, and  that,  upon  receipt  of  a report 
from  that  Committee,  Resolution  #12  then 
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be  referred  to  the  Council  on  Legislation  for 
the  preparation  of  an  appropriate  bill  for 
introduction  into  the  Legislature. 

Legislative  Approach  to  Professional  Liabili- 
ty ..  . Directed  that  the  President  be  empow- 
ered to  appoint  an  ad  hoc  committee  as 
called  for  in  Resolution  #24  (which  is  con- 
cerned with  the  introduction  of  legislation 
involving  matters  of  professional  liability)  . 

Criteria  Used  by  Fiscal  Intermediaries  in  Re- 
viexving  Physicians’  Services  . . . Directed  that 
a letter  go  to  the  fiscal  intermediary  (Medi- 
care and  Medicaid)  requesting  that  physi- 
cians be  notified  directly  and  promptly  of  any 
changes  in  polic}'  by  the  fiscal  intermediary'. 
(In  accordance  with  a House  approved  re- 
quest from  Reference  Committee  “F”.) 

Approval  Criteria  of  Joint  Commission  on 
Accreditation  of  Hospitals  . . . Directed  that 
Resolution  which  requests  that  MSNJ 

Delegates  to  the  AMA  petition  that  organiza- 
tion to  investigate  the  method  of  surtey  and 
approval  of  the  JCAH  so  as  to  enhance  the 
emphasis  on  plant  and  equipment  status  of 
an  institution,  be  referred  to  MSNJ’s  AMA 
Delegates. 

Development  of  More  Family  Physicians  . . . 
Directed  that  Resolution  #\4,  calling  for  the 
establishment  of  Chairs  of  Family  Practice  in 
both  colleges  of  the  CMDNJ,  and  the  expan- 
sion of  facilities  to  enable  each  college  to 
admit  and  to  graduate  at  least  200  students  a 
year,  be  referred  to  the  Committee  on  Medi- 
cal Education. 

Peer  Revieic  Committee  to  Control  (Quality 
and  Costs  of  Health  Care  . . . Directed  that 
consideration  of  Resolution  #16  be  tabled 
until  the  July  meeting  of  the  Board,  pending 
a report  from  Dr.  James  Rogers  after  the 
.AM.\  meeting  on  peer  review. 

Reducing  Duration  of  MD  Curriculum  . . . 
Directed  that  Resolution  #19,  which  recom- 
mends that  the  medical  college  course  be  con- 
densed to  three  years,  be  referred  to  the  Com- 
mittee on  Medical  Education. 


Society  Representation  on  Governmental 
Planning  Councils  and  Agencies  . . . Directed 
that  Resolution  #21,  which  calls  for  MSXJ 
seeking  direct  representation  on  all  govern- 
mental planning  councils  and  agencies,  be 
received  and  agreed  to  place  increased  em- 
phasis on  seeking  such  representation. 

Baccalaureate  Program  for  Physicians’  Associ- 
ates . . . Directed  that  a letter  go  to  the  Deans 
of  the  two  medical  schools  in  New  Jersev 
infonuing  them  of  the  action  taken  by  the 
House  of  Delegates  (Resolution  #33)  in  dis- 
approving the  presently  projx>sed  baccalau- 
reate program  for  physicians’  associates. 

MSXJ  Participation  in  Certificate  of  Need 
Activities  . . . Directed  that  Resolution  #36, 
which  calls  for  MSNJ  to  engage  actively  in  a 
consultative  capacity  or  to  participate  (Ity 
having  formal  representation)  in  the  various 
committees  of  RMP  who  formulated  guide- 
lines on  stroke,  cardiovascular  units,  stand- 
ards for  coronary  care  units,  and  for  coron- 
ary cineangiography  units  in  community  hos- 
pitals, be  referred  to  the  Council  on  Medical 
Services. 

Liaison  Committee  zuith  Fiscal  Intermediaries 
. . . Directed  that  Resolution  #39,  which 
calls  for  the  establishment  of  state  and  county 
committees  to  communicate  with  the  fiscal 
intermediary  on  behalf  of  member  physicians 
to  insure  that  medical  judgment  is  given  ade- 
quate consideration,  be  referred  to  the  Joint 
Medicare  Claims  Inquiry  Committee. 

Support  of  HMO  Concept  . . . Directed  that  a 
communication  be  sent  to  the  sponsor  of 
Resolution  #43,  which  calls  for  the  provision 
of  ethical  guidelines  in  the  implementation 
of  a Health  Maintenance  Organization, 
asking  him  to  provide  specific  direction  as  to 
the  types  of  ethical  questions  he  feels  are  to 
be  raised. 

FDA  Policy  on  Fixed  Combination  Drugs  . . . 
Directed  that  Resolution  #32,  which  urges 
the  ED,\  to  reconsider  its  action  of  categori- 
cally removing  all  fixed  combination  drugs 
from  the  market,  and  asks  MSNJ  Delegates  to 
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the  AMA  to  introduce  a resolution  to  induce 
the  AMA  to  take  like  action,  be  referred  to 
MSNJ’s  AMA  Delegates  for  implementation. 

Minimum  Eye  Examination  Rules  . . . Direct- 
ed that  a letter  go  to  the  Secretary  of  the 
State  Board  of  Medical  Examiners  requesting 
a hearing  on  the  proposed  Minimum  Eye 
Examination  Rules.  (In  accordance  with  ac- 
tion of  the  House  on  Resolution  :^34.) 

Council  on  Smoking  and  Health  . . . Directed 
that  Resolution  :^35,  which  urges  MSNJ  to 
take  leadership  in  reorganization  of  a New 
Jersey  Interagency  Council  on  Smoking  and 
Health  to  implement  effective  programs  to 
persuade  young  people  not  to  start  smoking 
and  assist  smokers  to  withdraw  from  the  hab- 
it, be  referred  to  the  Council  on  Public 
Health. 

Nomination  to  State  Board  of  Medical  Exam- 
iners . . . Directed  that  the  following  names 
be  sidiinitted  to  the  Governor  for  consider- 
ation in  filling  a vacancy  on  the  Board  of 
Medical  Examiners  upon  the  expiration  of 
the  term  of  Carl  N.  AVare,  M.D.  (June  26, 
1971): 

Carl  X.  Ware,  M.D.,  Millville 
Nicholas  A.  Bertha,  M.D.,  ^Vharton 
Charles  Cunningham,  M.D.,  \’ineland 
Nicholas  G.  Demy,  M.D.,  Somerville 
\Villiam  Greifinger,  M.D.,  Belleville 
Elbert  H.  Pogue,  M.D.,  Elizabeth 
Raymond  A.  Taylor,  M.D.,  Toms  River 

Expansion  of  Executive  Offices  . . . Directed 
that  the  Society  proceed  with  the  expansion 
of  the  existing  Executive  Offices  and  that  the 
Committee  on  House  Maintenance,  Staff  Poli- 
cies, and  Personnel  Relations,  and  the  Execu- 
tive Committee  work  together  in  making  de- 
cisions of  minor  details.  (Blueprint  of  pro- 
posed expansion  was  presented  to  Board  for 
review.) 

Annual  Meeting  Dates  . . . .Agreed  to  the 
following  necessary  changes  in  future  Annual 
Meeting  dates: 

1972—  Mav  6- May  9 

1973- May  12- May  15 

1974- May  11-May  14 

1975—  May  10-May  13 
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The  FDA  Efficacy  Rule 

The  following  item  is  an  abstract  of  an  article  by 
Louis  Lasagna,  M.D.,  that  appeared  in  the  .\pril  8, 
1971,  Wall  Street  Journal.  Dr.  Lasagna  is  Professor  of 
Pharmacolog)'  at  the  University  of  Rochester. 

Disturbing  to  many  of  us  is  the  FDA  decision 
summarily  to  remove  drugs  from  the  market 
without  a hearing.  For  some  years  the  Secre- 
tar)'  of  Health,  Education,  and  AVelfare  has 
had  the  right  to  do  this,  if  he  makes  a finding 
of  “imminent  hazard  to  the  public  health.” 
Since  1969,  the  FDA  commissioner  has  had 
such  power  regarding  antibiotics.  But  no  one 
could  seriously  label  panalba  an  imminent 
health  hazard,  so  that  new  phrases  have  been 
devised,  such  as  “significant  medical  hazard” 
and  “unwarranted  hazard.” 

AVhy  not  grant  evidentiary  hearings?  The 
FDA’s  capable  chief  attorney,  \V.  \V.  Good- 
rich, explained  why  before  the  American 
Bar  Association  last  August: 

“Would  it  not  have  been  better  to  proceed  at 
least  with  a few  hearings  to  elucidate  the  tests 
that  should  apply  to  the  term  ‘substantial 
evidence?’  The  answer  is  that  without  these 
rules,  the  agency  could  not  implement  the 
N.\S/NRC  drug  efficacy  evaluations  within 
the  foreseeable  future — not  even  within  our 
lifetimes.  A massive  case  load  of  the  sort  that 
FDA  faces  cannot  be  handled  without 
procedural  devices.  The  summary  judgment 
rule  is  such  a device.” 

(One  wonders  whether  it  will  be  suggested 
that  some  such  approach  might  clear  the 
crowded  dockets  of  the  courts  of  our  land. 
Judges — district  attorneys — could  simplv  rule 
on  the  basis  of  the  evidence  as  they  saw  it, 
without  all  that  fuss  and  bother  about  adver- 
sary confrontation,  cross-examination,  a jury 
of  peers,  etc.) 

One  can  .sympathize  with  the  FD.\.  In  one 
sense  its  leaders  are  always  stuck  with  the 
judgments  of  their  predecessors  (there  have 
been  four  commissioners  in  five  vears)  and 
thus  may  present  an  appearance  of  inconsist- 
ency or  contradiction  when  they  are  simply 
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changing  with  the  times.  They  are  under  at- 
tack from  all  quarters — at  the  moment,  for 
instance,  the  drug  industry  is  accusing  them 
of  hasty  and  cavalier  actions,  while  the  Amer- 
ican Public  Health  Association  and  the  Na- 
tional Association  of  Retired  Employees  has 
brought  suit  against  the  agency  for  being  too 
slow  to  eliminate  unwarranted  drug  claims. 
But  w'e  must  not  allow  out  sympathy  as  to  the 
difficulty  of  the  task  to  interfere  with  our 
objective  judgment  of  the  results. 

An  extremely  worrisome  specter  is  the  im- 
pairment of  the  research  and  development 
programs  of  drug  companies  whose  business 
would  be  substantially  affected  by  the  pro- 
posed FDA  actions.  The  health  of  the  public 
is  crucially  dep>endent  upon  efforts  to  search 
out  and  introduce  new  drugs  and  improve- 
ments of  existing  drugs.  These  efforts  will  be 
hurt  by  reduced  revenues  and  earnings  as 
financial  restraints  are  exerted  both  upon  the 
scale  and  riskiness  of  research  and  develop- 
ment projects  that  can  be  undertaken. 

Safeguarding  and  promoting  the  public 
health  is  of  utmost  importance.  That  cause 
cannot  be  well  served  by  an  FDA  policy 
which  uses  questionably  valid  procedures  to 
condemn  products  that  have  the  confidence 
of  exp>erienced  practitioners,  deliberately 
makes  it  difficult  to  consider  relevant  evi- 
dence, and  undermines  financial  support  for 
those  processes  of  pharmaceutical  invention, 
innovation,  and  improvement  that  are  crucial 
to  the  long-run  public  good. 


AHENTION  COMPONENT  SOCIETIES 
Please  Note! 

The  206th  Annual  Meeting  of  MSNJ  will 
be  held  May  6 to  9,  1972.  Please 
schedule  your  county  meeting  for  elec- 
tion of  delegates  and  alternate  dele- 
gates so  that  the  names  can  be  for- 
warded to  the  Executive  Offices  no  later 
than  April  1,  1972. 

() 


Communicable  Diseases 
in  New  Jersey 

The  following  communicable  diseases  were 


reported  to  the  Division  of  Preventable  Dis- 


eases  during  the  months  of  May  and  J 

line: 

1971 

1970 

Mav 

May 

Aseptic  Meningitis 

5 

10 

Primary  Encephalitis 

1 

Post  Infectious  Encephalitis 

1 

Hepatitis:  Total 

.807 

272 

Infectious 

237 

226 

Serum 

70 

46 

Malaria:  Total 

6 

7 

Military 

5 

6 

Civilian 

1 

1 

Meningococcal  Meningitis 

4 

10 

Mumps 

246 

314 

German  measles 

126 

ir>i 

Measles 

381 

2.55 

Salmonella 

64 

54 

Shigella 

26 

15 

Aseptic  Meningitis 

1971 

June 

8 

1970 

June 

9 

Primary  Encephalitis 

4 

2 

Hepatitis:  Total 

338 

295 

Infectious 

255 

224 

Serum 

83 

71 

Malaria:  Total 

13 

6 

Military 

13 

3 

Civilian 

0 

3 

Meningococcal  Meningitis 

4 

3 

Mumps 

130 

258 

German  measles 

91 

84 

Measles 

200 

140 

Salmonella 

61 

56 

Shigella 

18 

30 

New  Gonorrhea  Culture 
Screening  Program 

In  recent  years,  gonorrhea  has  achieved  epi- 
demic proportions  in  New  Jersey,  as  in  the 
United  States,  and  throughout  the  world. 
More  cases  of  gonorrhea  are  reported  each 
year  than  the  next  six  most  common  report- 
able  diseases  combined. 

\ great  difficulty  in  the  control  of  this 
disease  has  been  the  inability  accurately  to 
diagnose  infections  in  the  asymptomatic  fe- 
male. Many  women  harbor  the  gonococcus 
not  knowing  they  have  been  infected  and 
w'ithout  feeling  sick.  Until  recently,  control 
efforts  were  futile  because  laboratory 
procedures  to  detect  gonorrhea  in  these  un- 
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suspecting  “carriers’  were  inadecjuate.  The 
microscopic  smear  technics  which  had  been 
used  lor  many  years,  while  accurate  in  the 
male,  are  only  about  25  per  cent  reliable  in 
the  female.  The  culture  method,  on  the  other 
hand,  j:>ennitted  the  growth  of  numerous 
other  organisms  present  in  the  human  host 
which  tended  to  obscure  the  growth  of  gono- 
cocci in  approximately  50  per  cent  of  the 
cases. 

Recently,  however,  a new  culture  medium 
was  deceloped  by  two  researchers  from  the 
Public  Health  Service,  Dr.  Thayer  and  Mr. 
Martin,  d his  agar,  the  Thayer-Martin  medi- 
um, provides  an  excellent  nutrient  for  the 
Neisseria  gonorrhoeae  but  retards  the  growth 
of  other  organisms.  A growth  medium  is 
tiierefore  now  available  accurately  to  detect 
infection  in  an  estimated  98  per  cent  of 
asymptomatic  females. 

.\s  a consetpience  of  this  discovery,  the  New 
jersey  State  Department  of  Health  has  de- 
veloped an  innovative  approach  to  the  iden- 
tification of  gonorrhea  among  unsuspecting 
women  throughout  the  State.  With  the  very 
close  cooperation  of  Neighborhood  Health 
Centers,  Family  Planning  Clinics,  Gynecolo- 
gy Clinics,  and  a few  private  physicians,  large 
numbers  of  women  who  receive  pelvic  exami- 
nations for  other  purposes  are  also  being 
tested  for  gonorrhea. 

I o accomplish  this,  the  State  has  purchased 
incubators  which  have  been  placed  in  strate- 
gic locations.  Participating  agencies  collect 
cervical  specimens,  place  them  in  a candle 
jar  to  create  carbon  dioxide  atmosphere,  and 
deliver  them  as  soon  as  possible  to  the  incu- 
bator. The  following  day,  after  18  to  24  hours 
incubation,  these  specimens  are  delivered  by 
courier  to  the  State  Laboratory  in  Trenton. 
Positives  are  reported  by  telephone  to  the 
submitting  agency,  usually  within  two  days  of 
submission. 

All  cooperating  agencies  are  given  the  ojtpor- 
tunity  to  notify  their  own  jiatients  of  the  test 
results.  If  no  response  is  obtained  within  five 
days,  a field  rejjresentative  is  sent  to  the  pa- 


tient’s home  to  encourage  her  to  see  her 
physician,  return  to  the  original  agency  if 
they  provide  treatment  services,  or  go  to  the 
local  health  department  clinic.  Almost  with- 
out exception  those  people  contacted  by  field 
representatives  have  been  grateful  for  the 
concern  demonstrated  by  this  Department  for 
their  health. 

.At  the  present  time  23  agencies  deliver  speci- 
mens to  ten  separate  incubator  sites.  Of  the 
initial  5,844  specimens  submitted,  384  (6.6 
per  cent)  were  positive  for  gonorrhea.  We 
anticipate  the  collection  of  50,000  specimens 
during  the  initial  year.  If  6.6  per  cent  are 
positive  we  will  have  prevented  3,300  unsus- 
pecting women  from  developing  possible  seri- 
ous pelvic  problems.  More  important  we  will 
have  reduced  the  reservoir  of  asymptomatic 
“carriers”  of  gonorrhea  which  should  have  a 
marked  impact  on  the  numbers  of  men  who 
contract  and  spread  this  disease. 

Rocky  Mountain  Spotted  Fever 

The  spring  and  summer  months,  corre- 
sponding to  periods  of  tick  activity,  are  the 
seasons  when  Rocky  Mountain  Spotted  fever 
(tickborne  typhus)  may  be  encountered.  In 
this  part  of  the  country  the  dog  tick  (Derma- 
centos  var  tab  ills)  is  the  vector  responsible  for 
transmission  of  the  causative  organism,  Rick- 
ettsia rickettsii,  to  man.  Children  tend  to  be 
more  commonly  infected  because  of  their 
closer  contact  with  pets.  A history  or  physical 
signs  of  tick  bite  is  helpful  in  suggesting  a 
diagnosis.  However,  evidence  of  preceding 
tick  bite  may  be  absent  in  up  to  25  per  cent 
of  cases.  Incubation  period  averages  about  7 
days  with  a range  of  3 to  12  days.  Non-specific 
manifestations  including  fever,  chills,  severe 
headache,  and  myalgias  are  encountered  ini- 
tially, and  the  characteristic  rash  does  not 
usually  appear  until  the  third  or  fourth  day 
of  illness.  The  patient  may  show  evidence  of 
disseminated  intravascular  coagulation. 

The  New  Jersey  State  \’irolog)'  Laborator)’ 
performs  a complement-fixation  test  for 
Rocky  Mountain  Spotted  fever.  However, 
neither  complement  fixing  antilmdies  nor  a 
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positive  Weil-Felix  reaction  appear  until  the 
second  week  of  illness.  Acute  and  convales- 
cent phase  serum  specimens  on  all  suspected 
cases  should  be  submitted  to  the  State  Virolo- 
gy Laborator)^  If  the  diagnosis  is  suspected 
clinically,  specific  therapy  should  be  begun 
promptly,  without  waiting  for  the  results  of 
laboratory  studies.  The  tetracyclines  and 
chloramphenicol  are  the  antibodies  of  choice, 
and  the  response  to  therapy  is  most  effective 
when  treatment  is  begun  early  in  the  course 
of  the  disease.  The  value  of  a high  index  of 
suspicion  cannot  be  stressed  enough  in  estab- 
lishing the  diagnosis. 

Salmonellosis— 1 970 

There  were  759  New  Jersey  residents  from 
whom  salmonella  isolates  were  made  during 
1970,  an  increase  of  27  per  cent  over  the 
jjrevious  5-year  average  of  602.  Twelve  per- 
sons were  found  to  harbor  salmonellae  at  the 
time  of  death.  Six  of  these  infections  were 
associated  tvith  chronic  illnesses,  but  the  re- 
maining six  people  died  as  a direct  result  of 
an  acute  salmonella  infection,  usually  gas- 
troenteritis. A total  of  3,267  patient  days  were 
accounted  for  by  296  persons  hospitalized  for 
a primary  salmonella  infection,  for  an  aver- 
age hospital  stay  of  1 1 days.  These  figures  are 
conservative  and  do  not  include  either  addi- 
tional in-patient  days  after  completion  of  sur- 
veillance reports  or  additional  days  of  hospi- 
talization in  persons  acquiring  infections  in 
two  nosocomial  salmonella  outbreaks. 

Over  54  per  cent  of  cases  of  salmonellosis 
occurred  in  children  under  10  years  of  age 
and  20  per  cent  were  under  one  year  old. 
These  findings  are  consistent  with  those  of 
previous  years  and  with  the  national  pattern. 

Fifty  different  serotypes  were  identified  by 
the  New  Jersey  State  Bacteriology  Laboratory 
in  1970,  including  five  serotypes  which  had 
never  been  isolated  before  in  New  Jersey.  As 
in  previous  years.  Salmonella  typhimurium 
was  the  most  frequently  isolated  serotype,  ac- 
counting for  19  per  cent  of  the  total  isolates 
serotyped.  Ten  serotypes  accounted  for  75  per 
cent  of  the  total.  Most  of  these  were  among 
the  ten  most  frequently  isolated  serotypes  in 
previous  years. 


Survey  of  State  Mental 
Health  Resources 

By  contract  with  the  New  Jersey  Senate,  the 
American  Psychiatric  Associated  surveyed  the 
mental  health  resources  of  our  state  during 
1970.  Significant  findings  include  these.  Rate 
of  progress  in  our  mental  health  needs  and 
resources  “does  not  compare  favorably  with 
that  made  in  a number  of  other  states.”  The 
survey  praised  the  substantial  and  construc- 
tive planning  in  the  1963-1965  period  but 
said  that  “much  of  the  will  for  action  then 
generated  has  been  lost.  Failure  to  achieve 
many  of  the  goals  resulted  in  increasing  criti- 
cism of  the  State’s  Division  of  Mental 
Health  and  Hospitals  and  its  Department  of 
Institutions  and  Agencies.”  The  national  sur- 
vey team  concluded  “that  the  governmental 
organization  in  New  Jersey  does  not  give  the 
mental  health  program  the  visibility,  identity, 
dignity,  and  support  it  needs.  The  director  of 
the  Division  of  Mental  Health  (analogous  to 
the  commissioner  of  mental  health  in  other 
states)  is  found  to  lack  authority  over  the 
institutions  over  which  he  must  exercise  com- 
mand. Instead,  power  is  in  the  hands  of  a 
non-professional  board.” 

The  Survey  group  recommended  a separate 
state  department  of  mental  health  with  an 
M.D.  as  Commissioner,  appointed  by  the 
Governor.  They  also  urge  regionalization  of 
mental  health  sendees  with  a deputy  com- 
missioner for  each  of  four  or  five  regions, 
who  would  have  jurisdiction  over  county  as 
well  as  state  psychiatric  installations  in  the 
region.  Also  recommended  was  stronger 
collaboration  with  university  facilities. 


Note:  Recent  enactment  of  Chapter  136, 
1971  Laws  of  New'  Jersey,  transfers 
control  of  mental  hospitals  from  the 
Department  of  Institutions  and  Agen- 
cies to  the  Department  of  Health  and 
establishes  a Health  Care  Administra- 
tion Board  within  that  Department. 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  'physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physicians.  If  you,  are  in- 
terested in  any  further  information 
concetming  these  physicians,  we  suggest 
you  make  inquitnes  directly  of  them. 


ANESTHESIOLOGY  -Mario  I.  Veluz,  M.D.,  128  Beatty 
Circle,  P.O.  Box  144,  Westville,  Indiana  46391. 
Manila  Central  University  1949.  Board  eligible. 
Group,  partnership,  solo.  Available. 

Pankaj  V.  Master,  M.D.,  88  Fallbrook  Bay,  Niakwa 
Place,  W'innipeg  6,  Manitoba,  Canada.  B.  j.  Medical 
College  (India)  1960.  Board  certified.  Partnership, 
solo,  or  will  organize  department.  Available  May 
1971. 

A.  BhattacharyTa,  M.D.,  15  West  Erie  Street,  Albany, 
New  York  12208.  University  of  Calcutta  (India)  1954. 
Board  eligible.  Group,  partnership,  salaried  in  hos- 
pital. Available  January  1972. 

DERMATOLOGY— Charles  Wasilewski,  M.D.,  844  South 
Lincoln  Avenue,  Springfield,  Illinois  62704.  Jefferson 
1963.  Board  certified.  Group.  Available  July  1971. 

FAMILY  PRACTICE— Louis  S.  Zeiger,  M.D.,  415  Queen 
.Anne  Road,  Cherry  Hill,  New  Jersey  08034.  Uni- 
\ersity  of  Pennsylvania  1967.  Group  or  partnership, 
but  not  solo.  Available  September  1971. 

INTERNAL  MEDICINE-Julius  M.  Jaffe,  M.D..  964  Del 
Ganado,  San  Rafael,  California  94903.  Leiden  Uni- 
versity 1963.  Subspecialties,  hematology'  and  on- 
cology. Board  eligible.  Association,  hospital  staff, 
or  group  ('southern  New  Jersey)  . Available  July 
1971. 

Barry  Portnoy,  M.D.,  8008  Seawall  Blvd.,  Galves- 
ton, Texas  77550.  Emory  1966.  Board  eligible.  Group. 
Available  July  1972. 

M.  M.  Rahman,  M.D.,  275  Bay  37  Street,  Brooklyn, 
New  York  11214.  Dacca  Medical  (Pakistan)  1958. 
Board  eligible.  Group,  partnership,  or  institution. 
Available  July  1971. 

Eugene  F.  Cheslock,  M.D.,  107  Beverwyck  Drive, 
Guilderland,  New  York  12084.  CMDNJ  1965.  Sub- 
specialty, hematology.  Board  eligible.  Group.  Avail- 
able July  1972. 

NEUROLOGY —Michael  Weintraub,  M.D.,  31  Risley 
Road,  Chestnut  Hill,  Massachusetts  02167.  SUNY 
(Buffalo)  1966.  Board  eligible.  Solo,  partnership,  or 
group.  Available  May  1971. 

OBSTETRICS  AND  GYNECOLOGY-Myung  H.  Han, 
1130  Stadium  venue,  Bronx,  New  York  10165. 
TVoo-Suk  University  (Korea)  1962.  Subspccialty, 
gynecologic  endocrinology.  Board  eligible.  Full  time 
in  a hospital  group,  or  partnership.  .Available. 


Teresita  M.  Gungon,  M.D.,  9316  Seaview  .Avenue, 
Brooklyn,  New  A’ork  11236.  .Santo  Tomas.  1961. 
Board  eligible.  Full-time  hospital,  group,  or  part- 
nership. .Available  .August  1971. 

OPHTHALMOLOGY— Herman  C.  Jordan,  M.D.,  2 George 
Road,  Winchester,  Massachusetts  01890.  Howard 
I’niversity  1964.  Board  eligible.  Solo,  associate,  or 
group.  Available  July  1971. 

Robert  A.  DTorio,  M.D.,  8 Whittier  PL,  Apt.  22F, 
Boston  02114.  Georgetown  1965.  Board  eligible.  Part- 
nership or  group  or  solo.  Available  March  1972. 

OTOLARYNGOLOGY  —Melvin  J.  Gunsberg.  M.D.,  Box 
3,  DeWitt  Army  Hospital,  Fort  Belvoir,  Virginia 
22060.  NYU  1963.  Board  certified.  Group,  partner- 
ship, or  solo.  Available  August  1971. 

John  B.  Sekel,  M.D.,  4823  Flanders  .Avenue,  Kensing- 
ton, Maryland  20795.  Georgetown  1966.  Board  eligi- 
ble. Group,  partnership,  or  solo.  Available  July  1971. 

Alvin  D.  Oscar,  3319  Royal  Oak  Court.  Columbus, 
Georgia  31907.  Jefferson  1964.  Board  eligible.  Part- 
nership or  associate.  .Available  October  1971. 

PEDIATRICS— Leon  F.  Kukla,  M.D.,  4730  North  Post 
Road,  Indianapolis,  Indiana  46226.  New  Jersey  Col- 
lege of  Medicine  1966.  Board  eligible.  Group,  part- 
nership, or  institution.  Available  August  1971. 

Richard  G.  Judelsohn,  M.D.,  2026.A  Tycoon  Road, 
Atlanta,  Georgia  30341.  SUNY  1967.  Board  eligible. 
Associate  or  group.  Available  July  1972.  (Buffalo) 

U.  K.  Kim,  M.D.,  94  Hillcrest  Drive,  A’ictor,  New 
A'ork  14564.  Ewha  (Korea)  1957.  Board  eligible. 
Institutional,  such  as  college  health  center,  or  pub- 
lic health  field.  .Available  September  1971. 

PHYSICAL  MEDICINE  AND  REHABILITATION-Pravin 
Panchal,  M.D.,  2441  AYebb  Avenue,  Apt.  5A,  Bronx, 
New  York  10468.  Gujarat  University  (India)  1965. 
Board  eligible.  Hospital.  Available  July  1971. 

RADIOLOGY— Gamal-Eddin  H.  Hussein,  M.D.,  2411 
Fifth  Street,  Fort  Lee,  New  Jersey  07024.  Ain-Shams 
University  of  Medicine  1957.  Board  eligible.  Any 
position.  .Available. 

M.  ,A.  Jafarzadeh,  M.D.,  314  AVest  56th  Street,  .Apt. 
4B,  New  A’ork  10019.  Tehran  1956.  Board  eligible. 
Partnership,  group,  or  hospital.  .Available  .April 
1972. 

SURGERY— Choon  Myong  Park,  8700  Pennsburg  Place, 
^4,  Richmond.  A'irginia  23229.  Seoul  National  I'ni- 
versity  1960.  Board  eligible.  Group  or  partnership. 
.Available  July  1971. 

Nemesio  M.  Elefante,  M.D.,  18724  AValkers  Choice 
Road,  Apt.  2,  Gaithersburg,  Maryland  20760.  Santo 
Tomas  (Philippines)  1959.  Board  eligible.  Solo, 
group,  or  partnership.  .Available  July  1971. 

Abolfath  B.  Ardalan,  M.D.,  12300  McCracken  Road, 
Cleveland,  Ohio  44125.  Tehran  (Iran)  1962.  Sub- 
specialty, thoracic  and  vascular  surgery.  Board  eligi- 
ble. Group  or  partnership.  Available  July  1971. 
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Benjamin  C.  Agustin,  M.D.,  9316  Seaview  Avenue, 
Brooklyn,  New  York  11236.  Santo  Tomas  I960. 
Board  eligible.  Full-time  hospital,  partnership,  or 
group.  Available  August  1971. 

David  W.  Fricke,  M.D.,  308  East  Flighland  Avenue, 
Philadelphia,  19118.  University  of  Pennsylvania 
1960.  Board  eligible.  Partnership  or  group.  Avail- 
able, August  1971. 

UROLOGY  — T.  Jagannathan,  M.D.,  1 Liberty  Street 
Apt.  6,  Little  Ferry,  New  Jersey  07643.  University 
of  Madras  (India)  1961.  Board  certified.  Group  or 
partnership.  Available. 

Richard  W.  Keesal,  M.D.,  4905  East  Harry  Street, 
Apt.  115,  Wichita,  Kansas  67218.  Jefferson  1964. 
Board  eligible.  Group,  solo,  associate,  partnership, 
or  government.  Available  August  1971. 

M.  A.  Fermaglich,  M.D.,  Munson  Army  Hospital, 
Fort  Leavenworth,  Kansas  66027.  Brussels  1964.  Solo, 
partnership,  or  group.  Available  October  1971. 

Moustafa  S.  Naguib,  M.D.,  1325  South  Grand  Ave- 
nue, St.  Louis,  Missouri  63104.  Ein  Shams  University 
(Cairo)  1961.  Board  eligible.  Solo,  associate,  or 
group.  Available  July  1971. 

Shah  M.  Chaudhry,  M.D.,  102  North  Main  Street, 
Cape  May  Court  House,  New  Jersey  08210.  Punjab 
University  (Pakistan)  1956.  Board  eligible.  Group  or 
partnership.  Available  July  1971. 

R.  M.  Ravavarapu,  M.D.,  20  Fairhaven  Boulevard, 
\Voodbury,  New  York  11797.  Guntur  (Andhra,  In- 
dia) 1963.  Group,  partnership,  or  solo.  Available. 


Medicare  and 
Extended  Care 


Regulations  issued  in  June  1971  are  aimed  at 
clearing  up  misunderstandings  about  the  ser- 
vices that  Medicare  can  pay  lor  when  an  old- 
er person  is  in  a nursing  home  or  extended 
care  facility.  In  providing  for  the  payment  of 
extended  care  following  hospitalization,  the 
Medicare  program  introduced  a new  concept 
by  financing  the  cost  of  a new  level  of  care, 
Commissioner  Ball  pointed  out. 

“This  type  of  care  covered,”  he  said,  “is  not 
the  general  run  of  nursing  home  care,  but  the 
level  of  care  generally  required  during  the 
last  part  of  a hospital  stay  w'hen  the  patient 
no  longer  requires  full  hospital  services,  but 
still  needs  to  be  cared  for  in  an  institution  in 
which  skilled  nursing  care  is  available  on  a 


continuous  basis.  The  idea  is  to  provide  a less 
costly  alternative  to  continued  hospital  care.” 

For  Medicare  to  pay  for  this,  the  elderly  per- 
son in  a participating  extended  care  facility 
must  need  and  must  be  receiving  services  that 
meet  the  definition  of  “skilled  nursing  ser- 
vices,” the  kind  of  care  that  can  be  given  only 
by  skilled  nurses. 

Medicare  cannot,  for  example,  pay  for  a stay 
in  a nursing  home  or  extended  care  facility  if 
the  person  is  in  the  institution  simply  because 
he  needs  help  in  eating,  dressing,  getting 
around,  taking  medicine,  bathing,  or  taking 
care  of  similar  needs.  .Also,  if  skilled  care  is 
only  needed  on  an  occasional  basis — for  exam- 
ple, changing  a special  dressing  once  or  twice 
a week — this  in  itself  would  not  qualify  the 
person  for  Medicare’s  extended  care  benefits. 
Skilled  nursing  services  are  those  furnished 
by  a licensed  nurse  and  include  the  observa- 
tion and  assessment  of  the  patient’s  needs,  the 
planning  and  management  of  a treatment 
plan,  and  giving  direct  service  to  the  patient. 

The  required  frequency  rather  than  the  regu- 
larity of  skilled  nursing  services  determines 
whether  they  can  be  considered  continuous. 
For  example,  a patient  may  receive  intramus- 
cular injections  ever)'  second  day,  but  if  this 
is  the  only  skilled  service  he  needs,  the  fact 
that  he  is  receiving  regular  injections  would 
not  call  for  the  continuing  availability  of  a 
skilled  nurse.  Observation  of  the  patient’s 
condition  may  be  the  principal  continuous 
service  when  the  unstabilized  condition  of  the 
patient  requires  the  skills  of  a licensed  nurse 
to  detect  and  evaluate  the  need  for  possible 
modification  of  treatment. 

If  an  extended  care  facility  is  not  sure  wheth- 
er Medicare  can  ])ay  for  a stay  by  a particular 
beneficiary,  the  institution  may  qualify  to  u.se 
a procedure  for  getting  a quick  decision  from 
its  Medicare  intermediary  by  sending  in  a 
special  request  at  the  time  of  admission. 
More  than  half  of  the  facilities  certified  to 
provide  extended  care  under  the  Medicare 
program  have  qualified  to  use  this  procedure. 
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LETTERS  TO 
THE  JOURNAL 


Smugness  No  Solution 

12  May  1971 

Dear  Editor: 

I thank  yoti  for  printing  iny  letter  with  what 
jnirports  to  be  “an  answer’’  by  a Mr.  Joseph 
A.  Matt,  writing  for  the  Joseph  A.  Britton 
Agency,  ^fanifestly,  he  wrote  in  support  of 
the  Britton  Agency  which  I was  not  attack- 
ing. What  f sought  was  consideration  by  the 
instirance  company  (over  whose  policies  Mr. 
Britton  could  have  no  control)  of  a reduction 
of  preinium  demands  upon  those  doctors 
with  many  years’  freedom  from  suits. 

Mr.  Afatt  reports  that  one  otit  of  every  twenty 
doctors  insured  is  sued  each  year,  reasoning 
therefrom  that  every  insured  doctor  will  be 
sued  every  twenty  years.  If  five  per  cent  of  the 
.soldiers  in  our  army  contracted  gonorrhea  in 
any  given  year,  would  that  doom  all  soldiers 
to  acquire  it  if  they  remained  in  service  twen- 
ty years?  He  states  that  premium  surcharges 
are  levied  against  any  doctor  having  more 
than  one  suit  in  ten  years  but  modifies  that 
by  stipulating  that  such  surcharge  is  applied 
only  to  those  adjudged  to  have  deviated  from 
accepted  standards — but  he  avoids  mentioning 
that  since  insurance  coverage  is  not  mandato- 
ry any  doctor  receiving  such  surcharge  can 
dodge  it  by  declining  the  policy.  He  states 
that  a suit  could  cost  the  insurance  company 
.1100,000  or  more.  Ask  him  how  many  doctors 
are  insured,  how  many  are  sued,  and  ivhat  is 
the  average  yearly  cost  to  the  comjiany? 

Mr.  Matt  wants  us  to  know  that  the  insur- 
ance company  is  not  considering  the  proposi- 
tion I mentioned,  but  he  has  not  made  its 
present  premium  pattern  seem  equitable  to 
me,  or  to  others  tvliose  clean  record  as  to 
claims  for  many  years  puts  them  in  a prefer- 
ential class,  or  should.  Perhaps  what  his  reply 
has  accomplished  is  precisely  what  Mr.  Matt 


wotildn’t  have  wanted,  namely  to  convince 
me  that  The  Medical  Society  of  New  Jersey 
should  make  a thorough  inquiry  as  to  what 
insurance  coverage  it  can  procure  for  its 
members  at  costs  which  will  be  in  closer  con- 
formity to  the  risk  they  represent.  A premi- 
um of  ,1628.000  (paid  by  me  in  1970)  is  unfair 
for  a doctor  doing  neither  surgery  nor  radiog- 
raphy, and  with  a half  century  record  of  no 
suit.  The  risk  suits  from  patients  and  the 
cost  of  liability  insurance  have  much  to  do 
with  the  rising  costs  for  doctors’  sendees,  and 
can  discotirage  young  men  from  entering 
medical  schools.  Smugness  will  not  solve  the 
problems  confronting  us  today. 

.Albert  G.  Hulett,  M.D. 


Rejecting  the  Rejection 

Dear  Mr.  Editor: 


1 June  1971 


\\’hat  is  the  major  stumbling  block  to  organ 
transplants?  The  rejection  phenomenon,  of 
course.  Some  eifort  is  made  to  neutralize  this 
by  repressing  the  body’s  immnne  reactions — 
but  this,  in  ttirn,  deprives  us  of  defense  meas- 
ures. 


It  seems  that  a possibility  for  prevention  of 
the  rejection  reaction  exists.  Both  antigen 
and  antibody  are  proteins.  Their  synthesis  is 
based  on  the  genetic  code  incorporated  in  the 
case  of  the  antigen  in  the  donor’s  DNA,  and 
in  the  case  of  the  antibody,  in  the  recipient’s 
DNA. 


If  it  were  possible  to  introduce  donor  DN.A 
into  the  cells  of  the  recipient,  both  the  DN.A 
of  the  donor  and  the  DN.A  of  the  recipient 
would  coexist  in  the  .same  cell.  Stich  coexist- 
ence of  the  two  DN.A’s  might  preclude  anti- 
body formation  and  might  evoke  tolerance  to 
the  antigens  of  the  donor  introduced  later  by 
the  transplant. 

.A  cogent  reason  for  the  j>ossibility  of  coexist- 
ence of  the  two  different  DN.A’s  is  offered  by 
hybrid  cells.  In  such  cells,  two  DN.A's,  geneti- 
cally much  further  apart  than  the  two  DN.A’s 
of  homologous  donor  and  recipient,  coexist. 

.Alexander  Strelinger,  M.D. 
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ANNOUNCEMENTS 


Clinical  Application  of  Basic  Sciences 

For  the  third  consecutive  year,  the  Burling- 
ton County  Memorial  Hospital  in  Mount 
Holly  will  offer  a series  of  presentations  on 
the  general  topic,  “Clinical  Application  of 
the  Basic  Sciences.”  Attendance  is  accepted 
for  credit  by  the  AAGP  (II/2  points  per  ses- 
sion). Lectures  are  supported  by  an  educa- 
tional grant  from  Merck,  Sharp,  and  Dohme. 

The  Sejitember  programs  are  as  follows: 

September  9 .Angina  without  Obstructive  Coronary 
Disease 

.September  16  Coronan,’  Patients— from  the  Acute  to 
Extended  Care,  to  Convalescence 
September  23  Surgical  Treatment  of  Coronary  Artery 
Disease 

September  30  Surgeiy  for  Coronary  Heart  Disease 

Meetings  are  held  each  Thursday  at  3:30 
p.m.  in  the  Common  Room  of  the  T.  J.  Sum- 
mey  Building  at  the  hospital.  For  registration 
and  further  information,  please  contact  the 
Department  of  Medical  Education,  Burling- 
ton County  Memorial  Hospital,  175  Madison 
.Avenue,  Mount  Holly  08000. 

Drug  Abuse  Seminar 

Student  drug  abuse  surveys  ^vill  be  the  topic 
of  an  international  conference  in  Newark, 
September  13,  14,  and  15,  1971.  This  is  sjx>n- 
sored  by  the  Department  of  Public  Health 
and  Preventive  Medicine,  College  of  Medi- 
cine and  Dentistn  of  New  Jersey  at  Newark, 
and  also  by  the  Institute  for  the  Study  of 
Drug  Addiction,  New  York. 

“Drug  abuse  surveys  are  one  of  the  main 
tools  of  drug  abuse  education,”  explained 
Stanley  Einstein,  Ph.D.,  Associated  Director, 
Division  of  Drug  Abuse,  CMDNJN.  Dr.  Ein- 
stein is  the  Director  of  the  Institute  for  the 
Study  of  Drug  Addiction.  "We  felt  that  it 
was  time  really  to  study  and  discuss  the  con- 
cejit  of  drug  abuse  surseys  in  depth,  particu- 
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larly  Avhat  meaning  such  surveys  have  in  con- 
temporary living,”  added  Dr.  Einstein. 

The  conference  tvill  explore  survey  methods 
and  summarize  reports  of  recent  surveys.  It 
will  discuss  confidentiality  and  the  social  im- 
plications. For  more  infonnation,  get  in  touch 
with  the  Di\'ision  of  Drug  Abuse,  New  Jersey 
College  of  Medicine  and  Dentistry  at  Newark, 
100  Bergen  Street,  Newark  07103. 

Course  On  The  Shoulder 

-A  course — “The  Shoulder — A Course  in 
Depth” — is  scheduled  for  September  18th  and 
25th  at  the  College  of  Medicine  and  Dentis- 
try of  New  Jersey  at  Newark.  For  more  in- 
formation, write  to  Anthony  DePalma,  M.D., 
Ciollege  of  Medicine  and  Dentistry  of  New 
Jersey  at  Newark,  100  Bergen  Street,  Newark 
07103. 

Trauma  Seminar 

On  September  25,  an  all-day  seminar  on 
trauma,  sponsored  by  the  New  Jersev  Com- 
mittee on  Trauma  of  the  American  College 
of  Surgeons  (with  cosponsorship  by  the  Col- 
lege of  Medicine  and  Dentistry  of  New  Jersev 
and  the  Jersey  City  Medical  Center),  will  be 
held  at  the  Jersey  City  Medical  Center.  A 
panel  of  well-known  speakers  in  the  field  of 
trauma  has  been  selected.  For  further  in- 
formation, please  contact  Clifford  R.  Blasi, 
M.D.,  Chairman  of  the  New  Jersey  Commit- 
tee on  Trauma,  c/o  Jersey  City  Medical  Cen- 
ter, 50  Baldwin  Avenue,  Jersey  City  07304. 

Otolaryngology  For  The  GP 

On  October  8 and  9,  at  Miami,  the  University 
of  Miami  School  of  Medicine  will  present  a 
course  in  otolarnygology  for  the  family  physi- 
cian. A.VGP  credit  is  9 hours.  For  details, 
write  to  F.  AY.  Pullen,  M.D.,  Neuro-Otologic 
Laboraton,  School  of  Medicine,  P.  O.  Box 
875,  Biscayne  .Annex,  Miami,  Florida  33152. 
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Medication  for  the  Dying 
and  the  Bereaved 

A symposium  on  “Psychopharmacologic 
Agents  in  the  Care  of  the  Terminally  111  and 
the  Bereaved”  is  to  be  held  in  New  York  City 
on  Friday,  November  12,  1971,  at  the  Colum- 
bia University  Men’s  Faculty  Club. 

Manuscripts  will  not  be  read  at  the  spuposi- 
um,  but  will,  rather,  be  mimeographed  and 
distributed  to  participants  in  advance  of  the 
meeting  date.  For  details  (both  for  attending 
the  symposium  and  offering  papers)  write  to 


I.  K.  Goldberg,  M.D.,  Foundation  for  Thana- 
tology,  630  West  168th  Street,  New  York 
10032. 


Surgical  Symposium  in  Hawaii 

The  Pan-Pacific  Surgical  Association  is  hold- 
ing its  twelfth  seminar  in  Honolulu  the  last 
week  in  February  and  the  first  week  in  March, 
1972.  All  surgical  specialties  will  be  covered. 
For  details,  write  to  Cesar  Dejesus,  M.D.,  236 
.Alexander  Young  Building,  Honolulu,  Hawaii 
96813. 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  .\cademy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1971 

September 

9 Burlington  Countv  Memorial  Hospital 

Mount  Holly 

.Angina  W'ithout  Obstructive  Coronary  Disease 

13-17  Academy  of  Medicine  of  New  Jersey 
University  of  Rome  and  University  of 
Belgrade 

Postgraduate  Medical  Symposium 

16  Burlington  Comity  Memorial  Hospital 

Mount  Holly 

Management  of  Coronary  Patients  from  tbe 
.Acute  to  Extended  Care  of  Convalescence 

23  Burlington  County  Memorial  Hospital 

Mount  Holly 

The  Evaluation  of  Patients  for  Surgical  Treat- 
ment of  Coronary  Artery  Disease 

30  Burlington  County  Memorial  Hospital 

Mount  Holly 

Experience  in  Surgery  for  Coronary  Heart 
Disease 

October 

6 .American  Academy  of  Ciencral  Prac- 

tice, the  Academy  of  Medicine  of  New 
Jersey,  and  Middlesex  General  Hos- 
pital 


Middlesex  General  Hospital,  New 
Brunswick 

Recent  .Advances  in  Internal  Medicine  and 
Therapeutics 

7 Burlington  County  Memorial  Hospital 

Mount  Holly 

The  Doctor— Patient  Relationship 

14  Burlington  County  Memorial  Hospital 

Mount  Holly 

Masked  Depression  in  Medical  Practice 

21  Burlington  County  Memorial  Hospital 

Momit  Holly 

The  Influence  of  Language  upon  Symptoma- 
tology in  Foreign-born  Patients 

25-29  Saint  Barnabas  Medical  Center 
Livingston 

Obstetric  and  Gynecologic  Pathology 

27  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 
Newark 

Hospital  ac(]uired  infections 

28  Burlington  County  .Memorial  Hospital 
Mount  Holly 

I'nusual  Post  Surgical  Pain 
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November 

4 Burlington  County  Memorial  Hospital 

Mount  Holly 

Cranio- Cerebral  Trauma 

10  New  Jersey  Dental  Association 

Semi-Annual  Session 

10  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 
Newark 

C:iironic  Renal  Disease  and  Dialysis 

10  Academy  of  Medicine  of  New  Jersey 
Hoffman-La  Roche,  Nutley 

Alcoholism 

11  Burlington  County  Memorial  Hospital 
Mount  Holly 

Crushing  Injuries  of  the  Chest 

17  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 
Newark 

Pharmacology  of  Diuretics,  Indications  and 
Use 

18  Burlington  County  Memorial  Hospital 
Mount  Holly 

I’critoneal  Dialysis  in  the  Community  Hosjtital 

December 

2-3  Saint  Barnabas  Medical  Center 
Livingston 
Gynecological  Endoscopy 

2 Burlington  County  Memorial  Hospital 

Intcrservice  Seminar 

8 Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 
Newark 

Urological  ^\■orkshop  iticltiditig  Prostatic  Dis- 
eases 

9 Burlington  Countv  Memorial  Hospital 

Mount  Holly 

I he  Managemetit  of  Suspected  Testicular 
Neoplasm 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Medical  and  Surgical  Management  of  Uro- 
lithiasis 


30  Burlington  County  Memorial  Hospital 
Mount  Holly 

Evaluation  and  Management  of  the  Arthritic 
Hip 


1972 

January 

6 Burlington  County  Memorial  Hospital 
Mount  Holly 

\'iral  Hepatitis:  A Reappraisal  of  Mild  Hyper- 
tension 

11  Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Sectional  Meeting:  Dermatologv- 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Ciurrent  Concepts  of  Cardiomyopathy 

19  Academy  of  Medicine  of  New  Jersey 
College  of  Medicine  and  Dentistry  at 
Newark 

Advances  in  Radiotherapy 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Current  Trends  in  tlie  Thera|)y  of  Mild 
Hypertension 

27  Burlington  County  Memorial  Hospital 

Mount  Holly 

Orthostatic  Hvpotension 


February 

3 Burlington  County  Memorial  Hospital 

Mount  Holly 

Problems  Related  to  Antidiuretic  Hormones 

10  Burlington  County  Memorial  Hospital 

Mount  Holly 

Neurological  Complications  of  Visceral  Car- 
cinoma 

17  Burlington  County  Memorial  Hospital 

Mount  Holly 

Full  Time  and  \'oluntary  Staff— The  Interface 

24  Burlington  County  Memorial  tiospital 

Mount  Holly 

Newer  Approaches  to  Community  Health 
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“Prescribe  With  Confidence” 

K AT  E S BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints  — In  all  sixes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 


• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  the  Loss  Control  Program  which  includes 

• Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 

JOSEPH  A.  BRinON  AGENCY 

15  S.  Munn  Ave.,  E.  Orange,  N.  J.  07018 
(201)  • 673-3060 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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POLYMYXIN  B-BACITRACIN-NEOMYOIN 

OINTMENT 


burroughs  WELLCOME  & 00.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


L 


when 

G-l  symptoms 
demand 
a potent 
synthetic 
anticholinergic 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  resuits  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul^-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2mg. 
Forte 


INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
tdicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
cute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
vailable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
lended  m the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
J)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydna,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
ancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea,  and  (6)  splenic  flexure 
/ndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
'ay  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
on. prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
orte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
laucoma  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
'Slurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
rugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ess,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
iblet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
atient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
jpuired  to  maintain  symptomatic  relief  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
HR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
ibleis  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  NS 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  TWT  4-*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  T 

urinary  retention.  Caution  ambulatory  patients  that  drowsi- 


ness may  result. 


LP 


decongestant 


•I* 


THE  OOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indiahapolis 


(EacK  tablet  contains  25  mg.  of  oHenylephrine  hydro* 
chloride  and  4 mg.  of  chlorpheniramine  maleate.) 


OBITUARIES 


Dr.  Edward  Alpert 

Senior  citizens  and  physicians  of  Hudson 
County  will  remember  Edward  Alpert,  M.D., 
of  Jersey  City,  who  retired  from  practice  in 
1966.  He  was  a Fordham  University  medical 
graduate,  class  of  1921.  He  was  affiliated  with 
the  staff  of  the  Jersey  City  Medical  Center, 
and  was  proud  to  he  called  a family  doctor. 
Born  in  1899,  he  died  in  retirement  in  Holly- 
wood, Florida,  on  April  1,  1971. 

Dr.  Frank  Altschul 

colorful  medical  career  came  to  an  end  on 
May  13,  1971  with  the  death  on  that  day  of 
Frank  J.  Altschul,  M.D.,  at  the  age  of  72. 
Born  in  Honduras  at  the  turn  of  the  century, 
he  came  to  the  US.A,  to  enter  the  College  of 
Physicians  and  Surgeons  at  the  end  of  AVorld 
A\^ar  I.  His  M.D.  degree  there  was  granted  in 
1921.  After  interning,  he  essayed  a brief  peri- 
od of  private  practice  in  New  York,  but  in 
1924  he  came  to  Monmouth  County  in  New 
Jersey.  He  has,  since  then,  served  the  people 
of  the  shore  area.  He  was  an  internist  affili- 
ated with  the  staffs  of  Riverview  Hospital  in 
Red  Bank  and  the  Monmouth  Memorial  in 
Long  Branch.  He  was  a practitioner  with  an 
early  interest  in  geriatrics. 

Dr.  Mary  Bacon 

In  1967,  the  Women’s  Medical  .Association 
named  her  “Medical  W'oman  of  the  Year.” 
In  1911,  she  was  elected  president  of  our 
(mmberland  (iounty  Medical  Society.  In 
1969,  she  was  the  laureate  of  the  .Academy 
of  Medicine’s  Edward  J.  Ill  .Award.  This 
was  Mary  Bacon,  M.D.,  of  Bridgeton,  New 
Jersey.  Born  in  1893,  she  died  on  .May  21, 
1971  at  the  age  of  78.  Her  .M.l).  degree  came 
Irom  A\9)inen’s  Medical  College  in  1916.  For 
a decade,  she  was  a member  of  the  Bridgeton 
Board  of  Health.  From  1947  to  1960  she  was 


Secretary  of  the  Chnnberland  County  com- 
pcjnent.  For  more  than  half  a centur)'  she 
served  the  people  of  southern  New  Jersey  as 
a pediatrician,  obstetrician,  and  most  of  all, 
as  a family  doctor.  She  tvas  affiliated  with  the 
staff  of  the  Bridgeton  Hospital  during  her 
])rofessional  career  in  our  state. 


Dr.  Johannes  F.  Bielski 

.At  the  grand  age  of  82,  Johannes  Bielski, 
M.D.,  died  on  June  18,  1971.  Born  in  Ger- 
many in  1889,  he  was  graduated  in  1919  from 
.Albert  Ludwigs  University  in  Freiburg,  Ger- 
many. He  came  to  the  US.A  at  the  end  of 
World  AVar  II,  obtained  a New  Jersey  medi- 
cal license,  but  practiced  as  a full-time  house 
physician  for  the  Middlesex  General  Hospital 
until  his  retirement  in  1956.  He  then  lived 
in  Forest  Hills,  New  A'ork.  Dr.  Bielski  had 
been  a member  of  our  Middlesex  County 
Medical  Society. 


Dr.  Arthur  R.  Borchek 

At  the  untimely  age  of  56,  .Arthur  R.  Borchek, 
M.D.,  died  on  .April  4,  1971.  He  was  a gen- 
eral surgeon  who  had  earned  his  M.D.  degree 
at  the  Long  Island  College  of  Medicine  in 
1941.  He  was  on  the  staff  of  the  Christ  Hos- 
pital in  Jersey  City  and  was  a member  of 
our  Hudson  County  Component  Society. 


Dr.  Harry  R.  Brindle 

One  of  Monmouth  County’s  leading  roent- 
genologists, Harry  R.  Brindle,  M.D.,  died  on 
June  10,  1971.  He  is  remembered  as  Director 
of  the  Radiolog)'  Service  and  Chief  of  Staff  at 
Fitkin  Memorial  (now  Jersey  Shore)  Hospi- 
tal. Born  in  1908,  he  received  his  M.D.  at 
Jefferson  with  the  class  of  1935.  He  became 
board  certified  in  his  specialty  and  was  a 
Fellow  of  the  .American  College  of  Radiolo- 
gv.  Dr.  Brindle  was  President  of  our  Mon- 
mouth County  Medical  Society  in  1947-1948. 
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Dr.  Max  Horn 


Dr.  J.  Paul  Burkett 

One  of  southern  New  Jersey’s  leading  intern- 
ists, J.  Paul  Burkett,  M.D.,  died  on  May  2, 
1971  at  the  age  of  63.  During  World  War  II, 
he  was  a medical  officer  in  the  U.S.  Navy  with 
extensive  combat  service.  Dr.  Burkett  was  in 
the  class  of  1934  at  Hahnemann,  and  was  on 
the  staff  of  the  Underwood  Memorial  Hospi- 
tal in  Woodbury.  He  practiced  in  that  city 
and  was  active  in  the  affairs  of  our  Gloucester 
County  component. 

Dr.  Edmund  J.  Daly 

Born  in  1887,  during  the  first  administration 
of  Grover  Cleveland,  Edmund  Daly  received 
his  medical  degree  at  Dartmouth  in  1912.  He 
was,  for  several  decades,  active  in  the  affairs 
of  the  Hudson  County  Medical  Society  and 
was  on  the  staffs  of  the  St.  Francis  Hospital 
and  the  Medical  Center  in  Jersey  City.  Dr. 
Daly  was  a pioneer  urologist,  an  early  dijilo- 
mate  of  the  American  Board  of  Urology.  He 
was  a laureate  of  our  Golden  Merit  award 
in  1962.  Dr.  Daly  was  84  years  old  at  the 
time  of  his  death  on  .April  4,  1971. 

Dr.  Ferdinand  Fader 

Born  in  1910,  Ferdinand  Fader,  M.D.,  died 
at  the  age  of  61  on  .April  20,  1971.  He  was 
a 1935  graduate  of  the  medical  school  at  the 
University  of  Maryland.  During  W’orld  War 
II  he  was  a captain  in  the  U.S.  .Air  Forces 
(then  called  the  .Army  Air  (iorps).  He  was  a 
family  doctor  who  practiced  in  East  Orange 
and  was  affiliated  with  the  East  Orange  Gen- 
eral Hosj>ital.  He  was  active  in  committee 
work  for  our  Essex  County  Medical  Society. 

Dr.  Julius  Gerendasy 

Generally  considered  one  of  Union  County’s 
pioneers  in  gastroenterology,  and  proctology, 
Julius  Gerendasy,  M.D.,  died  on  May  27, 
1971,  at  the  age  of  79.  He  was  a prolific 
writer  in  his  chosen  specialty,  and  was  on  the 
staffs  of  most  of  the  hospitals  in  the  Union 
County  area.  Dr.  Gerendasy  earned  his  medi- 
cal degree  at  Bellevue  in  1916. 


A member  of  Vale  Medical  School’s  class  of 
1925,  Max  Horn,  M.D.,  practiced  in  New  Jer- 
sey for  40  years.  He  died  on  May  12  at  the 
age  of  72.  He  began  his  medical  career  in 
pathology,  and  in  his  long  subsequent  career 
as  a surgeon  always  insisted  that  a grasp  of 
tissue  pathology  was  the  essential  foundation 
for  a successful  practice  of  clinical  surgery. 
He  served  the  Newark  Board  of  Education 
for  two  decades,  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  was  affiliated 
with  the  surgical  staffs  of  most  of  the  hospi- 
tals in  the  Newark  area.  He  enlisted  in  the 
U.S.  Army  at  the  age  of  18,  working  as  a 
corpsman  in  the  medical  department.  During 
the  1930’s,  he  was  active  in  our  Essex  County 
Medical  Society. 

Dr.  Grover  H.  Jensen 

Grover  H.  Jensen,  M.D.,  was  a general  prac- 
titioner in  Jersey  City  for  some  years  and 
then  moved  to  Cedar  Grove.  During  the 
Hudson  County  part  of  his  career,  he  was  on 
the  staffs  of  both  the  Fairmount  and  St. 
Francis  Hospitals  in  Jersey  City,  and,  on 
moving  to  Essex  County  became  affiliated 
with  both  Mountainside  and  St.  Vincent’s 
Hospitals  in  Montclair.  He  earned  his  M.D. 
at  Temple  in  1924  and  was  one  of  the  early 
members  of  the  .American  Geriatric  Society. 
Dr.  Jen.sen  was  a life-long  member  of  the 
.Academy  of  Medicine.  Born  in  1897,  he  died 
on  May  1,  1971  at  the  age  of  74. 

Dr.  George  L.  Kingslow 

A well-known  Hackensack  general  practition- 
er, George  L.  Kingslow,  M.D.,  died  on  May 
1,  1971,  at  the  age  of  73.  He  was  a Bellevue 
graduate,  class  of  1926.  He  organized  the 
venereal  di.sease  clinic  at  the  Hackensack 
Hospital  where  he  was  also  an  attending  in 
medicine. 

Dr.  K.  Virginia  Maurer-Alden 

Word  has  come  from  Havertown,  Pennsylva- 
nia, of  the  death  there  on  May  2,  1971,  of  K. 
Virginia  Maurer-Alden,  M.D.  Born  in  1906, 


VOL.  f)8-NHMBER  8-.'UTGU.ST,  1971 


685 


she  was  65  years  old  at  the  time  of  her  death. 
She  was  a 1931  alumna  of  the  Medical  School 
at  Temple  University — a family  doctor  who, 
for  many  years,  served  the  people  of  Essex 
County.  She  was  a school  physician,  and  was 
affiliated  with  the  East  Orange  General  Hos- 
pital. Dr.  Maurer-.Mden  was  active  in  the 
affairs  of  the  American  Medical  ^Vomen’s  As- 
sociation. 

Dr.  Dominic  C.  Macaluso 

.\  1932  graduate  of  the  Medical  School  at 
Washington  University  in  Saint  Louis,  Domi- 
nic Macaluso,  M.D.,  was  a member  of  our 
Essex  County  Medical  Society.  Born  in  1909, 
he  was  a family  doctor,  practicing  in  Belle- 
ville. Dr.  Macaluso,  who  was  on  the  staff  of 
the  Clara  Maass  Hospital,  died  on  May  2. 

Dr.  Paul  J.  Pegau 

Born  in  1899,  Paul  J.  Pegau,  M.D.,  was  a 
1925  alumnus  of  the  Jefferson  Medical  Col- 
lege. He  was  a member  of  the  Woodbury, 
New  Jersey,  Board  of  Health  and  a pioneer 
in  the  development  of  the  Emergency  Depart- 
ment of  the  Underwood  Afemorial  Hospital 
in  Woodbury.  He  was  a pediatrician  with  spe- 
cial interest  in  allergies  in  children.  Dr.  Pe- 
gau died  on  .\j)ril  7,  1971. 

Dr.  Anthony  Pino 

.V  senior  attending  surgeon  at  the  Bridgeton 
Hospital,  Anthony  Pino,  M.D.  was  a 1931 
graduate  of  Hahnemann.  He  sened  the 
people  of  Cumberland  County  from  1932  un- 
til he  died  on  May  10,  1971  at  the  age  of  66. 
He  was  active  in  the  affairs  of  our  Cumber- 
land County  Medical  Society. 

Dr.  David  Schein 

On  May  23,  1971,  David  Schein,  M.D.,  of 
Linden,  New  Jersey,  died  at  the  age  of  64. 
He  was  a general  surgeon  on  the  staff  of  both 
the  Alexian  Brothers  Hospital  and  St.  Eliza- 
beth’s Hospital.  He  was  a 1933  graduate  of 
the  Long  fsland  College  of  Medicine  and  a 
fellow  of  the  International  College  of  Sur- 
geons. 
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Dr.  Armand  G.  Sprecher 

Armand  G.  Sprecher,  M.D.,  spent  most  of  his 
professional  career  in  the  Philadelphia  area. 
.\  member  of  the  Philadelphia  County  Medi- 
cal Society,  he  came  to  Ocean  City  in  our 
state  in  1969  and  transferred  his  membership 
to  the  Cape  May  County  Medical  Society. 
Born  in  1902,  he  was  69  years  old  at  the  time 
of  his  death  on  April  22,  1971.  Dr.  Sprecher 
was  an  early  clinician  in  the  field  of  rheuma- 
tology and  was  affiliated  in  that  specialty  at 
the  Shore  Memorial  Hospital  in  Somers 
Point.  He  received  his  M.D.  at  the  Uni- 
versity of  Pennsylvania  in  1926. 


Dr.  Fred  Vosburgh 

A past  president  of  the  Passaic  County  Medi- 
cal Society,  Fred  Vosburgh,  M.D.,  died  on 
April  16,  1971  at  the  age  of  78.  He  was  an 
Albany  Medical  College  graduate,  class  of 
1915.  Dr.  Vosburgh  was  a family  doctor  of  the 
old  school  and  served  the  people  of  Passaic 
and  Clifton  from  1916  until  his  death. 


Dr.  William  Wiren 

.Attending  in  family  practice  at  the  Bayonne 
Hosjjital  and  Dispensaiy,  William  AViren, 
M.D.,  died  on  April  10,  1971.  He  was  a 
1921  alumnus  of  Bellevue,  and  was  a mem- 
ber of  our  Hudson  County  Medical  Society. 
Dr.  AViren  was  active  in  the  fields  of  geron- 
tology and  geriatrics,  and  was  a Fellow  of 
the  American  Geriatric  Society.  He  was  71 
at  the  time  of  his  death. 


Dr.  Robert  Yaeger 

•At  the  untimely  age  of  43,  Robert  M.  A'aeger, 
M.D.,  died  on  March  3,  1971.  A New  York 
Medical  College  graduate  (class  of  1956), 
Dr.  A’aeger  was  active  in  geriatric  medi- 
cine, and  had  been  affiliated  with  both  the 
Hamilton  and  the  St.  Francis  Hospitals  in 
Trenton.  Dr.  A’aeger  also  contributed  to  the 
programs  of  the  American  Academy  of  Gen- 
eral Practice. 
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Early  Orthopaedic  Surgeons  of  America.  Alfred  R. 

Shands,  Jr.,  M.D.  St.  Louis,  1970,  Mosby.  Pp.  190. 

Illustrated.  ($15) 

Shands  has  contributed  to  our  orthopedic  heritage 
by  assembling  under  one  cover  biographies  of  eleven 
early  orthopedic  giants  of  this  country.  He  reviews  the 
lives  of  William  Ludw'ig  Detmold,  Louis  Bauer,  Lewis 
Albert  Sayre,  Henry  Gassett  David,  James  Knight, 
Virgil  Pendleton  Gibney,  Charles  Fayette  Taylor,  New- 
ton Melman  Shaffer,  John  Ball  Brown,  Edward  Hick- 
ling  Bradford,  and  DeForest  Willard.  The  final  chap- 
ter is  devoted  to  a brief  summary  of  each  biography. 
These  men  helped  to  establish  the  practice  of  ortho- 
pedics in  this  country  as  a specialty  and  founded 
institutions  which  still  stand  in  tribute  to  tbeir  vision 
and  courage. 

Biographers  are  not  always  capable  of  bringing  the 
subject  to  life  for  their  readers.  Shands  has  succeeded 
in  accumulating  the  important  factual  data  about  these 
men.  Today’s  orthopedists  will  find  accounts  about  the 
early  controversies  regarding  the  value  of  bracing,  the 
etiology  of  Pott’s  disease,  and  the  value  of  tenotomies 
in  the  treatment  of  contractures— all  concepts  we  now 
tend  to  take  for  granted— intriguing  reading.  With  the 
Lord’s  help,  future  generations  of  orthopedists  will 
read  about  our  current  notions  of  the  etiology  of 
scoliosis,  reconstruction  of  arthritic  joints  and  treat- 
ment of  bone  tumors,  for  example,  with  similar  know- 
ing amusement.  The  book  is  well  illustrated. 

Peter  N.  Carbonara,  M.D. 


Control  Processes  in  Multicellular  Organisms. 

(Ciba  Foundation)  Edited  by  G.  E.  W.  Wolstenholme 
and  Julie  Knight.  Baltinnore,  Maryland,  1970,  Williams 
and  Wilkins.  Pp.  424.  Illustrated.  (Price  not  stated) 

The  volume  is  a record  of  a symposium  on  Control 
Processes  in  Multicellular  Organisms  held  by  the 
Ciba  Foundation  in  New  Delhi,  India  in  1909. 

Papers  covered  include  in  vitro  studies  of  the  lacop- 
eron  regulatory  system,  modulation  of  enzyme  activ- 
ities by  metabolites:  the  rule  of  cyclic  AMP  in  cer- 
tain biologic  control  systems;  insulin  and  growth 
hormone  control  of  protein  biosynthesis:  hormonal 
control  of  metamorphosis:  feedback  control  of  ACTH 
secretion,  with  particular  reference  to  the  role  of 
transcortin  in  pituitary-throid-adrenocortical  interac- 
tions; interaction  between  thymus  cells  and  bone  mar- 
row cells  in  response  to  antigenic  stimulation;  regula- 
tion of  visceral  activities  by  the  central  nervous  sys- 
tem; some  general  integrative  aspects  of  brain  func- 
tion; and  many  others. 

Biologists,  biochemists,  cellular  microbiologists,  and 
physiologists  will  find  nutritive  material  in  the  pub- 
lication. 

Ibis  retiewer  cannot  accept  Livingston’s  definition 
of  patriotism  as  "a  cultural  force  to  oblige  conformity 
of  perceptual  and  judgmental  experiences,  and  it  is 
dangerous  and  counter-constructive,  for  a society  that 


seeks  to  orient  itself  to  reality.”  .Such  subversive  dog- 
ma has  no  place  in  a lecture  on  ''Integrative  .-Xsijccts 
of  Brain  Function.” 

My  definition  of  patriotism;  A cultural  force  which 
confers  upon  the  ego  a mantle  of  individual  pride 
in  its  environment,  enabling  it  to  withstand  hard- 
ship and  associate  with  others  in  a satisfactory  work 
program;  which  teaches  self-sacrifice;  and  which  .sus- 
tains one  so  that,  at  times,  acts  of  superhuman 
strength  may  be  accomplished  in  an  environment 
wherein  the  organism  knows  it  may  be  destrovcd. 

Thomas  K.  Rathinell,  M.D. 


Behavioral  Sciences  and  Mental  Health.  U.  S. 

Public  Health  Service  Publication  No.  2064.  Washing- 
ton, D.C.,  1971.  Pp.  419.  Paperback  ($2) 

The  National  Institute  of  Mental  Health  has  been  a 
prime  mover  in  stimulating  and  supporting  mental 
health  and  behavior  studies  in  the  four  corners  of  the 
nation.  The  present  volume  is  a compilation  of  2.5  of 
their  “Program  Reports.”  The  included  reports 
cover  material  on  how  the  brain  works,  how  we  learn, 
how  behavior  develops  and  what  personal  and  cul- 
tural factors  shape  human  behavior.  The  investiga- 
tions touch  on  an  astonishing  variety  of  forces— music, 
anthropological  factors,  political  commitments,  educa- 
tion, biological  rhythms,  genetics,  visual  media,  and 
so  on.  This  should  be  a valuable  source  book  for 
many  decades  to  come,  and  tbe  arrangement  of  the 
separate  sections  will  permit  the  curious  reader  to 
dip  into  it  at  will,  always  sure  of  finding  something 
interesting. 

5Villiam  Schram,  M.D. 


A Synopsis  of  Pharmacology.  Edition  2.  V.  C.  Suther- 
land, Ph.D.  Philadelphia,  1970,  Saunders.  Pp.  720. 
Illustrated.  ($10.75) 

Time  was  when  medicines  were  the  proper  study  of 
Medicine.  Indeed,  physicians  who  were  graduated  be- 
fore World  War  I,  had  to  learn  the  botany  of  the 
available  drugs  and  the  medical  students  then  had  to 
know  a good  deal  about  pharmacognosy.  Today's  stu- 
dents can  scarcely  pronounce  or  even  define  that  word. 
The  enormous  growth  of  the  pharmaceutical  industry, 
the  prepackaging  of  medicines,  the  compact  literature 
furnished  by  the  drug  companies,  and  the  development 
of  non-pharmacologic  therapies,  all  have  loosened  the 
medical  practitioner's  interest  in  understanding  the 
chemistry  and  pharmacolog)’  of  inetlications.  It  seems 
wasteful  to  learn  these  minutiae  when  your  friendly 
iletail  man  will  tell  you  all  about  them. 

But  to  those  clinicians  who  want  to  know  more  of 
what  they  are  putting  into  patients’  veins,  mouths,  or 
other  orifices,  pharmacology'  still  has  an  appeal.  This 
expanded  edition  of  Sutherland  reviews  the  effects  of 
each  pharmaceutical  on  each  body  system,  tells  you 
about  overdosage,  absorption,  side-effects,  excretion, 
and  clinical  indications.  You  may  not  care  whether 
substitution  “on  ring  N at  position  10”  produces  one 
modification  in  therapeutic  effect,  while  "substitution 
at  position  2 modifies  the  lipid  solubility  of  the  com- 
pound”—yet  you  really  are  expected  to  understand 
that.  So  this  compact  volume  (rather  large  to  be 
called  a Synopsis)  will  come  to  your  rescue.  There  is 
even  a detailed  chapter  on  prescription  writing  which 
seems  a bit  out  of  place  in  the  1970's,  but  which  won’t 
hurt  any  of  us  to  review. 

Victor  Huberman,  M.D. 
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Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144tab- 
lets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER  presents  the 
15th  Annual  Postgraduate  Course,  Recent  Advances  in  Medicine, 
on  8 consecutive  Wednesdays  from  October  13th  to  December  1st, 
1971  from  11:00  to  4:00  p.m. 

Aims  of  Course:  Problems  in  Clinical  Practice 

Methods:  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lectures, 
Panel  Discussions,  Luncheon  with  the  Experts,  all  with  audience  participa- 
tion. 


Faculty:  Members  of  the  Department  of  Medicine  and  other  selected  Departments 

of  Temple  University  Health  Sciences  Center. 

Guest  Faculty: 


Dr.  James  B.  Wyngaarden 
Professor  and  Chairman 
Department  of  Medicine 
Duke  University  Medical  Center 

Dr.  W.  Proctor  Hanrey 
Professor  of  Medicine 
Director,  Division  of  Cardiology 
Georgetown  University  Medical  Center 


Dr.  Henry  Wagner,  Jr. 

Professor  of  Radiologic  Sciences 
Johns  Hopkins  University 
Director,  Nuclear  Medicine 
Johns  Hopkins  Hospital 

Dr.  David  H.  P.  Streeten 

Professor  of  Medicine 

State  University  of  N.  Y.  at  Syracuse 


Dr.  Harold  I.  Lief,  Professor  of  Psychiatry,  University  of  Pennsylvania 


A.A.G.P.  Credit  requested. 


For  further  information  and  Curriculum — Department  of  Medicine 
Temple  University  Health  Sciences  Center 
3401  N.  Broad  Street,  Philadelphia,  Pennsylvania  19140 
Sol  Sherry,  M.D.,  Chairman,  Department  of  Medicine 
Albert  J.  Finestone,  M.D.,  Director  of  Course 
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CLASSIFIED  ADVERTISEMENTS 


OB-GYN  WAMTED— Hoard  certified  or  eligible  oh-gyn 
is  wanted  to  associate  with  a Board  certified  ob-gvn 
witli  a large  surgical  and  obstetrical  practice  in  the 
New  Brunswick,  New  Jersey  area.  Attractive  salary  for 
first  year,  leading  to  partnersliip.  Excellent  opportunity 
for  energetic  competent  ob-gyn.  Contact:  D.  ^V.  Col- 
burn, M.D.,  123  Dunhams  Corner  Road,  East  Bruns- 
wick, New  jersey  08816  or  Phone  201-254-1500. 


OBSTETRICS-GYNECOLOGY-Available,  board  eligible. 
Hospital,  partnership  or  group.  University  of  Santo 
Tomas,  1961.  T.  M.  Gungon,  M.D.,  9316  Seaview 
.\venue.  New  York  11236.  Telephone  (212)  531-5596. 


GENERAL  SU RGERY— Available,  Hospital,  partnership 
or  gproup.  University  of  Santo  Tomas,  1960,  board 
eligible.  Benjamin  C.  Agustin,  M.D.,  9316  Seaview 
Avenue,  Brooklyn,  New  York  11236.  Telephone  (212) 
531-5596. 


PATHOLOGIST— I al)oralory  Director  would  like  to  lo- 
cate in  New  Jersey.  Experienced,  11,  New  Jersey 
licensed,  both  .\.P.  and  C.P.  boards,  highest  (pialifica- 
tions.  Write  Box  No.  197,  c/o  I HE  JOURNAL. 


FOR  SALE— E(|uipment;  EKG,  Whirlpool,  I.unetron. 
instruments  all  in  excellent  condition.  Retired.  Call 
Mr.  Weiss  in  Perth  Amboy,  (201)  142-4201  or  826- 

1699. 


FOR  RENT— New  Professional  Center,  2 story,  Bergen 
County,  North  Arlington.  .Vll  services,  olf  street  park- 
ing. lip  to  2400  square  feet  per  floor.  Pali  occupancy. 
Call  (201)  991-4039. 


FOR  RENT— New  Medical  Buildings,  Union  County, 
New  Jersey.  500  square  feet  of  office  space.  Private  en- 
trance, waiting  room,  consulting  office,  two  opera- 
tories,  laboratory,  business  area,  bath  room.  Air  con- 
ditioned. Convenient  to  all  transportations.  Write  Box 
No.  203,  c/o  T HE  JOURNAL. 


Information  for  Advertisers — RATES:— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Pavable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  wonls,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


MEDICAL  DIRECTOR 

VIRGIN  ISLAND  PARADISE 

Immediately  Available  Position 

New  209  bed  Health  and  Rehabilita- 
tion Center  in  Lawrenceville,  New 
Jersey  (between  Princeton  and  Tren- 
ton, New  Jersey  on  Route  206). 
Prefer  Board  Certified  in  Internal 
Medicine.  Full  or  part-time  arrange- 
ment may  be  negotiated.  Salary  and 
benefits  negotiable.  To  administer 

Renew  yourself  at  off-season  rates  in 
our  luxuriously  furnished  $100,000 
villa  on  beautiful  Cowpet  Bay,  St. 
Thomas!  Balcony  with  magnificent  view, 
private  beach,  water  sports,  maid 
service!  Call  (201)  549-6102  or  (201) 
388-0760  now  for  tranquility!  Weekly 
or  monthly. 

in  the  Department  of  Medicine-Medi- 
cal Advisory  Board  and  Board  of 
Trustees  at  the  Center.  Please  con- 

tact: 

TEMPLE 

Administrator 
Morris  Hall  Health 

UNIVERSITY 

& Rehabilitation  Center 
2831  Lawrenceville  Road 

COURSE 

Lawrenceville,  New  Jersey  08648 
Phone  Area  Code  609-896-9500 

(See  Page  688) 
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MORRIS  HALL 

Health  and 
Rehabilitation  Center 

Route  206,  2381  Lawrence  Road,  Lawrenceville,  NJ.  08648  I 


FOR  YOUR  EXTENDED  CARE  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  + 159  Extended  Care  Beds) 

® Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• staff  Medical  Director  and  Physiatrist 

• Physicians  may  refer  and  treat  their  own  patients  at  Center 

MEDICAL  STAFF  AND  ACCREDITATION 

• J.  Michael  Fiorello,  M.D.,  Medical  Director — Pro-Tern 

• Fred  G.  Schwing,  M.D.,  Board  Certified  Physiatrist 

• Ruth  Rahilly,  R.N.,  B.A.  Director  of  Nursing  Services 

® Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Approvals  (Medicare  — Medicaid  — New  Jersey  Blue  Cross  — New  Jersey  Rehabilitation 
Commission) 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!!! 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 


GENERAL  SURGERY? 

.OB?...GYN?...Ifyour 
practice  includes  any 
cf  these, our  short  form 
Service  Reports  can 
save  you  and 
>our  medical 
ksistant 
I )ts  of  time.  • 


libi?  are  basica!  , check-off  forms  — slightly  larger  than 

El  M card  All  that  s needed  besides  the  check-off  is  the 
Bof  services  and  your  fee  They  cover  (and  are  limited 
) ese  services 

♦ General  Surgery  In-hospital  (Form  1415) 

» Appendectomy 
Cholecystectomy 
Repair  of  Inguinal  Herma 
Tonsillectomy  and  Adenoidectomy 
Excision  of  Breast  Lesions 

Obstetrical  In-hospital  (Form  1817) 

Vaginal  Delivery 
Caesarean  Section 
Circumcision  (newborn) 

D&C  (miscarriage /abortion) 

t Gynecological  In-hospital  (Form  1816) 

Hysterectorriy 

D&C  (prior  to  hysterectomy) 

D&C  (non-matemity) 

Excision  of  Lesion  of  Cervix 

Th  3 time-saving  forms  have  been  distributed  — and  we  ■! 
y he  ad  to  send  you  more  But  please  use  them!  Just  tiii 
nd  mail  the  coupon  below  — and  help  us  to  help  yo 
time 


BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 


f \ 

I ‘5rw?cial  F'Oyrar'S  and  Training  Section 
I ‘.'edicai-Stirgical  Pian  of  New  Jersey 
500  Broad  Street 
1 .:,var».  Jersey  07101 

' “lease  send  me  snoc  form  Service  Reoor*s  as  md  ca'ed 

1 General  So'-gerv  i' j’S' 

. _OB(l8l7i 

I GYN(19’6) 

I P'  •**'  i o 3 

I ACG'eSSI 
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When  disease  is  ruled  out 
and  psyehie  tension  is  impKcated 

^ T*  -j  • ® 

Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatie  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneiirotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advi.se  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  \\'ithdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  M.\0  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Parado.xical  reactions  such 
as  acute  byperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increa.sing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  21i  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose'^  “ packages  of  1000. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J,  07110 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACQDENT  AND  HEALTH  INSURANCE 

SI, 200  a month  maximum  BASIC  total  disability  benefit. 

T Accident;  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

I Accident:  may  be  EiXTEiNDED  to  Lifetime 

I Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st.  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 

SI 0,000  lo  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  lo  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees, 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  slated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 

surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20-S50-S4'0  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 

$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit ) . 

★ ★ ★ 

II.K.  10  (KEOOH)  RETIREIMENT  FLAX  ir  CORPORATE  MASTER  FI.AN 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership:  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIaware  34340 


Alcoholic 
Patients 
need  help. 

We  may  be  able 
to  help  you  help  them. 

Blue  Shield’s  film  “The  Other  Guy”  and  our 
booklet  “The  Alcoholic  American”  have 
been  praised  by  authorities  on  alcoholism 
as  providing  outstanding  tools  to  those 
working  to  cure  alcoholics. 

They  are  being  used  by  New  Jersey  clinics, 
treatment  centers,  councils  on  alcoholism 
and  voluntary  groups. 

A physician  under  treatment  at  a New  Jersey 
center  had  this  to  say  after  viewing  the  film: 
“Graphic,  concise,  well  thought  out . . . one 
is  hit  by  the  progression  of  alcoholism,  the 
understanding  and  baffling  aspects  of  the 
disease  process,  the  total  involvement  of 
the  family,  job  effect,  moral  deterioration.” 

The  two-part  film  “The  Other  Guy”  (each 
segment  28  minutes)  is  in  16  mm.  color 
with  sound.  It  is  available  on  loan,  free,  for 
group  showings. 

“The  Alcoholic  American”  booklet  is 
available,  free,  up  to  400  copies  and  at  cost 
of  1 1 .5(t  per  copy  thereafter. 

To  request  the  film  or  obtain  booklets,  write 
to  Public  Relations  Otficer,  Medical-Surgical 
Plan  of  New  Jersey,  500  Broad  Street, 
Newark,  New  Jersey  07101. 

This  is  another  of  Blue  Shield’s  public 
information  community  service  programs. 


^BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 
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Yon  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  cWorthalidone  USP 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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THE  NIGHT  SH  FT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem 
and  disturbed.sleep 
is  often  its  nocturnal 
expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression 


WHEN  THE  DIAGNOSIS 
IS  DEPRESSION 

ELAVIL”^' 

[AMITRIPTYLINE  HCI  | MSD] 

TABLETS;  10  mg,  25  mg,  and  50  mg 
INJECTION:  10  mg/cc 

When  depression  is  serious  enough  to  warrant  medication, 
ELAVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
energizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
embodies  a mild  antianxiety  action  which  manifests  itself 
even  before  the  fundamental  antidepressant  activity  of  the 
drug  becomes  evident.  Daytime  drowsiness  occurs  in  some 
patients,  usually  within  the  first  few  days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients 
or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible.  Should  not  be  given  to  patients  who 
have  received  an  MAOl  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEC  patterns;  extrapyramidal  symptoms.  Anticholinergic.-  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 

MSD  MERCK  SHARP  & DOHME 


V-Cillin  K;Pediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  inlormation 
available  to  the 
prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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EDITORIALS 


The  Practitioner’s 
Experience  with  Medication 

The  old  “toAvn  and  gown”  controversy  has 
been  an  issue  for  centuries.  Among  attorneys, 
for  instance,  there  is  argument  between  the 
vietvs  of  the  academic  law  teachers,  the  pro- 
fessors, and  the  deep  thinkers  in  the  realm  of 
the  higher  jurisprudence,  contrasted  tvith  the 
needs,  problems,  and  suggestions  of  the  prac- 
ticing lawyer.  In  academic  legal  circles,  the 
phrase  “mere  practitioner”  has  some  pejora- 
tive implications.  School-centered  legal 
teaching  is  a relatively  recent  product  (since, 
perhaps  the  1920’s).  Earlier,  most  barristers 
learned  the  profession  by  clerkships  or  ap>- 
prenticeships.  In  our  own  profession,  this 
method  of  learning  and  teaching  medicine 
did  not  really  have  much  of  a foothold  after 
the  middle  of  the  19th  century.  But  by  the 
beginning  of  our  century,  it  became  pretty 
well  accepted  that  you  had  to  go  to  medical 
school  to  become  a physician. 

Elements  of  the  controversy  still  exist.  Latest 
sample  is  the  present  dispute  about  EI).\  rid- 
ings on  the  effectiveness  of  certain  drugs  and 
drug  combinations.  At  one  time,  the  com- 
plaint w'as  that  federal  bureaucrats  were  mak- 
ing decisions  about  medical  practice.  Noav, 
the  agency  summons  M.D.  experts  of  unques- 
tioned intellectual  attainments  and  they 
make  the  recommendations.  Largest  pool  of 
this  distinguished  medical  manpower  is  found 
in  medical  school  faculties.  Net  result  is  that 
practicing  physicians  are  almost  excluded 
from  the  decision-making  process.  Of  course, 
the  professors  and  their  associates  (who,  ap- 
parently, do  have  the  decision-making  au- 
thority) are  also  involved  in  the  day-by-day 
care  of  patients.  But  since  so  much  patient 
care  is  in  the  hands  of  clinicians  outside  the 
schools,  it  woidd  seem  as  if  their  voice  should 
be  heard  too.  Any  true  spectrum  of  medical 
opinion  should  certainly  include  the  actual 
day-by-day  experience  of  the  physicians  on 


the  firinsr  line.  Their  consensus,  o\er  the 

O 

years,  must  surely  be  given  some  tveight. 

There  is  another  angle  to  this  that  is  seldom 
thought  of  by  the  FDA  or  the  colleges.  Sup- 
pose the  Avorking  doctor,  the  “mere  practi- 
tioner” (as  it  Avere)  prescribes  the  medication 
and  then  the  patient  says  he  had  an  adverse 
reaction  and  starts  malpractice  litigation. 
\\’ho,  do  you  think,  is  going  to  be  sued?  The 
college?  The  FD.\?  No.  It  is  the  practitioner, 
the  one  man  Avho  did  not  participate  in  the 
decision-making  process,  A\ho  is  going  to  be 
held  accountable. 


Peer  Review 
Not  a Panacea 

Organized  medicine  is  generally  in  favor  of 
peer  reviecv.  It  is  hard  to  see  how  surgical 
skills  in  the  operating  room  can  be  evaluated 
except  by  another  surgeon,  and  no  one  Avants 
a colleague  breathing  doAvn  his  neck  at  the 
operating  table.  Most  of  us  are  uncom- 
fortable at  having  someone  evaluate  our  per- 
formance. One  thinks  of  principals  and  de- 
partment heads  entering  a classroom  and 
Avatching  the  teacher  teach.  Peer  revieAV  is  not 
the  favorite  occupation  of  any  of  us,  Avhether 
Ave  are  being  revieAved  or  Avhether  Ave  are 
passing  judgment  on  a colleague. 

But  Ave  can  hardly  oppose  it,  since  the  alter- 
native is  to  invite  revieAv  by  those  Avho  are 
not  our  peers.  .Anyivay,  it  is  probaltle  that  a 
sense  of  accountability  to  our  brethren  Avill 
do  us  all  good.  But  let  it  be  remembered  that 
it  is  not  a panacea.  Much  of  medicine  is 
involved  in  interpersonal  relations,  rapport, 
and  charisma — in  what  is  conventionally 
called  the  “art”  as  distinct  from  the  “science” 
of  our  work.  That’s  no  more  measurable  than 
the  beauty  in  a painting  or  a symphony. 
Much  peer  revieiv,  anyAvay,  has  to  be  post 
facto.  So  while  it  is  a healthy  movement,  and 
we  can  Avelcome  it,  let  us  not  oversell  it  as  the 
ansAver  to  every  patient’s  prayer.  It  really 
can’t  be  that  effective. 
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and  mw  rmiatmA/ 

as  you  would  hope  to  find  it... 

natural  • unspoiled  • away  from  the  crowds 


Hard  to  believe... a natural  beauty  spot  like  this... within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A IVi-miie  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its  finest.  $250,000  private  Lake  Naomi  Club  with  teen  center, 
ballroom,  cocktail  lounge,  and  dining  room  overlooking  the  lake.  Great  sailing,  fishing, 

horseback  riding.  Six  sand  beaches  with  lifeguards. 
PHYSICIANS  I New  $200,000  Olympic-size  swimming  pool,  tennis 

it’s  time  that  and  basketball  courts.  Championship  Pocono 

you  discovered  Manor  golf  courses  at  your  doorstep,  also  famous 

LAKE  NAOMI  Camelback  ski  area. 


the  incomparable 
second-home  retreat 


Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 

Office  and  house  models  open  till  9 P.M.  daily  on 
Rt.  940  at  Pocono  Pines.  Reached  via  80  & 81E 
or  by  N.E.  Ext.  of  Pa.  Turnpike.  Phone  717- 
646-2222. 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


• These  i-ecommemlations  are  based  on  a onr  rni>  /lortion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Eicliange  Substitution  for 
1 Bread  and  '2  Fat 
Tomato 

Tomato.  BiSooe  of 
Tomato  B ce.  0!d  Fashioned 

Eichange  Substitution  for 
’a  Bread  and  ’2  Fat 

Asoaragus.  Cream  ot 


Exchange  Substitution  for 
I Meat  and  I'a  Bread 

Hot  Dog  Bean 
Split  Pea  2.  th  Ham 


Exchange  Substitution  for 
'a  Meat  and  '2  Bread 
C“  '•“I  Gumbo 
Chic«en  Hood'' 


Camphell's  Soups  are  appetizing  and  enjoyable  and. 
because  of  the  many  \ arieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  NJ.  08101. 


\ 


rhere’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ . 

and,  it's  made  by  VUfllpVal 


n excerpt  from  the  Searle  series  “The  Ecology  of  Birth  Control 


Unwante« 

Child& 

„BiRh 

Contro 


In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
"battered  child”  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
"battered " per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
(all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  wei 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  seris 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcomin 
issues  will  be  the  history  of  birth  control,  the  influent 
of  poverty,  ethnic  factors  and  marital  status,  its  role  : 
in  illness,  its  genetic  implications  and  its  effects  on  : 
the  emotional  and  behavioral  life  of  the  individual.  I 


Searle  contributions 

to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen*  • DemulenT 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  l mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®  and  Demulen®  -28  is  a placebo,  containing  no  active  ingredients 

Demulen . . .for  its  low  estrogen  and  Searle's  progestin -or  Ovulen . . .with  its  wide  physician 
and  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
low  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
"Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulen  and  Demulen  aetto  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
put of  both  the  follicle-stimulating  hormone  CFSH3  and  the  luteinizing 
hormone  (LH3 

Special  note- Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products  Both  types  provide  almost  completely  effective  con- 
traception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
mate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
bral thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
been  three  principal  studies  in  Britain'^  leading  to  this  conclusion,  and  one'  in 
this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
\fesseyand  DolT  wasabout sevenfold, while  Sartwell  and  associates'  in  the  United 
Statesfound  a relative  riskof  4 4,  meaning  that  the  users  are  several  times  as  likely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration 
The  American  study  was  not  designed  to  evaluate  a difference  between  products 
However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
boembolic disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
tated. and  further  studies  to  confirm  this  finding  are  desirable 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated. It  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
men If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
fiedinthemilkof  mothers receivingthesedrugs  Thelong-rangeeffecttothe  nurs- 
ing infant  cannot  be  determined  at  this  time 

Precautions -The  prefreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
colaou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subpnmate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  atlected  by  treatment  with  Ovulen  or  Demulen  There- 
fore. if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
somedegreeof  fluid  retention,  conditions  which  might  beinfluenced  bythisfactor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam.  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  laundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests,  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X,  thyroid 
function  increase  in  FBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T^  uptake  values,  metyrapone  test  and  pregnanediol  determination 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease.  J Coll  Gen  Pract  /3  267-279  (May)  1967.2. 

Inman.  W H W . and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med  J 2 193-1 99 (April  27)  1968  3.  Vessey,  M P.  and  Doll,  R : Inves- 
tigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit  Med  J 2:65 1-657  (June  14)  1969  4.  Sartwell, 

P E . Masi,  A T,  Arthes,  F G . Greene,  G R . and  Smith.  H E Thromboembo- 
lism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer  J 
Epidem  90  365-380(Nov  ) 1969  1A5 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taster  patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

‘with  the  detoaming  action  of  simethicone 

PHARMACEU  I :CALS  Pasadena,  Calif.  91 109 

Division  of  Alios  Chtrnicol  jlri^s,  Inc.,  Wil -.inglon,  Dei.  19899 


ORIGINAL  ARTICLES 


No  need  to  get  uptight  yet  about  the  nevus,  suggests 
Dr.  Brodkin. 


Malignant  Melanoma* 


The  Antecedent  Lesion — Junction  Nevus? 


Roger  H.  Brodkin,  M.D./Irvington 

Does  malignant  melanoma  begin  in  a Ijenign 
junction  nevus  or  is  it  malignant  Irom  the 
start?  We  can  hnd  support  for  either  conten- 
tion in  the  literature.*’ ^ I'lie  controversy 
centers  about  two  points.  First,  was  the 
“mole”  which  preceded  the  melanoma  benign 
since  it  has  been  present  for  so  long  and 
appeared  previously  so  innocent?  Second,  can 
the  pathologists  distinguish,  Irom  their  mor- 
jrhology,  whether  the  diflerent  cells  in  a 
melanoma  or  mole  are  actually  benign  or 
malignant? 

Whatever  the  answer,  malignant  melanoma  is 
a dreaded  cancer.  This  fear  along  with  the 
uncertainty  of  the  relationship  between  the 
benign  junction  nevus  and  malignant  melan- 
oma has  l)estowed  an  unsavory  reputation 
upon  the  Ijenign  junction  nevus.  I'here  has 
develojjed  a pervasive  feeling  of  danger  about 
the.se  lesions.  This  fear  must  be  recognized  as 
a feeling,  not  established  on  good  scientific 
evidence.  Otherwise,  the  search  for  the  truth 
will  cease  and  the  concept  of  “prophylactic 
removal”  of  nevi  may  extend  to  increase  our 
work,  our  medico-legal  obligations,  and  cau.sc 
unnecessary  trauma  to  certain  patients. 

Review  of  our  knowledge  of  the  evolution  of 
the  nevus  cell  is  important  here  and  may 
point  up  the  need  for  investigation  into  this 
relationship. 
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1 he  nevus  cells  which  conijxrse  this  tumor  are 
apparently  related  to  melanocytes.  Melano- 
cytes are  present  in  the  skin  of  the  newborn 
human  but  nevi  are  rarely  observed  there. 
.After  several  years  of  life,  nevi  begin  to  ap- 
|)ear  and  gradually  increase  in  number.  They 
become  most  numerous  on  the  torso  but  may 
l)e  found  anywhere  on  the  skin  and  mucous 
membranes.  .Although  they  are  not  apparent 
at  birth,  the  locations  of  nevi  are  determined 
in  the  first  months  of  life,  as  is  illustrated®  by 
the  split  nevus  of  the  eyelid.  These  nevi  of 
childhood  are  histologically  of  the  “junction 
t\])e”and  statistically  we  know  that  they  are 
benign.  It  might  be  presumed  that  some 
stinndus  Ijecomes  active  at  around  four  or  five 
years  of  age  to  cause  proliferation  of  the 
nevus  cells  at  the  dermo-epidermal  interface, 
allowing  the  clinical  appearance  of  junction 
nevi  at  this  time.  AVdiatever  this  stimulus 
is,  it  apparently  results  in  a benign  pro- 
liferation, since  malignant  melanoma  is  so 
rare  at  this  age.  Interestingly,  when  melan- 
oma does  occur  in  this  younger  age  group,  it 
often  develops  in  the  bathing  trunk  type  of 
nevus  which  is  present  at  birth,  unlike  the 
common  type  of  nevus,  and  perhaps  is  not 
governed  by  the  same  stimulus.  It  is  also  sug- 
gested that  the  stimulus  or  the  target  nevus 
cells  in  the  ordinary  junction  nevus  may  be 
under  some  genetic  control  regarding  the 

•Read  before  the  Sections  on  Derinatolog;^’  and 
I’aihologT,’.  205th  .Annual  Meeting.  The  Medical  So- 
ciety of  New  Jersey,  Atlantic  City,  May  17,  1971. 
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number,  si/e,  type,  and  location  ol  nevi.  At 
any  rate,  as  the  child  grows,  his  nevi  begin  to 
change.  Grossly,  many  of  them  begin  to  be- 
come elevated.  This  coincides  roughly  with 
the  attainment  of  the  individual’s  greatest 
number  of  nevi.  At  this  time,  histologically 
one  may  see  nests  of  nevus  cells  in  the  dermis. 
These  dermal  nevus  cells  are  presumed  to 
have  originated  from  junctional  nevus  cells. 
By  the  process  of  multiplication  and  abtrop- 
pmg,  the  compound  nevus  becomes  estab- 
lished as  the  common  type  of  nevus  in  young 
adulthood.  It  must  be  presumed  that  some 
stimulus  has  been  active  during  these  years  to 
convert  junction  nevi  to  compound  nevi,  a 
benign  multiplication  and  relocation  of 
nevus  cells.  Malignant  melanoma  is  relatively 
uncommon  at  this  age. 

The  life  of  the  ideal  nevus  continues  to  its 
final  stage  of  maturation  by,  presumably,  be- 
coming entirelv  intradermal  and  then  disap- 
pearing by  connective  tissue  replacement. 
Clinically,  just  as  we  have  observed  the  ap- 
pearance of  Hat  nevi  and  their  becoming  ele- 
vated, abso,  by  counting  nevi  at  various  ages, 
we  can  determine  that  in  older  individuals, 
there  are  fewer  nevi.  It  has  been  said'*  that  if 
we  could  all  live  to  be  over  90,  we  would 
probably  depart  from  life  as  we  enter  it,  free 
of  moles.  VVdtatever  stimulus  is  present  to 
cause  the  di.sappearance  of  these  nevi  seems 
to  correspond  to  the  time  of  life  when  malig- 
nant melanoma  is  most  common.  Apparently 
the  melanoma  cell  is  not  influenced  by  or  is 
not  inlluenced  in  the  same  way  that  the 
nevus  cell  is  by  this  stimulus. 

It  must  be  understood  that  this  account  of 
the  life  and  maturation  of  the  nevus  is  artifi- 
cial and  not  always  such  a consistent,  orderly 
progression.  It  has  been  demonstrated^  by 
serially  sectioning  intradermal  nevi  that  some 
junction  thetjues  may  be  found  in  80  per  cent 
of  them.  'I'here  are  two  important  implica- 
tions in  this  study:  (1)  clear  classification  of 
nevi  into  junctional,  compound,  and  intrader- 
mal is  too  artificial  and  arbitrarily  imposes 
sharp  divisions  on  what  a])pears  to  be  a grad- 
ual, dynamic  progression;  (2)  the  concept  of 
jiniction  iirxnts  has  little  significance  from  the 


point  of  view  of  malignant  potential  because 
most  intradermal  nevi  (and  in  fact,  most 
nevi)  have  junctional  elements.  It  may  be 
that  most  junctional  nevi  have  intradermal 
elements  since  we  do  not  routinely  serially 
section  all  nevi.  Our  classification  of  the 
routine  nevus  passing  through  the  laboratory 
is  therefore  usually  based  on  limited  informa- 
tion. These  names — junction,  compound,  and 
intradermal  are  conveniences  of  diagnostic 
classification.  No  implications  of  benign  or 
malignant  potential  should  be  drawn  from 
these  labels. 

The  maturation  of  nevi,  this  dynamic  proc- 
ess, tends  to  proceed  at  a different  rate  in 
different  areas  of  the  skin.  Maturation  occurs 
earlier  and  is  more  complete  on  the  head 
than  on  the  torso  and  progressively  less  on 
the  lower  extremities,  upper  extremities,  gen- 
italia and  buttocks,  and  lastly  the  palms  and 
soles,  tvhere  nevi  tend  to  remain  fixetl®  in  the 
“junction”  stage.  Because  of  the  tendency  of 
nevi  of  the  palms  and  soles  and  genitalia  to 
remain  junctional,  suspicion  of  malignant  po- 
tential has  developed  about  these  lesions.  Jus- 
tification for  this  suspicion  by  clinicians 
seems  to  be  that  melanomas  develop  from 
junction  nevi;  nevi  of  the  palms,  soles,  and 
genitalia  remain  junctional  throughout  a 
large  part  of  the  life  of  the  individual  and 
therefore  expose  him  to  a prolonged  possibil- 
ity of  malignant  develojmient  in  nevi  found 
here.  One  might  reason  from  our  discussion, 
ecpially  speciously,  that  if  these  nevi  are  fixed 
in  a relatively  immature  state  and  melanoma 
is  statistically  rare  during  the  time  when  most 
nevi  are  immature,  they  should  not  become 
melanomas. 

Other  than  this  sort  of  speculation,  the  facts 
have  been  jmetty  much  established  in  this  sort 
of  case.  Actual  counts  of  the  nevi  of  palms 
and  .soles  show  that  they  are  present  in  9 per 
cent  of  individuals  on  the  palms  and  6 per 
cent  on  the  soles  and  none  in  the  nail  beds.® 
Junction  nevi  of  this  same  sort  do  not  persist 
on  the  face  but  are  the  first  and  most  fre- 
ouent  to  become  comjjound  or  intradermal. 
Gompare  this  with  the  topographic  dis- 
tribution of  malignant  melanoma  in  which 
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ihe  incidence  of  melanoma  has  been  calcu- 
lated based  on  the  relative  surface  area  of  the 
anatomic  region.  This  gives  us  a more  accur- 
ate picture  of  the  predilection  of  malignant 
melanoma  for  a specific  anatomic  site.  The 
soles,  the  head,  and  neck  are  the  anatomic 
areas  of  the  greatest  predilection.  The  sub- 
ungual areas  and  the  female  genitalia  show  a 
similar  high  predilection.  The  penis,  scro- 
tum, and  palms  of  the  hands,  however,  ex- 
hibit the  least  predilection^  for  malignant 
melanoma.  These  figures  do  not  provide  com- 
pelling evidence  then  that  nevi  which  tend  to 
remain  junctional  represent  an  increased  haz- 
ard of  melanomatous  conversion. 

Examine  the  literature  on  whether,  in  a large 
series  of  malignant  melanomas,  the  mel- 
anoma was  preceded  by  a benign  junction 
nevus.  -Ask  what  proportion  of  malignant 
melanomas  contain  benign  nevus.  You  may 
find  statistics  of  such  variance  and  diagnostic 
criteria  so  inadequate  and  arbitrary  that  any 
conclusions  drawn  from  this  approach  are 
worthless.  One  cannot  help  but  recall  the 
unjustified  aspects  of  the  concern  over  kera- 
toacanthoma,  juvenile  melanoma,  solar  kera- 
tosis with  Bowenoid  changes,  and  psuedo  sar- 
comatous fasciitis. 

I hope  that  several  points  have  been  made 


from  this:  (1)  ^Ve  tend  to  be  suspicious  that 
junction  nevi  may  have  malignant  potential: 
(2)  Our  current  knowledge  of  the  evolution 
of  the  nevus  cell  nevus  does  not  suggest  that 
it  is  potentially  malignant;  (3)  Our  suspi- 
cions of  malignant  potential  for  the  junction 
nevus  are  based  upon  rather  weak  and  often 
controversial  evidence.  We  simply  do  not 
know  hotv  or  where  the  malignant  melanoma 
arises  or  if  they  can  arise  from  a junction 
nevus.  The  fact  does  remain,  howexer,  that 
the  clinician  cannot  be  certain  that  a “mole” 
is  not  a melanoma  without  removing  it  and 
subjecting  it  to  microscopic  examination.  I 
feel  like  having  run  the  bases,  I return  to 
where  I started.  If  a point  has  been  made,  it 
is  that  x\e  do  not  know  the  answer  to  this 
problem  and  must  continue  to  search  for  it. 
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40  Union  .Avenue 


Health  Care  for  Adolescents 


“Too  old”  for  the  pediatrician,  but  “too 
young”  to  seek  their  own  doctor,  adolescents 
have  often  been  neglected  by  medical  per- 
sonnel. .A  reviexv  of  the  complex  physiologic 
and  psychologic  changes  in  teenagers  xvhich 
affect  their  well-being,  as  well  as  typical  and 
special  adolescent  health  problems,  is  con- 
tained in  Health  Care  for  the  Adolescent,  by 
June  Schwartz,  M.D.  This  new  Public  Af- 
fairs Pamphlet  (No.  463)  is  available  for  25 
cents  from  the  Public  .Affairs  Committee,  381 
Park  .Avenue,  South,  New  A^ork  10016. 


In  adolescent  units,  which  are  gradually  be- 
ing established  in  medical  centers  throughout 
the  country,  the  goal  is  total  care,  “which  may 
include  vocational  guidance,  counseling,  anti 
rehabilitation  under  the  supenision  of  a 
primary  physician.”  .Although  there  are  not 
yet  enough  of  them  to  meet  the  needs  of 
millions  of  young  people,  these  units  do  pro- 
vide doctors  with  training  in  the  special 
needs  of  the  adolescent.  Dr.  Schwartz  sees 
these  developments  as  eventually  making  for 
healthier  atlults. 
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Patients  fell  asleep  quick! 


Dalmane  (flurazepam  HCi)  30  mg  reduced  awake 
time— both  before  and  after  failing  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnla.^’2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  eiectro-ocuiographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

Reterances;  1.  Frost,  J,  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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Measurements  of  sleep  n the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 
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e 30>mg  capsule  h.s.  — usual  adult  dosage, 
e 15-mg  capsule  h.s.  — initial  dosage  for 
leriy  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e  g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g..  excitement,  stimulation  and  hyper- 
activity. have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  1 5 mg  or 
30  mg  flurazepam  HCI. 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc 

Nutley,  New  Jersey  07110 


if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topicids 
that  ^ive  your  patient 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only.  f 

j 

^anishing  (>ream  Base  ' 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin)  ■ 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate.,  10,000  » 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  . 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative.  s 

In  tubes  of  15  g. 

a 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in’" 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appro^iate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  ^ 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  isi 
perforated.  These  products  are  contraindicated  in  those  individuals  whoi 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services  4 
Dept.  PML. 
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Here  is  a step-by-step  blueprint  for  a good  emergency 
department,  ndtfi  emphasis  on  traumatic  cases. 


New  Challenges 
in  Emergency  Trauma  Today* 


Spencer  T.  Snedecor,  M.D. /Hackensack 

Nowhere  in  medicine  are  there  greater  pres- 
sures forcing  new  concepts  upon  us  than  in 
the  field  of  trauma  as  one  of  the  vital  units  of 
emergency  medical  demands.  Major  direction 
of  this  over  the  past  fifteen  years  has  wit- 
nessed the  development  of  the  emergency  de- 
partment of  the  hospital  as  the  community 
center  for  emergency  medical  care.  Multiple 
factors  have  accelerated  the  trend,  and  all 
attempts  to  divert  it  have  proved  futile.  No 
alternate  substitute  is  available. 

The  federal  government  has  taken  an  active 
step  in  the  coordination  of  emergency  medi- 
cal services  through  the  Highway  Safety  Act 
of  1966  which  provided  that  standards  should 
be  set  up  to: 

1.  Provide  prompt  discovery  and  response  to  accidents. 

2.  Sustain  and  prolong  life  through  proper  first  aid 
measures  both  at  the  scene  and  in  transit. 

3.  Provide  the  coordination,  transportation,  and  com- 
munication necessary  to  bring  the  injured  and  defini- 
tive medical  care  together  in  the  shortest  practical 
time. 

The  next  step  is  the  formation  of  regional 
councils  on  emergency  medical  services. 
■Agencies  are  expected  to  cooperate  in  de- 
veloping and  coordinating  these  comprehen- 
sive multiple  facilities  of  law  enforcement, 
ambulance  service,  and  transportation  to  the 
hospital,  two  way  communications  between 
hospitals  and  first  aid  units,  the  development 
of  emergency  department  sendees,  and  a 
much  larger  scope  of  teaching  and  training  of 
first  aid  personnel. 

.Another  current  spur  to  this  program  is  the 
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action  of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  which  has  come  to  focus  on 
the  emergency  department  and  has  approved 
new’  standards.  Suneyors  are  instructed  in  the 
new  scope  and  responsibilities  of  emergency 
departments  which  few  hospitals  dreamed  of 
a year  or  two  ago.  As  an  outgrowth  of  the 
emergency  department  survey  form  and  tech- 
nic developed  originally  by  the  Trauma  Com- 
mittee of  New  Jersey  and  by  the  American 
College  of  Surgeons  over  the  past  fifteen  years 
as  a national  project,  the  Joint  Commission 
on  Accreditation  has  incorporated  this  in  a 
much  more  comprehensive  survey  form  on  a 
nationwide  scale.  We  must  now  accent  this 
modern  challenge  in  the  development  of  the 
emergency  department  of  our  own  hospitals. 

In  a recent  survey  at  our  hospital  one  of  the 
questions  which  we  sought  to  answ’er  w’as: 
\Vhat  kind  of  cases  were  coming  to  our  emer- 
gency department?  We  devised  a realistic  clas- 
sification, cutting  across  departments,  and 
found  that  66  per  cent  of  the  patients  coming 
were  traumatic,  29  per  cent  medical,  and  only 
5 per  cent  other  surgical  and  miscellaneous 
cases. 

Then  we  asked  these  other  questions  which 
we  found  to  be  instructive: 

\Miat  kind  of  accidents? 

How  do  people  come? 

How  many  cases  did  our  paid  staff  emergency  depart- 
ment doctors  take  care  of  in  proportion  to  the  total? 


• The  first  Trauma  Oration  of  the  New  Jersey  Com- 
mittee on  Trauma  of  the  .American  College  of  Sur- 
geons. read  at  the  203rd  .Annual  Meeting  of  the  Medi- 
cal Society  of  New  Jersey,  May  17,  1969,  Atlantic  City, 
New  Jersey. 
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How  many  patients  got  x-rays? 

How  many  patients  got  lab  tests  and  what  kind? 

How  many  cases  were  serious  in  contrast  to  minor 
cases? 

How  many  patients  were  serious  enough  to  go  to  the 
intensive  care  unit  and  what  kind? 

How  many  patients  went  to  the  operating  room? 

How  much  time  do  our  patients  spend  in  the  emer- 
gency department? 

How  many  DOA,  and  other  types  of  services? 

Such  special  questions  may  be  pertinent  and 
worthwhile  in  your  own  institution,  or  ask  for 
a general  survey  of  your  department  by  a 
visiting  consulting  team  from  the  Trauma 
Committee  of  the  American  College  of  Sur- 
geons and  an  administrator  from  the  state  hos- 
pital association.  Guidelines  that  have  helped 
us  to  improve  the  quality  of  care  of  these 
patients  and  to  make  our  service  more  effici- 
ent follow  along  these  recommendations. 

1.  Organization  of  an  Emergency  Depart- 
ment. 

a.  A Medical  Director  is  essential  in  any  busy 
emergency  department.  1 his  was  recommend- 
ed by  us  in  the  handbook  jointly  issued  by 
the  y\nierican  Hospital  Association  and 
■American  College  of  Surgeons  in  1963.  We 
urged  that  the  Emergency  Room  should  have 
departmental  status  with  a director. 

b.  An  El)  Committee  may  still  function  help- 
fully on  an  advisory  status  because  of  the 
multi-department  services. 

c.  A trauma  team  or  service  of  closely  cooper- 
ating specialists  with  a captain  in  charge,  is 
needed  because  of  the  multijde-injury  pa- 
tient. 

d.  /V  cardio  pulmonary  medical  team  is  essen- 
tial for  the  serious  medical  cases. 

e.  1 he  hospital  administration  now  assigns 
top  personnel  to  this  inqjortant  emergency 
service  area. 

2.  Facilities  for  processing  patients  need  new 
guidelines. 


a.  Plan  now  tor  growth  of  10  per  cent  a 
year  and  more,  if  you  have  a good  depart- 
ment that  will  attract  more  patients.  Don’t 
get  caught  short  three  years  hence. 

b.  The  “waiting  patient’’  is  the  key  to  effi- 
ciency. Many  an  ED  has  been  enlarged  just  to 
provide  waiting  areas. 

c.  The  greatest  hold-up  is  x-ray.  Extra  at- 
tention needs  to  be  focused  on  this  service. 
Are  proper  x-rays  ordered?  Is  the  facility  and 
technician  nearby?  Laboratory  facilities  must 
be  readily  available  too. 

Present  emphasis  in  processing  patients  is  tri- 
age: sorting  patients  promptly  into  separate 
areas,  such  as  trauma  in  one  section,  pedia- 
trics in  another,  and  the  critical  cases  (where 
they  will  receive  proper  and  immediate  first 
aid).  Most  important  is  a well-prepared  re- 
serve area  for  these  critical  patients. 

When  that  bad  accident  case  or  coronary  pa- 
tient comes  in,  adequate  facilities  must  be 
available  immediately  with  a trained  team  to 
take  over.  Many  ED’s  today  are  so  btisy  with 
trivial  cases  that  they  find  it  hard  to  provide 
such  reserve  areas  where  proper  facilities  and 
personnel  mean  that  a life  may  be  saved. 
Rushing  such  patients  on  to  the  intensive 
care  unit  is  unwise  until  they  have  adequate 
examination  and  initial  treatment  for  shock 
and  resuscitation. 

3.  Staffing  an  ED  is  our  most  acute  problem 
today.  More  and  more  departments  are  turn- 
ing to  a paid  me<lical  staff  and  to  fidl- 
time  doctors.  A new  specialty,  the  emergency 
service  doctor,  appears  to  be  arising  to  fulfill 
an  important  function  in  modern  health 
care.  Interns  and  residents  alone  no  longer 
provide  satisfactory  medical  service — without 
teaching  and  supervision  by  interested  atten- 
dings  in  the  ED.  Processing  of  patients  has 
been  shown  to  take  almost  twice  as  long  with 
interns  and  residents  alone  as  with  a paid 
staff. 

The  attending  staff  has  certain  well-recog- 
nized responsibilities  that  recpiire  a medical 
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director  to  implement  and  coordinate  satis- 
factorily. 

a.  Prompt  response 

b.  Privileges  defined 

c.  Supervision  and  check-up 

d.  Department  interest 

e.  Interdepartmental  coordination. 

The  paid  staff  doctors  should  be  working  un- 
der a director  who  will  supervise  their  duties. 

a.  Triage— examination  and  sorting  of  patients. 

b.  Emergency  first  aid  for  all  conditions— especially 
life  saving  measures. 

c.  Administration— such  as  suicides,  DO.A,  etc. 

d.  Teaching- responsibility  for  El)  personnel  and 
also  helping  with  ambulance  atteiulants,  and  so  on. 

e.  Definitive  care  of  patients  as  designated  by  the 
medical  board  in  accord  with  their  ability  and  type  of 
institution. 

4.  Standard  o^jerating  procedures  are  essen- 
tial in  every  good  ED.  .\dmiuistrative  ones 
are  usually  available  but  clinical  instructions 
are  required  from  each  department.  Exam- 
ples: 


Eye— foreign  bodies 
Pediatrics— Convulsions 
N & T— Nose  bleeds 
Dog  bites 
Burns 

Brain  Injuries 

Special  emergencies  must  be  prepared  for: 

a.  Resuscitation— Cardio-pulmonary  outline  and  com- 
pulsory training  of  all  physicians,  nurses,  and  para- 
medical personnel. 

b.  Shock— Blood  volume  replacement.  Cut-down, 
solutions,  and  so  on. 

c.  Disaster  Plan— the  ED  is  usually  the  center  of 
disaster  planning  both  in  personnel  and  facilities. 

5.  Auditing  for  quality  control  in  the  ED  is 
new' — and  now  recommended  by  JC.AH 
which  specifically  states  that  the  responsibili- 
ty for  good  records  rests  upon  the  medical 


records  committee  of  the  hospital. 
Three  technics  for  audit  are  available: 


a.  -A  daily  review  of  ED  charts  was  first 
inaugurated  by  Dr.  Guthbert  Owens,  Profes- 
sor of  Surgery  at  the  University  of  Colorado. 
.At  our  hospital  we  found  by  auditing  the 
charts  for  a two  month  period  last  year  that 
they  presented  the  following  percentages  of 
inadequacy: 


History-symptoms  and  physical  findings 
Record  of  treatment 
Diagnosis  inadequate 
Illegible  signatures 
Illegible  charts 


1 1 per  cent 
16  per  cent 
20  per  cent 
18  per  cent 
2.7  per  cent 


With  the  current  medico-legal  aspect  so  im- 
portant, better  records  are  surely  called  for. 


b.  X-ray  re\iew  oilers  a second  methotl  of 
audit  aiul  the  radiology  department  can  help 
in  this. 


c.  .A  thirtl  and  most  valuable  audit  of  trati- 
ma  deaths  occtirring  within  24  hours  affords  a 
direct  reflection  of  the  patient  care  in  the 
ED.  For  departmental  review  and  inter- 
de])artmental  conference  these  audits  stimu- 
late answers  to  the  challenging  question, 
Could  this  patient’s  life  possibly  have  l)een 
saved?  .A  few  years  ago,  we  developed  this 
audit  form  and  processed  a three-year  study 
of  acute  trauma  deaths  in  our  hospital.  The 
Trauma  Committee  of  the  .AC.S  felt  that  these 
audits  were  so  instructive  that  they  approved 
the  conce|)t  and  now  the  JC.AH  has  recom- 
mended this  audit.  Copies  of  the  form  are 
available  tbrough  the  office  of  .ACS. 

6.  The  broadening  fiuiction  of  the  ED  of  the 
hospital  encompasses  all  aspects  of  communi- 
ty emergency  service  of  which  these  four  steps 
are  significant  and  timely  for  to-day’s  trauma 
conferences  on  community  hospital  emei^en- 
cy  services.  These  are  also  recommended  by 
the  JC.AH. 

a.  Become  a member  of  a regional  advisor)- 
Council  on  Emergency  Health  Service. 
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b.  Assume  helpful  surveillance  over  the 
quality  of  pre-hospital  care  through  cooper- 
ation with  ambulance  personnel. 

c.  Arrange  two-way  radio  communication 
to  ambulances  and  all  disaster  units. 

d.  Sjronsor  emergency  care  conferences  for 
ambulance  personnel  and  medical  staff  as  an 
educational  responsibility  of  the  hospital. 


Summary 

In  our  rapidly  growing  and  complex  urbaniz- 
ing population  of  today,  the  Emergency 
Health  Services  shine  forth  with  increasing 
importance.  The  Emergency  Department  of 
the  community  hospital  will  continue  to  be 
the  expanding  hub  of  this  essential  service 
and  the  trauma  patient  will  constitute  a large 
proportion  of  the  patients  requiring  emergen- 
cy care. 


70  Hospital  Place 


When  Your  Child  Is  Sick 


I'he  Public  Affairs  Committee  has  released  a 
new  pamphlet — this  one  numbered  441 — en- 
titled, When  Your  Child  Is  Sick.  It  stresses 
the  fact  that  only  a physician  is  qualified  to 
diagnose  and  prescribe  care  for  a sick  child. 
But  parents,  usually  mothers,  are  responsible 
for  seeking  medical  help,  for  carrying  out 
doctor’s  orders,  and  for  providing  physical 
and  emotional  comfort  during  illness  and 
convalescence.  AVhitten  by  Jacqueline  Seaver, 
this  pamphlet  oilers  guidance  on  symptoms 
and  situations  that  call  for  a doctor’s  advice 
or  care.  It  is  available  for  2.5  cents  from  the 
I’ublic  Alfairs  Committee,  .881  Park  Avenue 
South,  New  York  lOOlfi. 

1 he  doctor’s  instructions  may  be  relatively 
simple  and  often  there  is  no  cause  for  alarm, 
but  Miss  .Seaver  urges  that  parents  always 
consult  the  doctor  for  any  of  the  several  listed 
situations.  She  goes  into  some  detail  on  mat- 
ters about  which  there  are  common  miscon- 
ceptions. For  example,  discussing  fever,  she 
stresses  that  mothers  should  “not  take  any 
stej)s  to  make  a fever  drop  until  the  doctor  has 
evaluated  the  situation.  This  applies  espe- 
cially to  giving  aspirin.’’ 

On  the  subject  of  medication,  she  tvarns  that 
“under  no  circumstances  should  any  drug  or 
other  medicine  be  given  a child  unless  the 
doctor  orders  it.  Pre.scri]Hions  should  not  be 


renewed  unless  the  physician  says  so.’’  And 
she  explains  the  imiwrtance  of  strict  adher- 
ence to  the  dosage  prescribed  by  a doctor. 

Parents  shoidd  be  grateful  for  Miss  Seaver’s 
guidance  on  how  to  give  children  medication 
matter-of-factly  and  help  them  accept  illness 
without  undue  turmoil  or  trauma. 

On  emotional  needs  during  illness.  Miss 
Seaver  counsels  that  “a  bored  child  is  a rest- 
less child — even  a sick  child  should  not  have 
too  much  passive  entertainment  that  requires 
little  participation.  He  needs  to  be  given 
things  to  do  that  make  him  use  his  mind  and 
skills.  Further,  school  age  children  should 
be  helped  to  keep  iqj  with  their  work  as 
soon  as  possible.” 

For  parents  of  children  going  to  the  hospital 
Miss  Seaver  discusses  how  the  parents  can 
help  minimize  unpleasant,  sometimes  long- 
lasting  emotional  effects.  Long-term  illness  or 
disability  places  heavier  pressures  on  the  sick 
child  and  on  his  family,  and  Miss  Seaver  con- 
siders how  to  avoid  over-protecting  the  child, 
how  to  help  him  understand  why  he  must 
take  medicine,  why  his  activities  are  restricted, 
ancL  at  the  same  time,  how  to  set  realistic 
short-term  goals  that  can  lead  to  “the  long- 
term goal  of  the  child’s  becoming  a self- 
reliant,  responsible  adult.’’ 
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f IN  ASTHMA  optional 

' IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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Guide  his  hand 
to  quality 

and  economy 

Specify 

Deltasone*  5 mg. 

(prednisone,  Upjohn) 

an  economical 
prednisone 
thafs  made 
a name  for  itseif 


l^john 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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JA70*9779 


>^one 
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nisone 
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DELTASONE®  TABLETS- 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for- other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effec 
in  mind  and  perform  periodic  serum  potassium  determinations  i 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occui| 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbanclj 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sutlj 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidenc| 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re| 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re| 
suited  in  improvement.  1 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  ha, 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow il 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There) 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoi 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recover* 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoid 
during  pregnancy,  since  spontaneous  remission  of  some  disease 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therap 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take  X-ray' 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  anc 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom| 
mended.  Since  prednisone  causes  less  salt  and  water  retentio 
than  many  other  glucocorticoids,  patients  should  be  observei] 
closely  for  development  of  undesirable  hormonal  effects  that  an| 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper* 
tension  due  to  salt  and  water  retention.  Continued  supervision  c| 
patients  after  cessation  of  therapy  is  essential,  since  there  may  bi 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti 
coids  include:  Cushing's  syndrome,  moon  facies, 'supraclavicula 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  o| 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance] 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuria] 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures] 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra 
vation  or  masking  of  infection;  increased  blood  pressure 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomnia] 
psychic  disturbances  especially  abnormal  euphoria;  nervousness] 
posterior  subcapsular  cataracts  occasionally  requiring  extraction] 
increased  intraocular  tension;  increased  intracranial  pressure  witl] 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  children 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usuall' 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored- 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foi 
strips. 

For  additional  product  information,  consult  the  package  inser 
or  see  your  Upjohn  representative.  HED  e-is  (KQ8-E  I 
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Authentic  cases  of  multiple  personality  are  extremely 
rare,  but  here  is  one  such  case. 


Multiple  Personality* 


John  J.  Smith,  M.D./Greystone  Park, 
and  Eric  B.  Sager/Athens,  Ohio 

This  is  a report  of  a patient  suffering  from 
multiple  personality  (hysterical  neurosis,  dis- 
sociative type) . Aside  from  the  fascination  of 
this  unusual  syndrome^  and  the  dramatic 
quality  of  its  dynamics^  two  other  aspects  of 
this  case  are  of  interest.  We  were  able  to 
administer  a testing  device  utilizing  the  se- 
mantic differential  to  each  of  the  three  per- 
sonalities early  in  therapy  and  obtained  a 
single  personality  profile  late  in  therapy.* 
The  treatment  was  carried  out  in  an  outpa- 
tient setting  using  third  and  fourth  year  med- 
ical students  as  dual  therapists  under  supervi- 
sion. 

“.Ann”  as  we  call  our  patient,  was  self- 
referred  to  the  outpatient  psychiatric  clinic  of 
the  West  Virginia  University  Medical  Center 
and  at  the  time  of  initial  evaluation  by  one 
of  us  (J.J.S.)  was  22  years  old  and  recently 
married.  She  complained  of  tension  about 
her  marriage.  She  was  an  attractive,  verbal, 
and  shy  person.  She  felt  as  if  "another  person 
is  viewing  my  actions.”  This  had  happened 
on  two  occasions.  She  also  reported  night- 
mares, abdominal  distress,  crying  spells, 
headaches,  and  concern  over  fertility. 

She  had  been  frightened  by  her  father  who 
returned  from  the  war  when  Ann  was  15 
months  old.  She  related  persistent  sexual  ad- 
vances by  her  father  when  drunk,  since  she 
was  five  years  old.  Her  mother  had  no  knowl- 
edge of  this  activity  and  was  not  sought  out 
by  Ann  for  protection.  Parental  relations  arc 
described  as  tenuous  but  no  overt  breaks  oc- 
curred. She  was  always  a good  student,  dated 
in  high  school,  and  had  several  steady  boy 
friends  before  marrying  her  husband  after  a 


four  months’  courtship,  a marriage  of  which 
her  father  disapproved.  Her  19-year  old 
brother  is  now  in  the  Marines  and  has  no 
known  emotional  problems. 

A working  diagnosis  of  “neurosis,  other,” 
was  the  referring  reason  for  therapy.  Also 
included  was  a dissociative  reaction. 

Because  of  a surplus  of  students  on  psychia- 
try clerkship  she  was  assigned  two  students 
for  an  initial  six  week  period.  Subsequently 
this  worked  so  well  that  it  w'as  continued  by 
design  because  the  students  were  more  com- 
fortable and  able  to  supplement  each  other’s 
therapeutic  endeavors.  It  also  served  to  split 
the  transference. 

An  early  point  was  a reported  amnesia.  She 
was  told  by  her  husband  that  she  had  called 
him  and  asked  him  to  come  immediately  be- 
cause “something  might  happen  to  Ann." 
V’oluminous  data  sup|K)it  the  idea  that 
“something”  refers  to  sexual  acting  out — e.g., 
she  loves  half  of  her  father,  the  non-sexual. 
Throughout,  she  rejects  the  sexual  advances 
of  her  husband  but  has  impulses  directed 
toward  male  acquaintances,  co-workers,  and 
therapists.  She  was  becoming  so  anxious  that 
diazepam,*  5 mg.  t.i.d.,  was  prescribed.  .After 
two  months,  a dramatic  session  was  apparent- 
ly forgotten  by  its  close.  At  the  next  session 
she  talked  as  if  she  were  two  persons,  one  of 
which  wanted  “to  spill  the  beans.”  At  the 
following  session,  the  patient  became  a confi- 
dent, flirtatious  woman  who  identified  herself 
as  Nan:  like  .Ann  only  dillerent!  7'his  person- 
ality talked  openly  and  aggressively  about 

•From  the  Department  of  Psychiatry,  West  Viipnia 
University.  Dr.  Smith  is  now  at  the  New  Jersey  State 
Hospital  in  Greystonc  Park 

•Tradcnamed  as  Valium  (Roche) 
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sexual  matters  and  referred  to  “Ann”  as  an- 
other person  that  slie  knew  all  about.  Shortly, 
a third  personality,  whom  we  called  “Ann 
111,”  emerged  as  an  “innocent  bystander” — 
cool,  aloof,  informed,  and  understanding.  At 
this  juncture  “Ann  III”  was  invited  to  ally 
herself  with  Ann  against  Nan. 

In  the  next  series  of  sessions  our  semantic 
differential  was  administered  in  the  order 
Ann  III,  Nan,  and  Ann.  Ann  and  Ann  III 
write  right-handed  but  Nan  prints  left- 
handed.  Determinants  were  brought  to  light: 
a broken  finger  on  the  right  hand  and  habitu- 
al use  of  the  left  hand  to  masturbate.  We  will 
leave  the  .symbolism  of  “sinister.” 

.\n  abortive  suicidal  gesture  was  made  with 
medication.  She  was  rescued  by  her  husband. 
A steady  reintegration  of  the  three  personali- 
ties ensued  with  repression  of  Nan  and  a com- 
promise personality  emerging.  She  became 
pregnant  and  was  continued  in  treatment 
through  delivery  of  a healthy  baby  boy.  Dur- 
ing this  period  she  was  once  again  tested 
(Figure  1). 


As  the  various  personalities  emerged  we 
were  faced  with  the  same  skepticism  that 
Thigpen  and  Cleckley  mention.  We  won- 
dered if  we  were  being  duped  by  a clever 
actress.  The  only  tool  known  to  us  was  some 
sort  of  personality  profile  test  that  might  ob- 
jectify our  firmly  held  subjective  impression. 
We  settled  on  a variant  of  Osgood’s  plan,^ 
both  to  convince  our  critics  and  further  val- 
idate the  previous  work.  We  elected  the  order 
Ann  III,  Nan,  and  Ann  to  minimize  spill- 
over of  information  from  personality  to  per- 
sonality— i.e.,  from  best  informed  to  least  in- 
formed. We  hypothesised  that  an  integrated 
Ann  after  therapy  would  be  something  of  a 
compromise. 

Summary 

I'he  entity  now  known  as  hysterical  neuro- 
sis, dissociative  type,  has  intrigued  clinicians 
from  Morton  Prince®  to  the  present  by  its 
dramatic  cjuality  and  rarity.  It  has  the  ap- 
pearance of  a psycho-dynamic  treasure-trove 
and  leads  one  on  with  the  hope  that  if  this 
can  be  grasped  a break-through  will  have 


SUMMARY 


This  summary  graph  visually  displays  the  incongruity  the  concept  "My  doctor"  which  in  all  cases  was  highly 
of  responses  by  the  several  personalities.  Omitted  is  valued. 
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occurred.  We  regret  to  report  no  brilliant 
new  insight.  Operationally,  we  identified,  val- 
idated, and  evaluated  three  relatively  autono- 
mous personalities  and  by  intercommunica- 
tion have  so  broken  down  the  barriers  of 
isolation  that  integration  as  a single  unit  was 
achieved.  Theoretically,  one  might  wish  to 
identify  the  symptom-ridden  ,\nn  as  the  ego, 
the  impulsive,  sexual  Nan  as  id  and  the  ob- 
servant, advisory  Ann  III  as  superego.  This  is 
hardly  more  than  a simplistic  restatement  of 
Freud.  This  may  well  be  the  real  value  of 
such  a case  study;  that  truly  great  insights  are 
often  utterly  simple. 

case  of  multiple  personality  consisting  of 
three  well-defined  parts  is  presented.  A test- 


ing device  using  the  principle  of  the  semantic 
differential  was  used  to  clarify  clinical  im- 
pressions of  a trichotomy.  The  case  in  its 
outcome  reminds  us  that  student  therapists 
can  be  effective  if  provided  material  that  mo- 
tivates them. 
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New  Jersey  State  Hospital 


Appointment  Of  Foreign  Graduates 


The  policy  of  the  .American  Medical  Associa- 
tion on  eligibility  of  foreign  medical  gradu- 
ates for  appointment  to  approved  internships 
or  residencies  continues  to  be  as  follows; 

Graduates  of  all  medical  schools  outside  the 
United  States  and  Canada  should  establish 
their  eligibility  for  appointment  to  an  ap- 
proved internship  or  residency  program 
through  (a)  certification  by  ECFMG  (Educa- 
tion Council-Eoregin  Medical  Graduates)  on 
a basis  of  satisfactory  educational  require- 
ments, as  well  as  passing  the  ECFMG  examin- 
ation, or  (b)  obtaining  a full  and  unrestrict- 
ed license  to  practice  medicine,  issued  by  a 
state  or  other  United  States  jurisdiction 
authorized  to  license  physicians,  or  (c)  in  the 
case  of  United  States  citizens,  successfully 
passing  the  complete  licensure  examination 
in  any  state  or  licensing  jurisdiction  in  which 
the  law  or  regulations  provide  that  a full  and 


unrestricted  license  to  jjractice  medicine  in 
that  state  or  jurisdiction  will  be  issued  to  the 
physician  after  satisfactory  completion  of  his 
internship  or  residency  in  that  state,  without 
further  examination. 

In  addition,  to  be  eligible  under  (c)  above, 
the  foreign  medical  graduate  must  have  com- 
pleted all  requirements  that  would  make  him 
eligible  for  ECFMG  certification  should  he 
choose  to  apply. 

The  Council  on  Medical  Education  is  con- 
cerned that  despite  these  clear  statements  of 
policy  of  the  ECF.MG  and  the  AMA,  hospi- 
tals continue  to  permit  foreign  medical  grad- 
uates without  proper  credentials  to  enter  ap- 
proved graduate  medical  education  programs. 
Continuation  of  this  practice  may  result  in 
withdrawal  of  the  approval  of  the  program 
concerned. 
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Transfer  a patient  to  a Medi- 
center.  This  frees  a hospital  bed 
for  a seriously  ill  patient  who 
needs  acute  care  services.  All 
Medicenters  are  conveniently 
near  hospitals.  Thus  transfers 
are  quick,  easy  and  usually  at 
no  cost  to  the  patient. 

Medicenter  patients  are  on 
the  road  to  recovery.  And,  at 


Medicenter,  these  patients  con- 
tinue to  receive  professional  care 
at  a sub-acute  level  at  significantly 
less  cost  than  is  possible  in  an 
acute  hospital. 

Medicenter  offers  a number 
of  benefits  to  both  patients  and 
physicians.  The  greatest  advan- 
tage to  physicians  is  that  Medi- 
center frees  beds  in  hospitals  for 


more  of  his  seriously  ill  patients. 
In  addition  to  considerably  lower 
costs,  the  patients  enjoy  a pleas-! 
ant,  restful  atmosphere  which  is 
conducive  to  rapid  recovery. 

If  you  would  like  to  know 
more  about  Medicenter  and  howj 
it  can  help  serve  you  and  your 
hospital,  we  invite  your  inquiry’ 


How  to  give  a bed 
to  yDur  feraite 
hospital. 


MEDiCENTER 


Medicenter  of  America 
685  River  Avenue 
Lakewood,  New  Jersey  08701 


2050  Sixth  Avenue 
Neptune,  New  Jersey  07753 
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Immunosuppressive  agents  were  effective  antirheu- 
matic drugs  in  70  per  cent  of  these  patients. 


Immunosuppressive  Agents 
in  the  Treatment  of 
Rheumatoid  Arthritis* 


William  D.  Kimler,  M.D./Haddon  Heights 

Indications  for  using  immunosuppressive 
agents  in  patients  are:  (1)  active,  progressive 
rheumatoid  arthritis,  (2)  failure  of  any  and 
all  of  the  usual  therapeutic  regimens  to  con- 
trol the  activity,  and  (3)  the  willingness  of 
the  patient  to  have  one  of  the  agents  used 
after  full  explanation  of  possible  deleterious 
effects.  Fourteen  patients  had  been  exposed 
to  treatment  with  either  6 M.P.  (6-mercap- 
topurine)  or  azathioprine  (Imuran)®.  Their 
ages  ranged  from  22  to  71.  At  present,  there 
are  10  patients  under  active  treatment.  Four 
were  discontinued  because  of  lack  of  effect 
or  intolerance  to  the  drug.  In  two  of  these 
patients  there  was  lack  of  effect.  In  two 
there  was  gastric  irritation,  nausea,  and  gen- 
eral intolerance.  All  fourteen  patients  met 
the  diagnostic  criteria  of  the  A.R.A.  for 
rheumatoid  arthritis.  The  following  selected 
case  reports  will  sene  to  illustrate  the  type 
of  patient  treated  and  the  results  obtained. 

Case  I 

A 22  year-old  college  student  had  a history  of  rapidly 
advancing  rheumatoid  arthritis  of  two  years’  dura- 
tion. Prior  treatment  had  consisted  of  salicylates, 
physical  therapy,  rest,  and  gold.  There  had  been 
several  periods  of  hospitalization  because  of  fever  and 
hip  involvement.  At  the  time  she  was  first  seen  in 
my  office  her  medications  were  Aristocort,®  and  Ron- 
covite.®  After  several  months  of  conservative  therapy, 
she  became  febrile  with  a temperature  up  to  103. 
Sedimentation  rate  rose  from  21  to  57  (Westerg^en) 
and  all  of  the  peripheral  joints  became  involved. 
Hospitalization  became  necessary  as  the  patient  be- 
came totally  incapacitated.  The  hips  worsened  with 
flexion  contractures  developing.  At  this  time  the  use 
of  immunosuppressive  agents  was  now  considered. 
Robert  Carroll,  M.D.,  was  consulted  because  of  his 


experience,  as  a hematologist,  in  the  use  of  these 
agents.  The  proposed  treatment  was  discussed  with 
the  patient  and  the  family  and  consent  obtained. 

Dr.  Carroll  evaluated  the  patient  hematologically  and 
started  her  on  Purenithol®  50  mgm.  t.i.d.  The  Aristo- 
cort® was  continued.  Results  were  gratifying,  with 
prompt  and  good  improvement  in  the  next  several 
weeks.  The  patient  was  discharged.  Purenithol®  was 
given  until  the  patient  became  pancytopenic  in  June, 
1965.  The  drug  was  then  discontinued  and  the  pa- 
tient transfused  until  her  hemaporetic  system  re- 
covered. .Aristocort®  was  given  during  this  time.  In 
July,  1965,  6 M.P.  was  resumed  at  50  mgm.  daily  with 
Aristocort®  2 mgm.  t.i.d.  The  patient  had  an  opera- 
tion to  correct  the  flexion  contracture  of  the  hip— 
6 M.P.  was  discontinued  during  this,  with  a flare  in 
the  arthritis.  Resumption  of  treatment  caused  sup- 
pression of  symptoms. 

At  present,  she  walks  without  crutch  or  cane,  works 
for  the  Leukemia  Society  and,  in  general,  leads  a nor- 
mal life.  Her  sedimentation  rate  stays  between  57  and 
68.  Her  present  medication  is  Purenithol®  50  mgm. 
daily  and  Prednisone,®  2.5  mgm.  daily. 


Case  II 

This  patient  was  first  seen  at  age  63  with  a ten  year 
history  of  acute  joint  disease.  Treatment  consisted  of 
gold  salts,  local  joint  injections,  physical  therapy,  and 
blood  transfusions.  ^Vhen  first  seen,  sedimentation 
rate  was  120  (Westergren)  , hematocrit  was  33,  hemo- 
globin, 11.5  gm;  and  WBC  9,450.  R..A.  Latex  Test 
was  strongly  positive.  His  general  condition  was  fair, 
with  no  good  remission  of  the  disease  at  the  time  he 
was  admitted  to  the  hospital  for  a transurethral  pros- 
tatectomy. Following  discharge  from  the  hospital  the 
joint  disease  gradually  worsened.  A few  months  later 
it  was  necessary  to  admit  the  patient  to  the  hospital 
as  he  had  reached  the  point  of  being  unable  to  walk 
except  with  crutches  and  then  only  with  the  greatest 
difficulty.  He  became  bedfast  and  practically  immobile 
from  involvement  of  the  joints  and  the  pain.  Dr. 
Carroll  prescribed  Purenithol.®  ^V’hen  the  white 
count  dropped  from  14,700  to  2,850  Aristocort®  was 
added  to  the  regimen.  A transfusion  was  given  when 
the  hemoglobin  level  was  9.  The  patient  was  also 


• Read  before  the  Sections  on  Radiology  and  Rheuma- 
tism, 205th  Annual  Meeting,  The  M^ical  Society  of 
New  Jersey,  Atlantic  City,  May  17,  1971. 
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given  analgesics  and  local  joint  injections.  A month 
later,  he  was  discharged  and  there  was  marked  sym- 
lomatic  improvement.  He  is  still  taking  Purenithol® 
and  a small  dose  of  corticosteroids  daily  under  Dr. 
Carroll's  direction.  .Symptomatically  he  is  almost  to- 
tally in  remission.  There  is  an  occasional  twinge  of 
pain  in  a peripheral  joint,  but  this  is  transient. 
(Anyone  who  can  clean  the  gutters  on  a two  story 
house,  using  a forty  foot  ladder  alone,  must  certainly 
he  somewhat  improved.)  The  peripheral  blood  pic- 
ture is  reasonably  good,  with  hemoglobin  11.8, 
hematocrit  37  per  cent  and  a 8,800  leukocyte  count. 
Sedimentation  rate  is  fixed  at  or  near  90  to  110 
(Westergren)  . 

Case  III 

,\  46  year-old  woman  was  first  seen  in  January,  1969. 
Duration  of  rheumatoid  disease  was  1.5  years.  .\n  ade- 
quate trial  of  gold  and  salicylates  has  been  given  by 
Georgia  Allen,  M.D.  The  patient  had  had  correc- 
tive surgery  on  the  hands  in  1966.  By  now  pain  was 
constantly  present  and  the  deformities  were  progress- 
ing. She  was  referred  for  possible  Imuran'®  tberapv. 
.After  hospitalization  and  a hematologic  s’irvey  bv 
Dr.  Stuart  Blum,  Imuran®  was  started.  The  drug 
was  well  tolerated  and  the  patient  was  discharged  to 
office  care  a month  later. 

The  laboratory  findings  of  interest  in  this  case  are: 
sedimentation  rate  was  12  (Westergren)  and  27  two 
years  later.  Hemoglobin  was  13  at  the  start  of  treat- 
ment and  the  last  determination  was  14.5.  Total 
white  count  has  declined  from  13,300  to  7.200.  The 
platelet  count  is  about  200,000.  The  R..A.  Test  is 
strongly  positive.  Dr.  Blum  evaluates  the  blood 
periodically  with  counts  every  three  weeks.  There  has 
been  almost  complete  relief  of  pain.  She  has  com- 
])laint  of  an  occasional  transient  twinge  in  a periph- 
eral joint.  Morning  stiffness  has  completely  subsided. 
Medication  is  Imuran®  50  mgm.  t.i.d.  No  corti- 
costeroids are  being  prescribed. 

The  remaining  patients  in  this  series  have 
variable  amounts  of  relief  governed  by  their 
ability  to  take  immunosuppressive  agents. 
.Should  the  blood  picture  decline  with  a 
marked  fall  in  platelets  and  white  count,  the 
Imuran®  is  reduced  or  discontinued.  There 
seems  to  be  a relationship  to  the  dosage.  On 
reduced  dosage  (or  on  discontiiunng  the 
medication)  the  patients’  complaints  return. 


Failures 

A 53  year-old  male  tvith  severe  spondylitis 
and  peripheral  arthritis  was  unable  to  toler- 
ate the  medication  because  of  marked  gastric 
irritability  Avith  nausea  and  vomiting. 

A 42  year-old  female  developed  a marked 
anemia  requiring  transfusion.  There  tvas  no 
gain  in  joint  improvement  from  Imuran®. 
The  anemia  came  as  a surprise.  Because  of 
tidxdar  vision  on  my  part,  I was  intent  on 
watching  the  white  cell  and  platelet  counts. 

Two  females  did  not  resjjond  even  though 
the  drug  was  tolerated. 

Summary 

Fourteen  patients  were  treated  with  immuno- 
suppressive agents  with  excellent  to  fair  re- 
sponse in  ten.  Four  patients  were  discon- 
tinued, because  of  intolerance  to  the  drug  or 
gastric  distress  or  nausea,  or  because  of  ef- 
fects upon  the  hemajxvretic  system. 

In  the  light  of  reports  of  possible  causation 
of  lymphomas  in  patients  on  immunosup- 
pressive therapy,  and  the  general  lack  of  good 
knowledge  about  the  mechanism  of  this  ap- 
proach to  the  treatment  of  rheumatoid  arthri- 
tis, it  is  suggested  that  marked  caution  be 
used  and  verv’  serious  thought  taken  before 
embarking  on  this  course. 
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Offered  here  15  a simple,  safe,  and  reliable  method  for 
evaluating  hormone  release. 


The  Glucagon  Growth  Hormone 
Stimulation  Test 


Richael  Fogel,  M.D./East  Orange 

A defect  in  growth-hormone  release  is  often 
the  initial  functional  impairment  noted  in  pa- 
tients with  panhypopituitarism^  The  possi- 
bility of  isolated  growth-hormone  deficiency 
frequently  must  be  considered  in  short- 
statured,  but  otherwise  normal  children. 
Thus,  there  seems  to  be  a need  for  a simple 
and  reliable  method  of  evaluating  growth- 
hormone  release.  Fasting  values  of  growth 
hormone  in  normal  people  may  be  low.  Meas- 
urement of  growth  hormone  in  the  fasting 
state,  therefore,  is  not  an  adequate  measure 
of  anterior  pituitary  function  or  growth  hor- 
mone responsiveness.^ 

.\n  appropriate  stimulus  is  required  to  cause 
growth  hormone  release.  Until  recently, 
growth  hormone  measurement  after  insulin- 
induced  hypoglycemia-  or  after  intravenous 
arginine®'^  were  the  only  reliable  methods. 
Both  technics  have  obvious  drawbacks.  In- 
sulin and  arginine  are  administered  in- 
travenously. Hypoglycemia  (induced  during 
the  insulin  procedure)  can  be  hazardous,  re- 
quiring careful  attendance.  Furthermore,  ar- 
ginine monochloride  is  available  only  as  an 
investigational  tool.  On  the  other  hand  the 
intramuscidar  administration  of  glucagon®  is 
a method  of  stimulation  growth-hormone  re- 
lease that  I have  found  to  be  quite  satisfac- 
tory. 

This  report  concerns  an  evaluation  of  the 
glucagon-growth-hormone  procedure  in  short- 
statured  children.  The  subjects  were  fifteen 
children  who  were  short-statured  but  other- 
wise had  no  other  obvious  endocrine  disor- 
der. In  addition,  three  patients  with  proved 


Growth  Hormone  Studies 
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• post-surgical  panhypopituitarism 
••  isolated  growth-hormone  deficiency 
Vitamin  D deficient  rickets 


growth  honnone  deficiency  were  also  tested. 
.All  were  fasted  overnight.  Basal  samples  were 
obtained  in  the  early  morning  (8  to  8:30 
a.m.).  After  the  sample  was  drawn,  0.5  to  1 
milligrams  of  glucagon  were  injected  in- 
tramuscularly; the  amount  of  glucagon  was 
based  on  body  weight.  Blood  was  collected  at 
90  minutes,  120  minutes  and  150  minutes  af- 
ter glucagon  injection.  Serum  was  separated 
and  frozen  until  assayed. f 

Radio-immunoassay  was  performed  in  dupli- 
cate by  the  technic  of  Click,  et  al.,^  with 
modifications.  No  side  effects  were  noted  sub- 
sequent to  glucagon  injection. 

The  table  shows  the  mean  values  of  growth 
hormone  at  various  times  after  glucagon  in- 
jection. The  minimally  accepted  value  indi- 
cating responsiveness  was  7 nanograms  per 


tPerformed  at  RLF  Bio  .Analytic  Laboratories  (En- 
docrine-Radioisotope Laboratories,  East  Orange) 
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milliliter’-'  In  those  patients  with  growth- 
hormone  deficiency  (later  substantiated  with 
insulin-induced  hypoglycemia  testing),  no 
elevation  in  growth  hormone  was  noted. 

Conclusions 

The  glucagon  stimulation  test  appears  to  be 
a simple,  effective,  and  reliable  method  of  eval- 
uating growth-hormone  release  in  children, 
as  well  as  in  adults.  Commercial  glucagon  is 
readily  available  and  relatively  inexpensive. 
It  is  important  to  note  the  maximum  ele- 
vated growth  hormone  values  occurred  most 
frequently  at  120  minutes.  Previous  failure  to 
document  the  growth  hormone  response  after 
glucagon  administration  may  have  been  due 
to  measurements  of  growth  hormone  at  too 
early  a time.  Glucagon  causes  growth-hor- 
mone release  independent  of  the  level  of  the 
blood  sugar,  since  elevation  of  the  growth 
hormone  occurs  at  times  before  the  blood 
sugar  value  declines.^-®-' 

The  glucagon  stimulation  test  should  be  re- 
garded as  an  effective  screening  procedure 
when  used  to  detect  a deficiency  of  growth- 


hormone  release  both  in  isolated  growth  hor- 
mone deficiency  and  in  panhypopituitarism. 


Earlier  testing  with  this  simple  procedure 
might  well  lead  to  earlier  diagnosis  and  treat- 
ment. Failure  to  obtain  growth-hormone  ele- 
vations in  response  to  glucagon  administra- 
tion may  imply  the  need  for  further  testing 
utilizing  the  hypoglycemic  stimulus  to  growth 
hormone  release. 
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299  South  Harrison  Street 


AMA  Statement  on  Venereal  Disease 


The  American  Medical  Association  reports 
that  gonorrhea  ranks  first  and  syphilis  third 
among  the  reportable  communicable  diseases 
in  the  U.S.A.  For  the  year  ending  June  1970, 
infectious  syphilis  rates  were  eight  per  cent 
higher  than  a year  earlier.  At  the  same  time 
gonorrhea  morbidity  exceeded  573,000  re- 
ported cases.  Gonorrhea  is  pandemic  in  the 
United  States,  with  an  estimated  two  million 
cases. 

The  Council  urges  all  physicians  to  be  sen- 
sitive to  the  growing  and  alarming  dimen- 
sions of  the  VD  problem.  Physicians  in  pri- 
vate practice  treat  80  per  cent  of  all  syphilis 
and  gonorrhea  but  report  to  public  health 
departments  only  one  out  of  every  eight 
cases  of  syphilis  and  one  out  of  every  nine 


cases  of  gonorrhea  they  treat.  Physicians 
should  assist  public  health  departments  by 
reporting  these  VD  cases.  Much  effort  must 
still  be  made  by  health  departments  and  med- 
ical societies  to  foster  mutual  trust  so  that 
public  and  private  medicine  can  work  effec- 
tively for  the  control  of  syphilis  and  gonor- 
rhea. Medical  societies  should  continue 
efforts  for  the  enactment  of  state  laws  to  per- 
mit physicians  legally  to  treat  VD  cases  of 
minors  without  obtaining  parental  consent. 
Most  now  have  laws  w’hich  permit  physicians 
to  treat  a minor  for  VD  without  adult  con- 
sent. Also,  medical  societies  are  asked  to  sup>- 
port  education  of  patients  and  the  public 
through  more  extensive  and  imaginative  use 
of  all  available  media  and  through  school  cur- 
ricula. 
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Announcing- 

a new  commitment  to  health  care 


Roche  Clinical  Laboratories 


Consultation 


Automated  Diagnostic  Analysis 
for  most  tests 


Personal  Service  through  Roche  Professional  Representatives. 


, / 

A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


The  Roche  Professional  Representative  welcomes  the  opportunity  to  introduce  our  laboratory  service  to  you. 
Please  fill  in  the  coupon  below  for  additional  information. 


Professional 


An  Advanced 
Diagnostic  Center  for 
Standard,  Endocrine 
and  Special  Laboratory 


Roche  Clinical  Laboratories,  Inc. 

1 Fairfield  Crescent,  West  Caldwell,  New  Jersey  07006 

Gentlemen: 

I am  interested  in  learning  more  about 
Roche  Clinical  Laboratories’  Services. 

□ Please  send  the  Roche  Clinical  Laboratories 
Reference  Manual. 

□ Please  have  a Roche  Professional  Representative 
contact  me. 


Name. 


Address. 
City 


.State. 


_Tel.  No., 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone 1.25  mg. 

L-lysine  100  mg. 

Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid 12.5  mg. 

Ferrous  Iron 2.82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 
Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 


Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only._ 

Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  ^Tkmnaial 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonful  of  elixir  (23"ii  alcohol ) No.  2 Extentah® 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582 

mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital 

(Wgr.)16.2 

mg. 

( '/2  gr. ) 32.4 

mg. 

1 gr. ) 48.6 

mg. 

(warning:  may  be  habit  forming) 

Brief  siinunar>.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  .Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  a hypersensitivity  to 
any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY.  RICHMOND.  VIRGINIA  23220 


LEMON  TREE  SO  VERY  PRETTX 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EIGHTY  LEMONS. 
IS  IMPOSSIBLE  TO  EAT. 


2 ways  to  provide  a month’s 
therapeutic  supply  of  Vitamin  C 
180  lemons  or  30  Allbee'  with  C 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B,-)  10  mg 

Pyndoxine  hydro- 
chloride (Vit.  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Be  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon ! This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


30  Capsules 

Allbee  withC 
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Although  generally  thought  of  as  an  inpatient  pro- 
cedure, methadone  maintenance  may  he  induced  in  a 
day  center  under  the  precautions  here  spelled  out. 


Rapid  Induction  Of  Methadone 
Maintenance  In  Heroin  Addicts 


Hans  W.  Freymuth,  M.D.,  ef  al.  Tren- 
ton* 

The  first  phase  of  methadone  maintenance 
therapy  is  identified  as  induction  or  "load- 
ing.” It  consists  of  administering  daily  oral 
doses  of  methadone  in  gradually  increasing 
amounts  over  a period  of  approximately 
three  weeks,  until  a daily  level  of  about  100 
milligrams  has  been  reached.  Patients  can 
then  generally  be  maintained  at  a constant, 
daily  dose  for  prolonged  periods  of  time  with- 
out the  need  for  further  changes. 

W’^ith  completed  induction,  two  major  goals 
have  been  met: 

1.  The  patient’s  opiate  hunger  is  satisfied. 
This  hunger  appears  to  be  almost  irresistible 
to  most  opiate  addicts.  Clinical  evidence  and 
laboratory  studies  on  animals  suggest  that  it 
is  not  purely  psychological  and  may  have  its 
basis  in  a metabolic  defect,  which  seems  to 
develop  with  regular  opiate  use.  Once  de- 
veloped, it  appears  to  be  of  an  almost  irre- 
versible quality.  This  drug  hunger  can  be 
satisfactorily  controlled  with  the  use  of  a sub- 
stitute opiate  like  methadone. 

2.  Heroin  blockade  is  induced.  Daily  oral  in- 
take of  100  milligrams  of  methadone  pro- 
duces a high  degree  of  tolerance  as  well  as 
cross- tolerance  to  other  drugs  of  the  opiate 
family,  including  heroin.  This  cross-tolerance 
makes  the  patient  relatively  immune  to  the 
effect  of  heroin  while  he  is  on  methadone 
maintenance-  Heroin  blockade  is  the  second 
important  factor  in  controlling  these  patients. 


Induction  is  preferably  conducted  as  an  in- 
patient procedure.  If  on  an  out-patient  basis, 
certain  dangers  must  be  faced.  Before  the 
patient  has  reached  a daily  level  of  60  to  80 
milligrams  of  methadone,  cross-tolerance  is 
not  sufficient  to  offer  protection  against  the 
effects  of  heroin.  Until  he  has  reached  this 
level,  there  is  a definite  danger  that  the 
methadone  may  become  a “pump  primer”  for 
his  heroin  habit.  If  small,  non-blocking  doses 
of  methadone  are  used  too  long,  a significant 
number  of  heroin  addicts  develop  an  iatro- 
gcnically  induced  pattern  of  combined 
methadone  and  heroin  addiction.  This  offers 
certain  advantages  to  them.  They  need  some- 
what less  heroin  than  they  would  without  the 
“pump  priming”  effect  of  methadone  to  pro- 
duce the  desired  “high”  or  euphoric  state. 
Short  interruptions  of  heroin  use  lead  to  less 
severe  and  painful  withdrawal  syndromes,  if 
oral  methadone  intake  is  continued  during 
such  time. 

The  danger  of  developing  such  a pattern  of 
double  addiction  increases  in  proportion  with 
the  length  of  time  a patient  is  receiving 
small,  non-blocking  amounts  of  methadone 
during  the  earlier  part  of  his  build-up. 
Therefore,  out-patient  induction  should  be 
completed  as  rapidly  as  possible. 

It  was  the  purpose  of  our  study  to  observe 
closely  the  reactions  of  a small  number  of  ad- 
dicts exposed  to  a very  rapid  build-up  sched- 
ule, with  the  goal  of  reaching  100  milligrams 

•Coauthors  arc  Hospicio  L.  Garcia,  M.D.,  New  Jersey 
Neuro-Psychiatric  Institute,  .Skillman,  New  Jersey,  and 
Esther  ,Suo//o,  R.N.,  Trenton. 
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of  methadone  daily  within  a ten  day  period. 
The  study  was  conducted  in  an  in-patient 
facility.^  We  included  only  patients  with  a 
low  opiate  tolerance  at  the  onset  of  their 
build-up  period,  and,  therefore,  only  those 
with  a confirmed  abstinence  ranging  from 
three  to  eleven  weeks  preceding  induction 
were  included. 

Three  male  and  three  female  heroin  addicts 
were  selected.  They  ranged  from  21  to  41 
years  of  age,  all  with  a long  and  carefully 
documented  history  of  addiction.  They  un- 
derwent meticulous  physical  examinations 
and  laboratory  studies  prior  to  induction. 
None  showed  major  pathology.  One  male 
(age  31)  had  a moderate  hypertension  of 
150/96  and  one  female  had  a history  of  hy- 
pertension, although  her  blood  pressure  was 
only  138/60  at  the  time  induction  was 
started. 

The  following  induction  schedule  was  used:^ 

First  Day:  20  mgm.  of  methadone  in  two  divided 
doses,  separated  by  more  than  4 hours. 

Second  Day:  25  mgm.  of  methadone  consisting  of  one 
dose  of  15  mgm.  and  a second  dose  of  10  mgm., 
separated  by  more  than  4 hours. 

Third  Day:  30  mgm.  of  methadone  consisting  of  one 
dose  of  25  mgm.  and  a second  dose  of  5 mgm.,  sepa- 
rated by  more  than  4 hours. 

Fourth  Day:  40  mgm.  of  methadone  in  one  single 
dose,  given  not  less  than  20  hours  after  the  last  dose 
of  the  previous  day. 

Fifth  Day:  50  mgm.  of  methadone  in  one  single  dose, 
given  not  less  than  24  hours  after  the  dose  of  the 
previous  day. 

Sixth  Day:  60  mgm.  of  methadone  in  one  single  dose, 
given  not  less  than  24  hours  after  the  dose  of  the 
previous  day. 

Seventh  Day:  70  mgm.  of  methadone  in  one  single 
dose,  given  not  less  than  24  hours  after  the  dose  of 
the  previous  day. 

Eighth  Day:  80  mgm.  of  methadone  in  one  single  dose, 
given  not  less  than  24  hours  after  the  dose  of  tire 
previous  day. 

Ninth  Day:  90  mgm.  of  methadone  in  one  single  dose, 
given  not  less  than  24  hours  after  the  dose  of  the 
previous  day. 


’New  Jersey  Neuro-Psychiatric  Institute  at  Skillman, 
N cw  j ersey. 

This  schedule  is  : ot  recommended  for  routine  use. 


Tenth  Day:  100  mgm.  of  methadone  in  one  single 
dose,  given  not  less  than  24  hours  after  the  dose  of 
the  previous  day. 

Rapid  induction  caused  a number  of  side 
reactions,  some  of  which  were  temporarily 
observed  in  all  six  patients.  In  three,  they 
were  not  serious  enough  to  interfere.  The 
other  three  developed  side  reactions  serious 
enough  to  make  a modification  of  the  induc- 
tion schedule  necessary. 

Side  Reactions 

1.  Constipation  appeared  generally  on  the 
second  or  third  day.  This  was  successfully 
controlled  with  milk  of  magnesia  and  cascara. 
It  affected  all  six  patients. 

2.  Diaphoresis,  which  at  times  was  quite 
marked,  was  also  observed  in  all  patients. 

3.  General  pruritus  was  moderately  severe  in 
two  patients.  This  pruritus  was  not  accom- 
panied by  visible  skin  changes  and  was  miti- 
gated with  calamine  lotion.  One  case  of  pre- 
existing acne  became  aggravated. 

4.  Episodes  of  over-sedation,  marked  by  nod- 
ding, sluggishness,  unsteadiness  of  gait,  and 
slowing  of  respiration  without  changes  in 
pulse  rate,  were  subjectively  experienced  as 
agreeable  by  most  of  the  patients.  They  could 
be  easily  aroused  and  remained  responsive  to 
mild  external  stimuli.  One  male  patient  de- 
veloped a more  severe  over-sedation  syn- 
drome with  marked  slowing  of  the  respiratory 
rate. 

5.  All  patients  experienced  episodes  of 
nausea.  Three  of  them  vomited.  This  was 
treated  with  bed  rest.  It  was  not  severe 
enough  to  be  seen  as  a contra-indication 
against  continuation  of  rapid  build-up. 

6.  Dryness  of  the  mouth  was  observed  in  all 
patients.  It  became  severe  in  one,  with  crack- 
ing and  crusting  of  the  lips. 

7.  Frontal  headaches  occurred  in  all  six  pa- 
tients. They  were  generally  mild  and  most 


730 


THE  JOURNAL  OF  THE  MEDICAL  SOCIEFV  OF  NEW  JER.SEY 


pronounced  in  the  afternoon  and  responded 
to  aspirin  or  similar  mild  analgesics. 

8.  Weight  changes,  ranging  from  two  to  eight 
pounds,  were  observed  in  all  six  patients. 
One  female  (who  had  developed  considerable 
edema)  gained  eight  pounds.  Another  female 
gained  four  pounds,  and  the  third  female 
gained  two  pounds.  Of  the  three  males,  two 
gained  five  pounds  and  three  pounds  respec- 
tively, but  the  third  lost  three  pounds.  He 
showed  generally  unfavorable  response  to 
rapid  build-up  and  his  schedule  had  to  be 
modified. 

9.  One  side  reaction  (observed  in  four  of  the 
six  patients)  was  excitement  with  mood 
changes  ranging  from  euphoria  to  depression. 
During  these  episodes,  the  patients  show'ed 
varying  degrees  of  talkativeness,  elation,  irri- 
tability, aggressiveness,  and  general  instability 
of  mood.  This  particular  syndrome  appeared 
mostly  on  the  third  to  sixth  days  of  induc- 
tion, after  these  patients  had  reached  a level 
of  40  to  60  milligrams  daily.  It  tended  to 
jmecede  episodes  of  over-sedation. 

One  patient  developed  an  upper  respiratory 
infection  during  induction,  which  was  treated 
with  tetracycline  without  interruption  or 
modification  of  his  induction  schedule. 

.\11  these  reactions  were  temporary.  All  the 
side  effects  disappeared  several  days  after 
maintenance  levels  had  been  reached,  with 
tlie  exception  of  constipation  and  hyper- 
hidrosis,  which  continued  to  a varying  de- 
gree for  some  time  following  the  completion 
of  induction. 

Of  the  three  patients  whose  schedules  had  to 
l)e  modified  because  of  more  serious  side  reac- 
tions, two  had  developed  an  increase  in  blood 
pressure.  1 hey  included  the  male  who  had 
shown  hypertension  prior  to  onset  and  the 
female  with  a history  of  hypertension.  The 
male’s  blood  pressure  rose  from  150/96  at 
the  beginning  of  induction  to  200/110.  The 
female  with  a beginning  blood  pressure  of 
138/60  showed  a raise  to  154/110.  In  addi- 


tion, these  two  patients  developed  consider- 
able pitting  edema  of  feet  and  ankles,  which 
responded  to  hydro-diuril. 

Another  male  showed  weight  loss,  more 
severe  signs  of  over-sedation,  and  consider- 
able nausea  with  vomiting  and  dehydration 
with  cracking  of  the  lips,  making  a longer 
induction  schedule  necessary.  He  was  the 
only  patient  in  the  group  who  showed  weight 
loss  during  induction. 

None  of  the  six  patients  required  more  than 
fifteen  days  for  completion  of  induction  and 
all  six  are  now  successfully  established  on 
methadone  maintenance. 

Summary  and  Conclusions 

Six  opiate  addicts  with  low  tolerance  were 
subjected  to  rapid  methadone  maintenance 
induction  and  showed  a number  of  side  reac- 
tions, which  are  here  described.  Reactions 
were  not  serious  enough  to  interfere  with  a 
ten  day  induction  schedule  to  maintenance 
levels  of  100  milligrams  daily  in  three  of  the 
six  patients.  In  three  others,  an  extension  of 
induction  time  became  necessary.  Induction 
of  all  six  patients  was  successfully  completed 
within  fifteen  days. 

.\11  patients  showed  temporary  interference 
with  alertness.  Some  had  considerable  mood 
changes  during  induction.  We  concluded  that 
it  was  inadvisable  and  dangerous  for  patients 
undergoing  rapid,  ambulatory  induction  to 
drive  or  to  be  expo.sed  industrially  during 
induction  time. 

The  frequency  of  side  reactions  during  rapid 
built-up  indicated  that  ambulatory  induction 
should  be  conducted  in  a day  care  center 
setting,  allowing  for  the  patient’s  arrival  in 
the  morning  and  return  to  his  home  in  the 
afternoon.  This  provides  the  amount  of  su- 
pervision necessary  to  conduct  ambulatory  in- 
duction in  good  medical  judgment. 

Frequent  urine  monitoring  is  important  dur- 
ing ambulatory  induction,  inasmuch  as  con- 
comitant use  of  other  opiates  may  be  danger- 
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ous,  may  interfere  with  the  induction 
procedure,  and  could  lead  to  a combined 
methadone-heroin  habit. 

While  the  side  reaction  in  a considerable 
proportion  of  patients  without  tolerance  to 
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opiates  became  too  severe  to  make  a 10-day 
build-up  schedule  practical,  a 15-day  schedule 
appears  to  offer  a good  compromise  between 
the  clinical  need  for  rapid  ambulatory  induc- 
tion on  one  hand  and  avoidance  of  major 
side  reactions  on  the  other. 

; Avenue 


The  Hospital  Emergency  Command 


The  Hospital  Emergency  Command  System 
(HECS)  is  a relatively  inexpensive  means  of 
automatic,  rapid,  and  simultaneous  mobiliza- 
tion of  communications,  personnel,  equip- 
ment, and  elevators  during  clinical  emer- 
gencies. Its  purpose  is  to  reduce  patient  mor- 
tality by  producing  a more  effective  response 
to  medical  or  surgical  emergencies.  HECS 
utilizes  existing  telephone  equipment,  paging 
systems,  and  elevators  to  bring  the  proper 
emergency  team  and  equipment  to  the  pa- 
tient’s bedside  with  minimum  delay. 

HECS  permits  any  dial  telephone  in  the  hos- 
pital to  be  used  for  initiating  an  emergency 
alert.  A different  dial  code  is  irsed  for  each 
category  of  clinical  emergency  (e.g.,  cardio- 
pulmonary arrest,  emergency  surgery,  civil 
disaster) , since  each  category  requires  a dif- 
ferent team  and  response.  When  the  initator 
dials  the  code,  he  is  automatically  connected 
with  a message  recorder.  He  states  the  type 
of  emergency  and  its  location.  \Vhen  he  hangs 
up,  a number  of  key  telephones  ring  simul- 
taneously with  a distinctive  sound.  These 
telephones  are  located  in  clinical  units,  labo- 
ratories, offices,  and  on-call  rooms.  When  the 
phones  are  answered,  the  initiator’s  recorded 
message  is  heard.  If  a key  telephone  is  in  rou- 
tine use,  the  user  hears  a high-pitched  tone. 
He  hangs  up  and  the  line  is  immediately 
seized  by  HECS  for  the  emergency  message. 
The  recorded  message  can  be  automatically 
broadcast  through  the  hospital’s  public  ad- 
dress and  the  radio  pocket  page  systems. 

.\utomatic  elevators  are  controlled  by  HECS 
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for  rapid  equipment  and  personnel  transjxirt. 
Upon  alert,  one  car  travels  to  the  floor  where 
the  emergency  equipment  is  stored  and  waits 
until  the  equipment  is  on  board.  A second 
car  may  transport  personnel  by  responding  to 
a special  set  of  corridor  call  buttons  which  are 
functional  only  for  the  three  minutes  follow- 
ing initiation  of  an  alert.  A standard  mobile 
resuscitation  and  life  support  system  is  auto- 
matically activated  by  HECS  during  a resusci- 
tation alert.  Its  elapsed  time  indicator  gives 
the  resuscitation  team  a precise  index  of  alert 
time.  A console  in  the  switchboard  room 
keeps  the  telephone  operator  informed  of  the 
condition  of  the  system.  In  a wall-mounted 
unit  are  a speaker  and  illuminated  push- 
buttons. The  operator  hears  the  emergency 
message  as  it  is  being  recorded  and  has  several 
seconds  during  which  she  may  cancel  the 
alert  in  case  of  error.  Otherwise,  the  alert 
will  proceed  automatically. 

The  Hospital  Emergency  Command  System 
was  designed  and  developed  by  the  Emergency 
Care  Research  Institute  and  is  supported  by  a 
grant  from  the  United  States  Public  Health 
Service.  Demonstration  systems  are  operating 
in  two  Philadelphia-area  hospitals.  The  In- 
stitute is  a non-profit  foundation  with  no 
financial  interest  in  HECS.  HECS  plan- 
ning kits  are  offered  by  the  Institute  to  hos- 
pitals to  help  them  specify  their  requirements 
to  local  suppliers.  If  interested  in  looking 
into  this  for  your  hospital,  write  Emergency 
Research  Institute  at  913  Walnut  Street,  Phila- 
delphia 19107. 
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ACID 
THERAPY 


For  Treatment  of: 


RELEASES  NICOTINIC  ACID 
2 WAYS 


QUICKLY  o.  GRADUALLY 


AVAILABLE  IN  THREE  STRENGTHS 


NOT  TIMED 

LIPO-NICINV100mg. 

Each  blue  lablet  contains; 


Nicotinic  Acid  100  mg 

NiacinamWe  75  mg 
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NOT  TIMED 
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Nicotinic  Acid  250  mg 
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Riboflavin  (B-2)  2 mg 

Pyridoxine  HCI  (B-6)..  10  mg 
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TIMED  RELEASE  6 to  8 HOURS 

LIPO-NICIN^/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  . . 300  mq 

Vitamin  C (Ascorbic  Acid) . 150  mg 
Vita  B1  (Thiamine  HCI),.  25  mg 
Vitamin  B2  (Riboflavin)  . . 2 mg 

Pyridoxine  HCI  (B-6)  . . 10  mg 

DOSE:  1 to  2 caosules  daily 
AVAILABLE:  Bottle  of  100.  1000 
In  a special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  of  6 to  8 hours 


QUICK  RELEASE 


GRADUAL  RELEASE 


COLD  FEET 

LEG  CRAMPS  • TINNITUS 
DISCOMFORT  ON  STANDING 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid  REFERENCES:  1.  Parsons,  W.B.,  Jr.  — Interview  Med 
Trib.  Nov.  28-29,  1964.  2.  Cohen.  D..  JAMA.  Aug.  6.  1960.  Vol.  173.  No.  14,  P.  1563. 
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iPDRi 


In  tKe  hyperterisive  patient^ 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
.conflict 
a reported 


SOXSUPR 


C 


the  compatible  \^sodilator 


• has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

• conflicts  have  not  been  reported  with  con- 
currently administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

• complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufficiency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


investigators''*  have  reported  favorably  on  the  effects  of  isoxsnprine.  Effects  have  been 


Composition:  V^asod'h.an  tablets,  isoxsuprine  HCl,  10  mg.  and  20  mg.  Vasodilan  syrup, 
isoxsuprine  HCl,  10  mg.  per  5 ml.  teaspoonful.  Indications:  In  cerebral  vascular  dis- 


ditions  such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders,  for 
relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp- 
ing of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger's  disease),  Raynaud’s  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom- 
mended doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose, '20  mg. — bottles  of  100  and  500.  Syrup,  10  mg.  per  5 ml. 
teaspoonful — bottles  of  1 pint.  References:  1.  Clarkson,  I.  S.,  and  LePere,  D.  M.;  Angi- 
ology  // :190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  /\.  D.,  and  Whittier, 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 


demonstrated  both  by  objective  measurement' * and  observation  of  clinical  improvement.''’ 


orders,  for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con- 


J.  R.:  Curr.  Ther.  Res.  ■7:124-128  (April)  1962.  4.  Whittier, 
J.  R. ; Angiology  75:82-87  (Feb.)  1964. 
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Here  is  a compact,  usually  effective  surgical  method  of 
pain  alleviation. 


Percutaneous  Cervical 
Radiofrequency  Cordotomy* 

A Modern  Method  for  Relief  of  Intractable  Pain 


Warren  H.  Foer,  M.  D...  et  al./Teaneck 

In  certain  conditions  (typified  by  cancer,  due 
to  the  pathological  jjrocesses)  chronic  or  in- 
tractable pain  may  develop.  The  control  of 
pain  then  becomes  a major  therapeutic  prob- 
lem in  itself.  Too  frequently,  analgesics  in- 
cluding potent  narcotics  fail  to  provide  even 
temporary  relief  despite  ever-increasing  doses. 
In  an  attempt  to  alleviate  the  pain,  numerous 
surgical  procedures  have  been  devised  to  dis- 
rupt the  pain  pathways  at  some  point  in  its 
course  to  conscious  perception. 

In  1912,  .Spiller  and  Martin'  reported  on 
open  cordotomy  with  section  of  the  lateral 
spinothalmic  tract  in  the  ventral  quadrant  of 
the  spinal  cord.  This  tract  conveys  pain  and 
temperature  sensation  from  the  contralateral 
hall  of  the  bcxly.  .Although  effective,  it  is  a 
major  operative  procedure  requiring  general 
anesthesia  and  laminectomy.  Thus,  debili- 
tated patients  are  frequently  excluded.  For- 
midable risks  are  involved  as  well.  Mortality 
rates  up  to  10  per  cent  with  unilateral  and  30 
per  cent  with  bilateral  cervical  procedures 
have  been  reported.  Respiratory  arrest  and 
vasomotor  collapse  may  occur.  Permanent 
tnotor  paralysis^  and  urinary  bladder  dysfunc- 
tion* occur  in  up  to  20  to  50  j>er  cent  of  pa- 
tients. 

In  1903  Mullan^  first  reported  on  the  percu- 
taneous destruction  of  the  spinothalmic  tract 
in  the  spinal  cord  by  means  of  a strontium®® 
needle  implant.  Rosomoff’  subsequently 
modified  this  by  using  a radiofrequency  co- 


agulation current  to  produce  the  destructive 
lesion.  This  latter  procedure  (known  as  per- 
cutaneous cervical  radiofrequency  cordoto- 
my) has  subsequently  proved  to  be  a simple, 
highly  effective,  and  relatively  safe  means  of 
alleviating  intractable  pain  in  a wide  variety 
of  disease  states. 

The  operation  is  carried  out  under  local 
anesthesia  (xylocaine®)  in  an  awake  l)ut 
lightly  sedated  patient.  In  our  hospital  it  is 
performed  in  the  special  procedures  suite  of 
the  Radiology  Department  where  an  omni- 
directional fluoroscopic  image  intensifier  sys- 
tem is  available.  This  is  used  for  guidance  of 
the  needle  to  the  target;  the  lateral 
spinothalamic  tract  in  the  ventral  quadrant 
of  the  spinal  cord. 

The  patient  is  placed  in  the  supine  position 
on  the  x-ray  table  with  the  head  affixed  in  a 
si^ecial  cupped  head  holder.  Following  sterile 
preparation,  an  18  gage  thin-walled  spinal 
needle  is  inserted  into  the  lateral  aspect  of 
the  neck  opposite  the  intralaminar  space  be- 
tween the  first  and  second  cenical  vertebra 
(see  figure  1).  Under  fluoroscopic  control,  the 
needle  is  directed  into  the  spinal  canal  in  a 
fashion  similar  to  a spinal  tap  until  the  dura 
is  punctured  with  release  of  cerebrospinal 
fluid.  The  position  of  the  spinal  cord  is  out- 
lined by  injecting  10  cubic  centimeters  of 

• From  the  Department  of  Neurological  Surgery  at  the 
College  of  Medidne  and  Dentistry  of  New  Jersey  and 
the  Departments  of  Surgery  at  Hackensack  Hospital, 
Holy  Name  Hospital,  and  Pa.scack  Valley  Hospital. 
Coauthors  are  Peter  R.  Pillone,  M.D.,  George  B.  Jacobs, 
M.D.,  and  Rosanne  Mazzola,  R.N. 
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Figure  1 Initial  inset  lion  of  needle  itito  lateral  as[>ect  of  tieck  opposite  first  and  second  cervical  vertebrae. 


Figttre  2--Follo\viitg  itijcciion  of  air,  atiterior  bonier  of  spittal  coni  (arrows)  is  ontlitied.  Needle  is  directed 
toward  target  /one. 


filtered  air.  Critical  adjustments  are  then 
made  with  a stereotactic  micro-manipulator 
which  is  attached  to  and  directs  the  needle 
toward  the  target  zone  (see  figure  2). 

A premeasured  partly  insulated  0.020  inch 
stainless  steel  electrode  is  inserted  through 
the  needle  into  the  spinal  cord  at  the  project- 
ed site  of  the  pain  pathway  (see  figure  3).  A 
controlled  discreet  lesion  is  made  with  ra- 
diofrequency coagulation  current.  (RFG-2A 
System — Radionics,  Inc.)  As  destruction  of 
the  spinothalamic  tract  proceeds,  a rising 
level  of  analgesia,  as  determined  by  lo.ss  of 
perception  of  pin  prick,  becomes  evident  on 
the  contralateral  aspect  of  the  botly.  A\hth 
satisfactory  destruction  of  the  pain  pathway 
instantaneous  abolition  of  pain  occurs.  Ujron 
completion  the  needle  and  electrode  are 
withdrawn  and  the  patient  returned  to  his 
room. 


.\verage  operative  time  is  25  minutes.  Only 
one  side  is  done  during  a single  operative 
session.  Bilateral  pain  problems  require  a 
staged  procedure:  the  second  side  is  per- 
formed a week  following  the  first.  Hospitali- 
zation has  been  reduced  considerably  in  com- 
parison to  that  following  the  open  procedure, 
usually  4 to  5 days  with  a unilateral  and  12  to 
14  days  with  a bilateral  procedure. 

Personal  Experience 

We  have  done  percutaneous  cordotomies  in 
30  patients  ranging  in  age  from  32  to  86.  The 
intractable  pain  was  produced  by  a wide  vari- 
ety of  pathological  conditions  as  listed  in  Ta- 
ble 1.  Metastatic  disease  accounted  for  70  per 
cent  of  our  patients.  Lung,  breast,  and 
prostate  were  the  most  frequent  primary  sites. 
Pain  involved  the  upper  extemity  of  thorax 
in  eleven  patients;  the  back  or  lower  extremi- 
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TABLE  I 
DIAGNOSIS 


MALIGNANT-21  Patients 
70% 


Lung  7 

Breast  3 

Prostate  3 

Gastrointestinal  2 

Renal  1 

Osteogenic  sarcoma  1 

Tongue  1 

Primary  unknown  3 


BENIGN— 9 Patients 


30% 

Post  herpetic  neuralgia  3 

Degenerative  cliscogenic  disease  post 

multiple  operations  2 

Post  thoractomy  incisional  1 

Osteoporosis  with  vertebral  collapse  1 

Phantom  limb  1 

Multiple  sclerosis  with  contractures  1 


ty  in  19  patients.  Six  patients  had  bilateral 
pain  involvement.  Thirty-seven  cordotomies 
were  carried  out  to  completion,  including  six 
bilateral  and  lour  repeat  procedures  for  fad- 
ing of  the  sensory  levels.  In  two  patients  the 
procedure  was  terminated  prior  to  com- 
pletion because  of  poor  cooperation.  In  only 
one  patient  were  we  unable  satisfactorily  to 
disrupt  the  spinothalmic  tract  despite  two  at- 
tempts. 

Results  are  listed  in  Table  II.  Satisfactory 
relief  of  pain  was  obtained  in  90  per  cent  of 
the  patients  with  17  (57  per  cent)  enjoying 
complete  relief  and  ten  (33  per  cent)  getting 
partial  relief.  In  those  patients  with  partial 
relief,  residual  pain  required  minimal,  if  any, 
non-narcotic  analgesics  for  control. 


TABLE  II 

RELIEF  OF  PAIN  Per  cent 

27/30  Partial  to  complete  90 

17/30  Complete  57 

10/30  Partial  (mild  analgesics  required)  33 

3/.30  None  10 


Complications  as  listed  in  Table  III  have 
l)cen  gratifyingly  low. 

TABLE  III 

MORTAUTY  AND  MORRIDITY 
IN  37  PROCEDURES: 


Death  1 

Paresis  4 

Urinary  Bladder  Dysfunction  4 

Respiratory  Dysfunction  1 

Vasomotor  Collapse  0 

Ataxia  g 


One  death  occurred  related  to  the  procedure. 
This  was  a patient  with  far  advanced  bron- 
chogenic carcinoma.  Urinary  retention  oc- 
curred in  four  patients,  usually  following  a 
bilateral  procedure.  In  all  instances,  this  was 
temporary  with  two  patients  requiring  only 
single  catheterization.  The  other  two  re- 
quired Foley  catheters  for  one  week  and  one 
month  respectively.  Transient  weakness  was 
noted  in  three  patients.  One  patient  has  had 
mild  residual  weakness. 

Ataxia  of  the  ipsilateral  lower  extremity  is 
frequent.  This  is  felt  to  represent  involve- 
ment of  the  ventral  spinocerebellar  tract 
which  lies  adjacent  to  the  pain  pathway.  We 
did  not  have  a single  case  of  vasomotor  col- 
lapse in  our  series. 

\ jjotentially  lethal  complication  is  that  of 
sleep  induced  apnea  with  arrest  of  spontane- 
ous automatic  respiratory  activity  during 
sleep.  The  pathophysiology  remains  unclear 
but  may  represent  a deafferentation  of  the 
medullary  respiratory  centers.®  This  most 
commonly  occurs  following  bilateral  proce- 
dures. In  view  of  this  potential  complication, 
all  patients  considered  for  cordotomy  under- 
go a full  battery'  of  pulmonary'  function  studies 
prior  to  and  after  the  procedure.  As  yet  there 
are  no  fully  reliable  parameters  to  predict 
whicii  patients  may  develop  this  syndrome. 
Tliose  with  imj>aired  functions  are  more 
suscej)til)le.^  .\s  a precaution,  all  patients 
who  undergo  bilateral  procedures  (or  whose 
precordotomy  pulmonary  function  studies 
show  significant  impairment)  are  placed  in 
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the  intensive  care  unit  post  operatively  where 
close  observation  and  respiratory  monitoring 
are  maintained.  If  signs  of  respiratory 
dysfunction  become  apparent  prompt  en- 
dotracheal intubation  or  tracheostomy  with 
artificial  ventilation  will  cany'  the  patient 
through  the  acute  phase  until  automatic  res- 
piratory' activity  returns.  In  our  series  only 
one  patient  following  a staged  bilateral  pro- 
cedure developed  transient  respiratory'  dis- 
tress. This  did  not  require  any  active  treat- 
ment. 

In  comparison  with  open  cordotomy,  the  per- 
cutaneous method  has  resulted  in  a marked 
reduction  in  both  morbidity  and  mortality. 

Our  exjjerience  along  with  others  has 

shown  that  percutaneous  cordotomy  is  an 
effective  means  of  alleviating  intractable  pain 
in  a wide  variety  of  disease  states.  Its  effec- 
tiveness, however  is  limited  to  spinothalamic 
tract  mediated  “pain”  sensation.  Other  dis- 
comforting sensations  such  as  dysesthesiae, 
burning,  jiressure,  or  spasm  are  not  affected. 
Careful  patient  selection  requires  a thorough 
interview  to  clarify  the  nature  of  the  discom- 
fort, and  ascertain  its  amenability  to 
spinothalamic  tract  disruption.  .\t  times  this 
may  be  difficult  due  to  the  common  tendency 
to  describe  all  discomforts  as  “pain.”  Not 
infrequently,  many  components,  including 
dysesthesiae,  as  well  as  physiologic  pain,  com- 
bine to  produce  the  patients  over-all  state  of 
distress.  However,  with  proper  patient  selec- 


tion and  full  patient  awareness  of  the  limita- 
tion of  the  procedure,  extremely  gratifying 
results  are  obtainable. 

Percutaneous  cordotomy  has  been  particular- 
ly useful  in  patients  with  intractable  pain 
secondary  to  metastatic  disease.  The  relative 
simplicity  of  the  technic  allows  even  severely 
ill  patients  to  undergo  the  operation,  and 
thus,  during  their  terminal  stages  of  their 
diseases,  be  pain  free.  In  those  with  less 
advanced  states  or  with  benign  disease,  pain 
frequently  produces  a functional  incapacita- 
tion. \Vith  relief  from  intractable  pain  re- 
sumption of  normal  activ  ity  is  possible. 
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Exfoliative  Cytology 


Without  charge,  you  may  obtain  a 33-page 
booklet  on  exfoliative  cytology,  which  con- 
tains practical  information  on  the  collection 
and  preparation  of  cytopathologic  specimens 
of  cerebrospinal  fluid,  sputum,  body  cavity 
fluids,  urine,  j>eripheral  blood,  and  cells  ex- 


foliated from  esophageal  lesions  or  the  gastric 
mucosa.  It  includes  instruction  on  fixation, 
staining,  mounting,  and  miscroscopy,  plus  a 
bibliography  on  exfoliative  cytology.  For 
your  copy,  write  to  the  Millipore  Corp>ora- 
tion,  Bedford,  Massachusetts  01730. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin° 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator^ 


POOR 


FAIR 


GOOD 


1 CEREBRO-NICIN®  New  double-blind  study*  shows  how 
! effectively  senility  can  be  forestalled.  Four  times  as  many 
! aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amcr.  Ger.  Soc.  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole. 100  mg 

Nicotir^ic  Acid loO  mg 

Ascorbic  Acid . .100  mg, 

Thiamine  HCI 25mg, 

1-Glutamic  Acid SOmor 

Niacinamide 5 rngl 

Riboflavin 2 mo, 

Pyridoxine ! 3 mg.- 

DOSAGE:  One  capsule  t.l.d.  or  as  prescribed  by  physician 
AVAILABLE:  Bottles  of  100.  500.  1000  capsules. 

Also  elixir  80Z.  bottles. 

CONTRAINDICATIONS:  There  are  no  krwwn  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  v/ith  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec: 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the  ! 
patient  is  forewarned  to  expect  the  reaction.  REFER  TO 

iPDR 

Write  for  literature  and  samples...  - 

THE  BROWN  PHARMACEUTICAL  CO 
2500  W.eth  St., Los  Angeles, Calif.90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 

'1  The  concept  of  chemotherapy  plus  the 
physician's  psychological  support  is  confirmed 
MmM  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


ndroid 

(thyroid-androgen)  tablets 


"'Ha 


•.-.hi 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Andpold-M  AndPOid-Plus 


Eat.h  yttlc-  tablet  zdntaii 
Mrthrl  Tetitsitrone  . ? S 
THyrei«  tit.  (1/»  |r.)  . 10 

ClutAmic  Actd $0  m( 

Ihiam.neHCl  10  fTf 

Do**:  1 tablet  3 ti-nct  daily 
Ai^ihhU- 

Bcltic  ol  100.  SOO.  1000. 


HIGH  POTCNCY 
Each  red  tablet  contains: 
Mcltiyl  Teitditerene  ..SOtnc- 
Thyrftid  (it.  (<'}  tr.)  ..  30  mg. 

Cl.'j  Aod  50  mg 

Th-  - MCL 10  mg. 

Dose:  I (ablet  3 tunes  dady. 
Available 

Bottles  of  100.  500.  1000. 


EITRA  HIGH  POfCNCT 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12  5 mg. 
Thyroid  Ell.  (I  gr.)  64  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCL 10  mg 

Dose  1 or  2 tablets  daily. 

Bottles  of  60.  500. 
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WITH  HIGH  POTENCY 
B COMPLd  AND  VITAMIN  C 
Each  uhitctablct  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Eit  (’ 4 gr.)  ..  15  mg. 
Ascorbic  AC'd  (Vit.C)  .250  mg 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyridoicne  MCL 5 mg 

N.acnjmide  75  mg 

Calcium  Pantothenate  . 10  mg 

Vitamm  6-12  2.5  mc| 

Riboflavin  5 mg 

Dose:  2 tablets  daily. 
Aiailable- Bottles  Of  60.  500 
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‘‘Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


8a4wt..to5iee£W 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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. • • so  more  will  live 


HEART  FUND 


•11 


Contribuitd  by  tht  PubUshff 


Nil-  lOl  RXAI.  OI  IHK  MKDICAl.  S()C;iKlA  ()l-  M.W  IKRSF.Y 


(diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
suDport  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contrair^dications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionolly  unstoble  potients  susceptible  to  drug  obuse. 

Worning:  Although  generally  safer  thon  the  omphetomlnes,  use  with  greot  caution  in 
patients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontlnuotlon  of  theropy,  un- 
pieosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  Incidence.  As  Is  chorocterlstlc  of  sympothomimetic  ogents,  it  moy 
occosionolly  couse  CNS  effects  such  os  Insomnio,  nervousness,  dizziness,  onxiety. 


ond  iifteriness.  In  controst,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  hos  been  reported.  Sympothomimetic  cardio- 
vascular effects  reported  Include  ones  such  os  tochycordlo,  precordlol  pain, 
orrhythmio,  polpitotion,  ond  Increased  blood  pressure.  One  published  report 
described  T-wove  changes  In  the  ECG  of  o heolthy  young  mole  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isolated  experience,  which  hos  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  os  rash, 
urticorio,  ecchymosis,  and  erythemo.  Gostrointestinof  effects  such  os  diorrheo, 
constipotlon,  nouseo,  vomiting,  and  obdomlnol  discomfort  hove  been  reported.  ; 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  morrow 
depression,  ogronulocytosis,  and  leukopenia.  A variety  of  miscelloneous  odverse 
reoctions  hove  been  reported  by  physicians.  These  Include  complolnts  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  poin,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fob  toblets:  One  75  mg.  tablet 
doily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  additionol  toblet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no  3.001.910 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  ossocioted  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnoncy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinol  cromps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  ond  gostrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Quinamni 

(quinine  sullote  260  mg.,  ominophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


For  certain  aspects  of  controlling  the  disability,  am- 
antidine  seems  more  effective  than  L-Dopa  in  parkin- 
sonism. 


Amantidine  for  Relief  of 
Parkinsonian  Tremor* 


Elmar  G.  Lutz,  M.D. /Wayne 

New  horizons  in  the  pharmacotherapy  of 
neurologic  diseases  have  been  opened  by  the 
introduction  of  penicillamine  for  Wilson’s 
disease  and  the  introduction  of  carbamaze- 
pine  for  the  control  of  trigeminal  and  glosso- 
pharyngeal neuralgia.  These  developments 
were  followed  by  the  response  of  paralysis 
agitans  to  L-Dopa  therapy. 

Parallel  to  this  latter  event  occurred  the 
chance  discovery  by  Schwal),  et  al.^  of  the 
therapeutic  effectiveness  of  the  antiviral 
agent  amantidine  hydrochloride  (Symme- 
trel-) in  Parkinson’s  disease.  Schwab'  and 
his  colleagues  had  encountered  a woman  with 
moderately  severe  Parkinson’s  disease,  who 
had  a remarkable  symptomatic  remission  on 
taking  100  milligrams  of  amantidine  twice 
daily  to  prevent  .A2  influenza.  Parkinsonian 
symptoms  returned  on  stopjjing  the  drug  after 
six  weeks.  Then  163  parkinsonian  patients 
(98  were  males)  were  treated,  ages  35  to  84. 
Each  took  100  milligrams  of  amantidine  after 
breakfast  for  six  days  and  a second  capsule 
after  lunch.  Improvement  occurred  during 
amantidine  therapy  in  66  per  cent  of  the  pa- 
tients, a ratio  interestingly  similar  to  L-Dopa 
treatment  results.  Symptom  reduction  usually 
occurred  in  akinesia,  rigidity,  and  tremor. 

The  following  case  reports  concern  my  ex- 
perience with  amantidine  in  early  cases  of 
parkinsonism  with  tremor  as  the  main 
presenting  and  disabling  symptom.  In  all 
three  patients  the  effect  of  amantidine  is 
maintained. 


Case  One 

•\  55-year-old  woman  experienced  progressive  iremor 
in  the  left  leg  since  January  1970.  This  tremor,  pre- 
sent at  rest,  became  accentuated  by  emotional  excite- 
ment. It  subsided  during  sleep.  There  was  no  known 
history  of  neurologic  or  mental  disease  in  the  im- 
mediate family.  The  tremor  at  rest  was  confined  to 
the  right  lower  extremity,  together  with  minimal  cog- 
wheeling. Her  face  was  somewhat  expressionless. 
There  was  diminution  of  associated  arm  movements 
on  the  left.  In  May  1970,  amantidine  (.Symmetrel*)  t, 
100  milligrams  twice  daily,  was  given.  Within  two 
weeks  the  tremor  had  disappeared.  However,  a sub- 
jective sensation  of  tremor  persisted.  In  .August  1970. 
amantidine  (.Svmmetrel®)t  was  increased  to  lOO 
milligrams  three  times  daily  with  further  decrease  in 
subjective  sensation  of  tremor  and  complete  disap- 
pearance of  cogwheeling.  I'p  to  the  present  time 
patient  is  objectively  asymptomatic  as  far  as  tremor 
and  cogwheeling  are  concerned.  Livedo  reticularis  to 
a mild  degree  occurred  on  both  forearms  in  November 
1970  with  the  begining  of  cool  weather.  No  other 
side  effects  were  observed. 

Case  Two 

.\  r)4-year-old  man  plunged  into  a depression  in  De- 
cember, 1967.  This  paralleled  the  development  of 
tremor  in  Iwth  hands.  His  past  history  included  a 
difficult  delivery  with  a birth  weight  of  14  pounds 
and  a left  facial  tic  dating  back  to  infancy.  He  had 
been  exposed  to  mercury  vapor  for  twelve  years. 
Numerous  psychiatric  treatment  measures  resulted  in 
only  temporary  and  minimal  improvement.  His  tre- 
mor had  increased  during  periods  of  phenothiazine 
treatment.  Neurologic  examination  disclosed  moderate 
tremor  in  both  hands,  somewhat  more  on  the  right, 
with  some  cogwheeling  in  both  arms.  Facial  expres- 
sion (except  for  frequent  leftsided  facial  tics)  was 
fixed  and  there  was  a positive  Myerson’s  sign  (gla- 
bellar tap  reflex)  . In  June  1970  treatment  with  Sym- 
nietrel®t,  100  milligrams  twice  daily,  was  instituted. 
This  resulted  in  complete  control  of  the  finger  tremor 
in  both  hands  within  two  weeks,  diminishing  cog- 
wheeling over  a period  of  eight  weeks  and  disap- 
pearance of  the  glabellar  sign  within  three  months. 
L’p  to  the  present  time,  patient  is  asymptomatic  as  far 
as  tremor  is  concerned,  except  for  minimal  tremor 
on  arising  in  the  morning  which  subsides  following 


•From  the  Department  of  Neuropsychiatry,  ,St.  Mary's 
Hospital,  Passaic,  New  Jersey. 

■fSymmetrel*  is  the  tradename  given  by  E.I.  duPont  de 
Nemours  Company  of  Wilmington,  Delaware,  to  their 
brand  of  amantidine  hcdrochloride. 
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first  daily  dose  of  amantidiiie.  Cogwheeling  in  both 
arms  is  minimal  and  intermittent.  Livedo  reticularis 
or  other  side  effects  were  not  observed. 

Case  three 

A 49 -year-old  introverted  woman,  plagued  by  life- 
long fears  and  neurasthenic  symptoms,  e.xperienced 
vertiginous  episodes  and  bilateral  leg  tremor  since 
fall  1967  following  a stressful  employment  situation. 
She  had  not  received  any  phenothiazines.  There  was 
a family  history  of  Meniere’s  syndrome.  She  showed 
marked  tremor  at  rest  and  mild  rigidity  in  both 
lower  extremities,  mild  cogwheeling  in  both  arms, 
propulsive  gait,  and  a positive  glabellar  sign.  Di- 
phenyl hvdantoin,  given  after  the  finding  of  paroxys- 
mal cerebral  dysrhythmia  markedly  diminished  the 
occurrence  of  the  vertiginous  episodes  and  associated 
light  sensitivity,  ffowever,  the  bilateral  leg  tremor 
persisted.  In  Octolrer  1970  SymmetrefSf  treatment, 
100  milligrams  twice  daily,  was  begun.  Tliis  mea- 
sure resulted  in  near  complete  objective  control  of 
tlie  leg  tremor  and  complete  control  when  Sym- 
metreflf  dosage  was  increased  to  100  milligrams  three 
times  daily.  No  livedo  reticularis  was  observed. 

■Since  symptomalic  control  of  the  resting  tre- 
mor with  aniantidine  was  achieved  in  these 
cases  lip  to  the  present  time,  no  attempt  was 
made  to  instititte  L-Dopa  therapy  following 
its  reletise  by  the  Fedentl  Food  and  Drug 
.\dministration. 

(.oodwin-Austen,  et  <tl.-  in  their  L-Dopa  study 
oliserved  that  akinesia  improved  more  than 
rigidity  and  that  tremor  did  not  improve. 
"Fhis  is  in  contrast  to  the  study  of  Yahr,  et  al.^ 
who  reported  that  rigidity,  tremor,  and  ak- 
inesia were  all  significantly  benefited.  This 
apparent  dilference  could  be  explained 
through  the  fact  that  the  treatment  period  in 
Yahr’s  study^  was  considerably  longer  than  in 
the  series  reported  by  Godivin-.Vusten.- 

Fhe  general  impression  is  that  tremor  yields 
less  consistently  (and  later  in  the  course  of 
treatment)  to  L-Dopa  than  do  akinesia  and 
rigidity.  Siegfried,  et  al.^  treated  one  hundred 
IKitients  with  Parkinson’s  disease  for  one  year 
ivith  a combination  of  L-Dopa  and  a decar- 
boxilase  inhibitor.  This  inijiroved  the  intest- 
inal absorption  of  L-Dopa  and  also  facilitated 
passage  of  the  drug  through  the  blood-brain 
barrier,  allowing  the  therapist  to  reduce  the 
therajieutic  dosage  of  L-Dopa  ivithout  im- 
pairing the  effect.  The  symptom  most  favor- 
ably allectcd  was  hypokinesia.  They  indicated 

tdiil’mil  .s  Iradcnamc  for  amaiitidinc  hvdrocbloridc. 


that  tremor  and  rigor  to  some  extent  persist: 
“A  marked  tremor,”  they  write,^  ‘‘was  only 
rarely  improved.  Rigor  tended  to  diminish  in 
the  same  way  when  treatment  at  high  dosage 
was  prolonged,  but  it  did  not  always  disap- 
pear completely.”  Cotzias  and  colleagues®  in 
their  L-Dopa  study  found  that  akinesia  im- 
proved first,  followed  by  rigidity  and  then 
tremor. 

One  major  investigator  told  me  that  tremor 
often  increases  in  the  early  phase  of  L-Dopa 
treatment.  Diurnal  variations  in  the  anti- 
tremor response  to  L-Dopa  were  reported  by 
a patient  seen  by  me  in  a clinical  case  presen- 
tation. This  patient  had  been  treated  for  two 
years  with  marked  reduction  of  akinesia  and 
rigidity.  He  felt  that  his  tremor  was  worse  in 
the  morning  on  awakening  and  least  marked 
one  or  two  hours  after  L-Dopa  intake. 
Webster*®  has  reported  that,  ‘‘tremor  is  the 
hardest  symptom  to  eliminate.  While  in  some 
patients,  the  amplitude  is  less  and  the  dura- 
tion of  the  treiiior  burst  are  shorter,  most  pa- 
tients revert  to  tremor  characteristics  measured 
five  years  earlier.” 

In  a study  by  Fuengeld,®  aniantidine  (aver- 
age of  300  milligrams  daily)  was  given  to  25 
patients  with  Parkinson’s  disease.  Improve- 
ment in  rigor  occurred  in  17  patients,  tremor 
improved  in  15,  and  akinesia  in  8,  within  24 
to  48  hours  after  starting  aniantidine. 

A double-blind,  cross-over  trial  of  aniantid- 
ine (200  milligrams  daily  and  placebo,  each 
given  for  two  weeks)  was  conducted  by 
Parkes,  et  al.''  on  37  outpatients  with  Parkin- 
son’s disease.  Thirty-five  patients  completed 
the  trial  and  give  higly  significant  preference 
for  aniantidine.  All  pathologic  features 
showed  a significant  improvement  in  score  on 
aniantidine,  except  for  the  patient’s  assess- 
ment of  their  walking  ability  and  the  observ- 
ers’ examination  of  rigidity.  The  degree  of 
improvement  was  not  related  to  age,  sex,  dur- 
ation or  severity  of  disease,  previous  thalanio- 
lysis,  or  concurrent  medication.  They  con- 
cluded that  although  the  amount  of  benefit 
may  be  less  with  aniantidine  than  with  L- 
Dopa,  aniantidine  was  free  of  side-effects  and 
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was  well  tolerated.  In  a subsequent  trial  of 
amantidine  by  Parkes,  et  aJ.^  doses  of  100,  300, 
and  500  milligrams  daily  were  given  for  t^vo 
weeks.  Results  confirmed  the  benefit  seen 
with  amantidine  in  previous  trials  and 
showed  considerable  variation  in  optimum 
dose;  the  preferred  dose  was  300  milligrams 
daily,  which  resulted  in  a 26  per  cent  reduc- 
tion in  initial  disability  score.  The  response 
at  each  dose  level  was  greatest  in  the  most 
disabled  patients. 

.Some  patients  on  combinations  of  amantidine 
with  the  standard  synthetic  anticholinergic 
drugs  (such  as  trihexyphenidyl  and  benztro- 
pine)  quickly  show  improvement  but  later 
develop  mental  complications.  Researchers, 
therefore,  suggest  that  dosage  of  other  drugs 
be  lowered  when  amantidine  is  also  adminis- 
tered. Amantidine  can  then  be  continued  in 
full  dosage  provided  the  patient  is  closely 
watched  for  signs  of  central  stimulation.  Such 
a synergistic  effect  is  also  observed  in  some 
jjatients  on  combined  atlministration  of  le- 
vodopa  with  an  anticholinergic  agent. 

In  addition  to  the  limited  antitremor  effect 
of  L-Dopa,  some  30  per  cent  of  parkinsonian 
patients  do  not  Ijenefit  from  this  treatment 
approach  because  of  primary  unresponsivity 
or  the  necessity  to  discontinue  the  drug  be- 
cause of  intolerable  side  effects. 

The  availability  of  amantidine  with  its  more 
specific  antitremor  effect,  high  degree  of  safe- 
ty and  good  tolerance  in  recommended  doses 
of  200  to  300  milligrams  daily,  and  les.ser  de- 
mands in  therapeutic  coo])eration  on  patient 
and  physician  as  compared  to  L-l)o|)a  therapy 
.seems  partly  to  fill  a gap  left  open.  Still, 
only  long-term  follow-up  will  show  whether 
the  symptomatic  improvement  is  maintained 
or  not.  In  the  series  of  Schwab,  ei  al.^  the 
amantidine  benefit  lasted  three  to  eight 
months  in  58  per  cent.  One  third  of  the  pa- 
tients who  responded  initially  showed  a slow, 
steady  reduction  in  benefit  after  four  to  eight 
weeks,  not  attributable  to  progressing  disease. 
This  reduction  in  drug  efficacy  usually 
leveled  off,  leaving  the  patient  with  moderate 


control  of  symptoms.  Five  patients  who  did 
not  respond  initially  benefited  from  a second 
trial  of  amantidine  one  to  three  months  later. 
All  eight  responsive  patients,  shifted  to  place- 
bo, had  increased  symptoms  after  two  to  seven 
days.  .\11  nine  patients  who  clianged  to  le- 
vodopa  after  responding  to  amantidine  re- 
sponded to  levodopa.  Two  unresponsive  pa- 
tients did  not  benefit  from  levodopa.  Thus, 
amantidine  might  be  useful  as  an  indicator 
of  the  likelihood  of  benefit  occurring  from 
le\odopa  and  vice  versa. 

Does  simultaneous  treatment  with  L-Dopa 
and  amantidine  have  a synergistic  effect? 
preliminary  answer  is  given  by  Godwin- 
.Austen,  et  aly  \ double-blind  cro.ssover  trial 
of  combined  treatment  with  amantidine  and 
L-Dopa  was  conducted  in  24  j^atients  with 
parkinsonism.  Twelve  were  on  long-term 
treatment  with  L-Dopa,  and  amantidine  was 
added  to  their  treatment,  while  12  had  L- 
Dopa  added  to  their  long-term  treatment  with 
amantidine.  Further  benefit  was  sho^\■n  in 
the  groiq)  in  whom  amantidine  treatment 
was  siq^plemented  by  L-Dopa,  whereas  no  ad- 
ditional benefit  was  detected  in  patients  on 
optimal  L-Dopa  therajjy  when  amantidine 
was  addeil.  (iodwin-.Austen,  et  aly  concluded 
that  combined  treatment  with  these  drugs  is 
indicated  only  when  the  maximum  tolerated 
dose  of  L-Dopa  is  very  small.  Hunter,  et  al}" 
concur  with  Godwin-.Austen  and  his  col- 
leagues’ observation  that  when  amantidine  is 
given  to  patients  on  optimal  L-Dopa  thera]5y, 
there  is  no  detectable  additional  benefit.  Their 
patients’  opinions  on  therapy  closely  matched 
the  disability  scores.  Twelve  of  the  13  pa- 
tients reported  benefit  from  L-Dopa.  Of 
these,  five  showed  a good,  six  a moderate,  and 
one  a slight  response.  Only  one  patient  no- 
ticed a change  in  supplemental  therapy  and 
that  was  when  placebo  was  substituted  for 
200  milligrams  of  amantidine.  Other  although 
blind,  obser\ations  by  V’ollen”  and  Fieschi, 
et  aly^  had  suggested  that  parkinsonian  jia- 
tients  on  L-Dopa  show  increased  benefit 
when  given  amantidine. 

.Although  the  induction  of  therapeutic  effects 
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with  amantidine  and  L-I)opa  is  impressive,  it 
is  still  far  from  satisfactory.  But  this  might  be 
too  great  an  exj^ectation  since  we  are  dealing 
(despite  the  scarcity  of  macroscopic  and  mi- 
croscopic neuropathological  findings)  with  a 
slowly  degenerative  and  complex  disease 
process.  Only  long-term  therapeutic  studies  of 
patients  with  early  parkinsonism  will  tell 
whether  the  evolution  of  the  parkinsonian 
process  can  be  halted,  whether  patients 
treated  at  onset  of  their  disease  can  be  cured. 

.An  illuminating  and  thought-provoking  dis- 
cussion of  the  etiology  of  Parkinson’s  disease 
has  been  recently  presented  by  Strang.’®  He 
concluded  that  there  is  “but  one  disease — 
parkinsonism — with  a common  etiology,  pro- 
tean precipitating  factors  and  possessing  an 
enormously  variable  onset,  course  and  symp- 
tomatology’’ and  “that  the  illness  has  little  to 
learn  from  syphilis  in  the  art  of  ‘mimicry’.’’ 
He  stated  that  the  fundamental  disease 
(parkinsonism)  is  “primarily  determined  by 
nature  and  severity  of  the  precipitating  fac- 
tors, and  the  tjuality  and  degree  of  resistance 
of  the  inherited  substrate  material.’’  .Strang’® 
considered  strain,  stress,  anxiety,  and  other 
emotions  as  the  most  common  precipitating 
factors:  “success  inhibits  its  development, 

while  frustration,  emotional  failure,  and  dis- 
turbances and  failure  will  evoke  it.’’  “All 
forms  of  parkinsonism  are  hereditary  and  de- 
generative, and,  genetically,  both  ‘functional’ 
and  ‘structural’  in  character.  The  mode  of 
inheritance  is  autosomal  dominant.’’  Strang’® 
predicts  a marked  increase  in  incidence  in 
parkinsonism  due  to  better  recognition  of 
atypical  forms,  and  due  to  the  greater  stresses 
and  strain  of  modern  life.  He  considers  the 
current  figure  of  one  million  parkinsonian 
patients  as  already  “patently  low’’  and  sug- 
gests that  within  the  next  two  decades  the 
disease  will  be  found  to  have  relatively  the 
same  relationship  to  the  Asian  influenza  epi- 
demic, as  it  is  assumed  to  have  to  the  .Spanish 
pandemics  today. 

In  view  of  such  dire  predictions,  the  intro- 
duction of  chemicals  like  L-Dopa  and  the 
lesser  kno^vn  amantidine  oilers  a ray  of  hope 
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and  justifies  a judiciously  optimistic  outlook 
for  future  therapy  in  what  seemed  to  be  a 
rather  discouraging  field.  Strang’s  study’®,  in 
addition,  would  suggest  a preventive  effect 
through  stress-relieving  measures.  The  effect 
of  surgically  induced  lesions  of  the  thalamus 
in  lessening  both  tremor  and  rigidity  in  some 
patients  seems  to  indicate  that  overaction  of 
the  thalamic  reflex  circuit  is  an  important 
factor  in  the  parkinsonian  type  of  neuronal 
instability.  The  artificiality  of  the  dichotomy 
between  the  specialties  of  psychiatry  and  neu- 
rology seems  to  become  obvious. 

.A  possible  explanation  for  the  reported 
efficacy  of  amantidine  in  parkinsonism  was 
suggested  by  Grelak,  ef  al.^*  .Amantidine  ap- 
pears to  be  effecting  the  release  of  dopamine 
and  possibly  other  catecholamines  from  neu- 
ronal storage  sites.  The  agent  has  shown  no 
anticholinergic  activity.  Thus,  the  catechola- 
mine-releasing action  of  amantidine  appears 
to  be  its  mode  of  action,  which  seems  to  be 
supported  by  the  electroencephalographic  ob- 
servations of  Fuengeld.®  The  electroenceph- 
alogram (which  in  16  of  his  patients  showed 
slow  waves  and  in  some  way  was  definitely 
abnormal)  improved  considerably  within  tw'o 
w'eeks  after  starting  amantidine,  with  an  in- 
crease in  fast  activity,  indicative  of  a cen- 
trally arousing  effect.  In  five  patients  the 
EEG  completely  reverted  to  normal. 

While  it  is  unlikely,  it  is  still  interesting  (in 
view  of  the  concept  of  postencephalitic  park- 
insonism and  possible  viral  latency)  to  specu- 
late whether  the  therapeutic  effectiveness  of 
amantidine  could  be  due  to  its  anti\iral 
effect.  .Amantidine  prevents  penetration  of 
the  virus  into  the  host  cell  rather  than 
showing  any  viricidal  activity. 

While  side  effects  of  amantidine  treatment 
are  mild  the  recent  observation  by  .Shealy,  et 
rt/.’®  of  livedo  recticidaris  in  female  patients 
should  be  mentioned.  Ten  of  18  women 
treated  with  amantidine  (100  to  200  milli- 
grams daily  during  a period  of  one  month  or 
longer)  developed  livedo  reticularis,  a red- 
purj)le  venous  marbelizing  of  the  skin,  disap- 
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pearing  within  four  weeks  after  cessation  of 
amantidine  therapy.  Livedo  reticularis  is  sim- 
ilar to  cutis  marmorata,  a term  used  to  de- 
scribe transient  reticular  discoloration  ap- 
pearing on  exposure  to  cold  but  disappearing 
with  warming  of  the  limb. 

Skilled  clinical  observation  is  the  only  meth- 
od to  date  for  identifying  new  drug  types. 
This  case  study  w'as  written  to  add  to  the 
increasing  knowledge  that  some  relief  can  be 
offered  to  a large  group  of  patients  who  until 
now  often  progressed  inexorably  to  helpless- 
ness, disability,  and  despair. 
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Can  You  Learn  While  You  Sleep? 


The  University  of  Florida  has  reported 
studies  that  suggest  the  possibility  of  learning 
while  asleep.  The  project  was  supported  by 
HEW’s  National  Institute  of  Mental  Health. 
Doctors  Michael  Levy  and  Wilse  Webb  have 
demonstrated  that  sleep  learning  can  occur 
during  the  deepest  stages  of  slumber  as  well 
as  during  the  lighter  stages.  This  ability  to 
learn  while  sleeping  appears  to  improve  with 
training. 

Participating  in  the  studies  were  students 
who  tried  to  learn  12  pairs  of  Russian/Eng- 
lish nouns  while  asleep.  None  of  the  sub- 
jects had  any  prior  knowdedge  of  Russian. 
The  word  pairs  had  a zero  chance  of  being 
guessed  correctly.  In  one  part  of  the  study, 
the  level  of  learning  apj)roached  30  per  cent. 

Before  the  subjects  fell  asleep,  a “condition- 
ing” tape  was  played.  The  tape  began:  “You 
know  that  your  ability  to  learn  while  you  are 


asleep  depends  entirely  on  your  willingness  to 
cooperate  ...  it  will  be  very  easy  for  you  to 
learn  to  fall  into  a very  deep  sleep  and  you 
will  learn  ...”  Following  this,  five  nights 
were  devoted  to  actual  sleep  learning.  Before 
the  recording  of  noun  pairs  Avas  played,  the 
sleeping  subjects  heard  the  words:  “This  is 
vour  Russian  teacher  . . . you  are  asleep  and 
relaxed  and  you  can  hear  my  voice,  and  you 
will  not  wake  up  . . . you  will  remember  these 
words  and  their  meanings  forever  . . . ” 

For  some,  the  average  recall  (over  all  nights) 
for  dee]>sleep  learning  was  13  per  cent. 
When  training  tapes  were  jdayed  while  the 
students  were  in  early  light  sleep,  average  re- 
tention scores  ranged  from  10  to  17  per  cent. 
When  the  subjects  heard  the  training  tapes 
during  light  sleep  late  in  the  night,  their 
scores  ranged  up  to  30  per  cent  retention.  It 
seemed  clear  that  the  ability  to  learn  while 
asleep  improves  with  training  and  practice. 
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(Xily:  for  better  therapeutic  contra 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate 1 5 mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Indications:  Nutritional  supplementa- 
tion in  conditions  in  which  water-soluble 
vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of 
pernicious  anemia  or  other  primary  or 
secondaryanemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  pa- 
tients with  pernicious  anemia  who  re- 
ceive more  than  0.1  mg  of  folic  acid  per 
day  and  who  are  inadequately  treated 
with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated 
by  clinical  need. 

Available:  In  bottles  of  100. 


inidcoholUriii 


Beroc(g^^ets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Speciai  -^fticie 


New  Narcotic  Control  Agency 


(The  following  is  abstracted  from  a July  6 release 
issued  by  the  yVashington  office  of  the  AMA.) 

The  Congress  has  been  asked  by  the  Admin- 
istration to  authorize  an  additional  expendi- 
ture of  SI 55  million  for  the  control  of  drug 
addiction.  In  a special  message,  President 
Nixon  said,  “If  we  cannot  destroy  the  drug 
menace  in  .America,  then  it  will  surely  de- 
stroy us.”  The  -Administration’s  program 
woidd: 

Make  Veteran's  .Administration  facilities  available  to 
all  former  serxicemen  in  need  of  drug  rehabilitation 
regardless  of  the  nature  of  their  discharge  and  pro- 
vide .S14  million  for  this  program. 

Seek  $105  million  from  Congress  to  be  used  solely  for 
treatment  and  rehabilitation  of  drug  addicts. 

Request  an  additional  SIO  million  to  improve  educa- 
tion programs  on  dangerous  drugs. 

Retjuest  special  legislation  permitting  the  government 
to  use  information  obtained  by  foreign  police  and 
other  technical  measures  to  make  it  easier  to  prose- 
cute drug  pushers. 

.Ask  for  an  additional  S2.5.6  million  to  expand  efforts 
against  drug  smugglers. 

Request  S2  million  to  expedite  research  and  develop- 
ment of  detection  equipment  and  technics. 

Request  .S2  million  for  the  .Agriculture  Department 
to  develop  herbicides  that  would  destroy  narcotics- 
producing  plants. 

Request  SI  million  for  assistance  to  other  nations  in 
training  law  enforcement  officers. 

Im]>licit  in  the  Presidential  dritg  control 
proposal  is  the  endorsement  of  methadone  in 
the  treatment  of  veterans  addicted  to  heroin. 
This  high  level  sanction  of  the  heretofore 
somewhat  controversial  and  experimental  itse 
of  methadone  marks  a turning  point  in  the 
nation’s  attempt  to  rehabilitate  addicts.  Ob- 
servers believe  the  decision  to  make  wide- 
scale  use  of  methadone  was  influenced  by  of- 
ficial recognition  of  the  discouraging  low 
“cure”  rate  from  other  approaches  to  the 
problem. 


Named  by  the  President  to  head  the  new  drug 
control  program  was  Jerome  H.  Jaffe,  M.D., 
a Chicago  psycholopharmacologist  and  di- 
rector of  the  Illinois  .State  Drug  Abuse  Pro- 
gram. Dr.  Jaffe,  an  advocate  of  the  metha- 
done treatment  method,  will  serve  as  a AVhite 
House  consultant  until  the  new  agency  is 
organized. 

President  Nixon  has  asked  the  .American 
Medical  .Association  to  join  in  the  nationwide 
war  on  drug  abuse.  Mr.  Nixon  said  that  there 
was  a link  between  inappropriate  use  of 
drugs  within  the  medical  context  and  the 
abuse  of  drugs  outside  that  context.  The 
President  pointed  out  that,  “In  the  last  four 
years  alone,  the  production  and  distribution 
of  trampiilizers  in  our  country  has  doubled. 
During  1970,  5 billion  doses  of  tranquilizers, 
billion  doses  of  amphetamines,  and  5 bil- 
lion doses  of  barbiturates  were  produced  in 
this  country.  Fifty  per  cent  of  the  ampheta- 
mines and  barbiturates  were  diverted  into 
illegal  sales.  So  there  is  a problem  in  the 
terms  of  education  as  well  as  enforcement. 
One  third  of  all  .Americans  bettveen  the  ages 
of  18  and  74  used  a psychotropic  drug  of 
some  tyjie  last  year.  .And  little  tvonder — for 
there  were  enough  drugs  of  this  type  avail- 
able last  year  to  medicate  every  adult  in  the 
L'nited  States  at  very  high  dosage  rates  for 
more  than  1 1 days.  4\'e  has  e ]3roduced  an 
environment  in  which  people  come  naturally 
to  exjiect  that  they  can  take  a pill  for  every 
jnoblem — that  they  can  find  satisfaction  and 
health  and  happine.ss  in  a handful  of  tablets 
or  a fesv  grains  of  powder.” 

The  President  challenged  organized  medicine 
to  provide  the  leadership  “this  country  craves 
for”  in  all  areas  of  health  care. 

“The  health  of  .America  is  in  your  hands,  and 
by  its  health  I speak  not  just  of  its  physical 
health  (but)  its  mental  health,  its  moral 
health,  its  character,”  the  President  said. 
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In  immediate  resjtonse  to  the  President’s 
challenge  to  American  Medicine,  the  AMA’s 
sjiecial  communications  program  answered 
the  Chief  Executive’s  call  for  physician  lead- 
ership in  a full  page  message  that  appeared 
in  many  of  the  nation’s  principal  newspapers. 
The  message,  titled  “We  Accept,  Mr.  Presi- 
dent,’’ responded  point-by-point  to  Mr. 
Nixon’s  request  for  broad  physician-support 
in  all  aspects  of  the  nation’s  health.  In  a 
recent  letter  to  the  Bureau  of  Narcotics  and 
Dangerous  Drugs,  the  AMA  has  stated  that  it 
will  do  everything  possible  to  assist  in  imple- 
menting a jiroposed  regulation  that  will  curb 
the  abuse  of  amjjhetamines  and  methamphe- 
tamines.  “Physicians  throughout  the  nation 
are  concerned  about  the  alarming  dimensions 
of  the  drug  abuse  problem,’’  wrote  Richard 
S.  Wilbur,  M.D.,  AMA’s  deputy  executive 
vice-president.  Pointing  out  that  while  the 
jtroposed  regulation  reclassifying  ampheta- 
mines and  methamphetamines  as  narcotic 


substances  such  as  morphine,  codeine,  and 
opium  would  add  to  the  inconvenience  of 
physicians  in  their  practices  through  addi- 
tional requirements  concerning  ordering,  rec- 
ord-keeping, and  jjrescribing.’’  Dr.  Wilbur 
assured  the  Bureau  that  most  physicians 
were  in  accord  with  the  proposed  regulation. 

The  AMA  letter  followed  quickly  after  the 
House  of  Delegates  meeting  in  Atlantic  City 
in  late  June  adopted  the  following  resolu- 
tion: 

Resolved,  That  the  American  Medical  .■\ssociation 
urge  all  physicians  to  limit  their  use  of  amphetamines 
and  other  stimulant  drugs  to  specific,  well-recognized 
medical  indications,  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
support  the  proposal  of  the  Bureau  of  Narcotics  and 
Dangerous  Drugs  to  transfer  amphetamine  and 
methamphetamiue  and  their  salts,  optical  isomers, 
and  salts  of  their  optical  isomers  from  Schedule  III 
to  Schedule  II  puljlished  in  the  May  26,  1971  Federal 
Register. 


Learning  About  Depression 


Depression  is  becoming  one  of  the  major 
medical  problems  today.  Perhaps,  things 
being  what  they  are,  depression  is  only  natu- 
ral. Recently  developed  is  a “depression 
learning  system,’’  an  intensive  educational 
jnoject  for  all  M.D.’s.  It  is  a three-part  system: 

1.  .A  Itill-color  documentary  film  of  .SO-min- 
ute.s’  duration — educational  and  stinudating. 
This  new  medical  film  explores  this  subject 
with  uj)-to-date  information.  From  Sir  Denis 
Hill  in  London,  Dr.  Leo  Hollister  in  Palo 
•Alto,  Dr.  Joseph  Schildkraut  in  Boston,  and 
many  more,  you  will  see  and  hear  the  experi- 
ences of  successful  practitioners. 

2.  .A  comprehensive  monograph.  I his  prac- 
tical document  provides  insight  into  the  clini- 
cal implications  of  depression. 

‘k  ,\  sell-evaluation  section.  .V.ssurance  that 
7.')  I 


the  knowledge  gained  is  knowledge  retained 
is  the  purpose  of  this  innovative  section.  Es- 
sential questions  and  their  correct  answers 
are  provided  so  that  the  physician  can  test 
himself  for  his  new  knowledge  of  depression. 

Here  is  a unique  three-j^art  learning  system 
that  not  only  explains  the  symptoms  and 
causes  of  depression,  but  also  treatment  of 
choice,  and  when  to  use  antidepressant  drugs, 
electroconvulsive  therapy,  psychotherapy,  or 
when  to  hospitalize. 

This  project  in  continuing  physician  educa- 
tion is  provided  as  a service  to  the  profession 
by  Lakeside  Laboratories  of  Milwaukee. 
\Vant  to  ])articipate  in  this  unique  learning 
ex])erience?  Write  to  Professional  Services 
Department,  Lakeside  Laljoratories,  1707 
East  North  .Avenue,  Milwaukee,  Wisconsin 
.6-120,1 . 
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Facts 

about 

ToridineLM. 

cephaloridine 


Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g..  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
conform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A streptococci,  pneumococci, 
and  penicillin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 


Facts  about  dosage 

In  adults,  most  respiratory  infections  of  moderate 
severity  caused  by  susceptible  organisms  respond  to 
Loridine  in  dosages  ranging  from  500  mg.  to  1 Gm.  ev( 
eight  hours  (1.5  to  3 Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administrati 
Single  Doses  (250  mg.  to  1 Gm.)  to  Normal  Human  Volunteers  (£ 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Ceph. 
dine:  Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supp/em 
22.  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  wr 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hoi 
after  a 500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  tc 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceed 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  modera 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  th 
maximum  recommended  dosage  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 


•Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


acts  about  administration 


e following  guidelines  for  therapy  with 
ridine  are  recommended. 

ffore  Administration  of  Loridine 


Establish  susceptibility 
of  the  pathogen. 

Determine  patient’s  renal 
status;  Loridine  is  contraindicated 
in  azotemia. 


iring  Administration  of  Loridine 


Maintain  proper 
hydration. 

Monitor  renal  status 
—urinalyses,  urinary 
output,  BUN,  and/or 
serum  creatinine. 

Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4 Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  dosage  range:  1 to  3 Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins;  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


I.M. 
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tlgridineLM. 
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Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  sust^ti- 
ble  to  Loridine*  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  wth  penicillin); 
and  in  gonorrhea  when  penicillin  is  net 
considered  the  drug  of  choice. 

Loridine  should  rx)t  be  used  until  cul- 
ture and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  rrarmally  be  used  to  initiate 
therapy.  (Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail- 
able before  antibiotic  treatment  of  gonor- 
rhea is  given. 

Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  g^tro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI- 
CAL AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS.  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrofaudeity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4 Gm.  daily  (see  Adverse  Reac- 
tions), recommended  doses  should  not  be 
exce^ed.  Patients  with  known  or  sus- 
pected impairment  of  renal  function 
should  be  under  dose  dinical  observation 
for  changes  in  renal  function  or  be  hos- 
pitalized. If  impaired  renal  function  devel- 
ops during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro- 
toxic potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  ^ least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer- 
ulonephritis in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  cotv 
comitant  syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serolc^ic  tests  for 
a minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or- 
ganisms not  in  the  spectrum  erf  Loridme, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc- 
cur, take  proper  therapeutic  measures. 

Safety  for  use  during  pr^narvry  has  not 
been  established. 

Sirx:e  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antigiobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a positive 
Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest*  tablets 
but  not  with  Tes-Tape*  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3 percent  of 
patients.  Some  of  these  were  kriown  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a rise  in  eosinophil  counL  Ebsin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A few  instances  of  drug  fever  have 
been  reported. 

A few  cases  of  leukopenia  have  been 
reported.  Qevations  of  transamirrase  were 
observed  in  a small  percentage  of  patients. 
In  most  instarx:es,  the  elevations  were  in 
a single  determination  when  other  param- 
eters of  liver  function  were  normal,  and 
only  rarely  was  a level  of  100  units  reached. 
In  a few  cases,  similar  elevations  of  alka- 
line phosphatase  were  found.  The  signif- 
icance of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
uloci^e  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in  free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


ill  a small  number  of  patients.  The  pt 
sibility  of  this  complication  seems  to 
greater  in  seriously  ill  patients  given  nx 
than  recommended  doses.  Acute  tubu 
r^rosis  has  been  found  in  affected  | 
tients  coming  to  autopsy.  Rare  cases 
nausea  and  vomiting  have  occurred.  P; 
in  association  with  intramuscular  injecti 
was  noted  in  less  than  3 percent  of  { 
tients.  In  only  one  patient  in  a series 
623  was  the  route  chang^  on  this  accou< 
Phlebitis  at  the  site  of  intraverxxis  injc 
tion  has  been  rare. 

Administration  and  Dosage:  Important 
Before  administeri^  Loridine,  see  pat 
ag<e  irisert  for  details  on  dilutitm. 

Intramuscular  Injection— Loridine 
usually  injected  into  a large  muscle  ma 

The  usual  adult  dos^e  for  many  inft 
ti'ons  of  moderate  severity  is  500  mg. 

1 Gm.  three  times  a day  at  equally  spac 
intervals.  Milder  and  more  susceptit 
infectiorts  have  been  treated  with  250 
500  mg.  ^ven  tvro  or  three  times  a d: 
More  severe  infections  may  be  treat 
with  500  mg.  to  1 Gm.  four  times  a d; 
A single  2-Gm.  dose  is  recommended  1 
the  treatment  of  acute  gonorrhea.  Ea 
syphilis  may  be  treated  with  500  mg.  tc 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experierxe  w 
high  doses  for  life-threatening  conditio 
has  been  reported,  it  has  been  shown  tt 
excessive  dosages  (above  4 Gm.  dai' 
may  cause  serious  nephrotoxic  reactioi 
For  this  reason,  Keflin*  (sodium  cepha 
thin,  Lilly)  may  be  preferred  when  dos 
larger  than  4 Gm.  daily  are  considered  i 
life-threatening  situations.  If  more  than 
Gm.  of  cephaloridine  is  injected  daily,  t 
patient  should  be  under  close  clinic 
observation  for  changes  in  renal  furxrti 
or  be  hospitalized.  In  addition,  reduc 
dosage  should  be  employed  in  patier 
with  known  or  suspected  renal  impairmer 

In  children,  a daily  total  of  30  to  : 
mg.  per  Kg.  (15  to  25  mg.  per  pound) 
body  weight,  given  in  divid^  doses,  h 
been  found  effective  for  mild  to  mexk 
ately  severe  infectiems.  A daily  total  of  1' 
mg.  per  Kg.  (50  mg.  per  pound)  of  bo 
weight  (not  to  exceed  recommended  ad 
doses)  may  be  needed  for  very  sevf 
infections. 

Intravenous  Injection— \n  the  presen 
of  extremely  serious  infections  (such 
bacteremia)  or  when  any  infecticxi  seer 
overwhelming,  intravenous  administrati 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  w 
intramuscular  injection.  For  very  suscc 
tible  organisms,  500  mg.  to  1.5  Gm.  f 
day  may  suffice;  for  less  susceptit 
organisms  and  for  serious  infections,  2 
4 Gm.  per  day  may  be  needed. 

How  Supplied;  Ampoules  Loridine*  (cepi 
loridine,  Lilly),  500  mg.,  5-ml.  sii 
rubber-stoppered;  1 Gm.,  10-ml.  si: 
rubber-stoppered.  1082  I 


Additional  information 
available  to  the  professi 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  462 
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Trustees  Minutes 

July  18,  1971 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  Julv  IS,  1971,  at  the  Executive 
Offices  in  Trenton.  Detailed  minutes  are  on 
file  with  the  secretary  of  your  countv  medical 
society.  A summary  of  significant  actions  fol- 
loAvs: 

Conference  of  Presidents  . . . Ap]3ioved  a 
request  to  schedide  the  Fall  Conference  of 
Presidents  and  Presidents-Elect  of  Component 
Societies  in  conjunction  with  the  October 
17th  meeting  of  the  Board. 

SMJAB  Conference  . . . Authorized  the  Assist- 
ant Editor  and  the  Advertising  Manager  to 
attend  (with  specified  expenses  paid)  the 
S.MJ,\B  Conference  in  Xew  Orleans,  Septem- 
ber 13  and  14. 

Proposed  Rule  Pertaining  to  Mifiinuun  Eye 
Exaininatiofi  . . . Received  notification  (un- 
der date  of  Jtme  15,  1971)  from  the  State 
Board  of  Medical  Examiners  that  it  has  dis- 
approved the  proposed  ride  pertaining  to 
minimum  eye  examination  (see  page  Tr  122, 
July  Journal) , and  has  instructed  the  Pres- 
ident of  the  Board  to  apjjoint  a committee  to 
meet  tvith  representatives  of  MSNJ  and  the 
.Academy  of  Ophthalmology  and  Otolaryngol- 
ogy in  an  effort  to  reach  a satisfactory  solu- 
tion. 

Testimonal  for  Mr.  Soo\  . . . Authorized  the 
Chairman  of  the  Board  of  Trustees  to  attend 
a testimonial  dinner  in  honor  of  Ellsworth 
Sooy,  Director  of  Sales  at  Chalfonte-Eladdon 
Hall,  who  will  retire  on  August  1st  after  45 
years  of  service  to  the  hotel.  AfSNJ  will  pre- 
sent a citation  to  Mr.  Sooy. 

Xeu’  Jersey  Chapter,  American  College  of 
Emergency  Physicians  . . . Agreed  to  add  the 
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local  chapter  of  the  American  College  of 
Emergency  Physicians  (organized  on  June  22, 
1971)  to  its  list  of  official  intermediaries  with 
specialty  societies,  and  directed  that  the  orga- 
nization be  called  to  the  attention  of  the 
•Annual  Meeting  Ciommittee. 

Congress  on  Occupational  Health  . . . Au- 
thorized the  Chairman  of  MSXJ’s  Committee 
on  Occu])ational  Health,  Workmen’s  Com- 
pensation, and  Rehabilitation  to  attend 
(with  expenses  paid)  the  Annual  Congress 
on  Occupational  Health,  Grand  Teton  Na- 
tional Park,  ^Vyoming,  .August  29  and  30. 

Conference  of  State  Mental  Health  Represen- 
tatives . . . Authorized  the  Cihairman  of 
MSNJ’s  Ciouncil  on  Mental  Health  to  attend 
(with  expenses  paid)  the  Annual  Conference 
of  Stale  Mental  Health  Representatives,  Chi- 
cago, September  24  and  25. 

Conference  on  Physicians  and  Schools  . . . 
.Authorized  the  Cihairman  of  MSNJ’s  Com- 
mittee on  Cihild  Health  to  attend  (with  ex- 
penses paid)  the  National  Cionference  on 
Physicians  and  Schools,  Chicago,  September 
30  to  October  2. 

Annual  Meeting  Committee  . . . .Approved 
the  re]X)rt  of  the  July  11  meeting  of  the 
Committee  on  .Annual  Meeting,  including 
the  following  recommendations: 

1.  That  S2..')0  of  the  annual  per  capita  asse.ssment 
he  earinaiketi  for  the  annual  meeting  expenses. 

2.  That  letters  he  sent  to  Presidents,  Secretaries,  and 
Executive  Secretaries  of  Component  Societies  spe- 
cifically drawing  attention  to  the  change  in  annual 
meeting  dates  (see  page  Tr  35,  July  Journal,  and 
pages  ()()8  and  ()(59,  .Vugust  Journal). 

Xote:  The  changes  in  dates  will  necessitate  moving 
up  deadlines  for  receipt  of  annual  reports,  resolu- 
tions, names  of  delegates  and  alternates,  etc.,  as  well 
as  advancing  the  mailing  dates  of  annual  meeting 
materials. 

3.  That  items  directing  attention  to  the  changes  in 
annual  meeting  dates  be  carried  in  each  issue  of 
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The  Journal  and  the  Membership-Newsletter,  and 
that  the  subject  be  placed  on  the  agenda  for  the 
meeting  of  component  society  presidents. 

Medical  Education  . . . Approved  as  amended 
the  re])ort  of  the  June  13  meeting  of  the 
C^ominittee  on  Medical  Education,  including 
the  following  recommendations: 

1.  National  Intern  and  Resident  Matching  Program 

The  Committee  on  Medical  Education  recommends 
the  National  Intern  and  Resident  Matching  Program 
with  the  understanding  that  all  New  Jersey  hospitals 
(should)  participate  in  it  so  that  there  will  be  no 
unfair  advantage  for  hospitals  that  remain  non- 
participating. (The  Board  amended  the  recommen- 
dation by  deleting  the  word  “should.”) 

2.  Resolution  #14— "Development  of  More  Family 
Physicians’’ 

That  Dr.  Rogers  should  call  on  the  deans  of  the  two 
medical  colleges  and  personally  present  a letter,  in- 
chiding  Resolution  #14,  which  would  indicate  to 
the  deans  that  the  Committee  is  eager  to  cooperate 
with  the  medical  schools  in  the  implementation  of 
this  resolution.  It  should  also  be  brought  to  their 
attention  that  the  deadline  to  admit  atid  graduate 
at  least  200  students  a year  by  1975  although  desir- 
able is  obviously  impracticable. 

3.  Resolution  #19— "Reducing  Duration  of  M.D. 
Curriculum’’ 

That  the  same  procedure  be  followed  as  for  Resolution 
#14,  but  it  (Committee  on  Medical  Education)  re- 
quested that  Dr.  Rogers  point  out  to  the  deans  of 
the  two  medical  colleges  that  the  Committee  advo- 
cates the  medical  college  curriculum’s  being  concen- 
trated in  three  calendar  years  but  only  to  the  extent 
consonant  with  the  preservation  of  essential  content 
and  (jtiality. 

4.  Accreditation  of  Programs  of  Continuing  Physician 
Edtieation  in  New  Jersey 

1 hat  until  such  a committee  (for  inspection  and  ac- 
creditation on  a statewide  basis)  be  viable  and  func- 
tional, hospitals  continue  to  apply  to  the  .AM.A  for 
inspection  and  accreditation. 

AM.J  Convention  (1971)  . . . Approved  the 
following  re])ort  of  the  New  Jersey  Delega- 
tion to  the  1971  .\M.\  Convention. 

1 he  120th  .\nnual  Convention  of  the  .American  Medi- 
cal .Association  was  held  in  .Atlantic  City  from  Sttn- 
day,  20  June  through  Thursday,  24  June.  The  total 
registration  for  the  convention  was  22,900,  about  two 
thousand  higher  than  the  total  attained  in  Chicago 
in  1970.  There  were  8,210  M.D.'s  rcgisteretl  in  .-\tlantic 
City. 

The  Medical  Society  of  New  Jersey  was  represented 
in  the  House  of  Delegates  by  its  seven  elected  dele- 
gates: Doctor  Joseph  P.  Donnelly,  Delegation  Chair- 
man: Doctor  Frank  J.  Hughes,  Doctor  Jerome  G. 
Kaufman.  Doctor  John  E.  Kustrup,  Doctor  Jesse 
McCall,  Doctor  Luke  .A.  Mulligan,  and  Doctor  Isaac 
N.  Patterson. 
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All  seven  alternate  delegates  attended:  Doctors  Louis 
F.  .Albright,  John  J.  Bedrick,  George  L.  Benz,  Nicholas 
.A.  Bertha,  Joseph  R.  Jehl,  Emanuel  M.  Satulsky,  and 
Robert  E.  A’erdon.  Also  present  as  official  representa- 
tives of  MSNJ  and  in  attendance  at  the  sessions  of 
the  House  of  Delegates  and  its  reference  committees 
were  Doctor  E.  A’ernon  Davis,  President:  Doctor  Wil- 
liam J.  D’Elia,  President-Elect;  and  Richard  I.  Nevin, 
Executive  Director.  Doctor  Kustrup  was  a member 
of  the  Committee  on  Credentials  and  Doctor  Mulligan 
served  on  Reference  Committee  “D.”  Doctor  James 
.A.  Rogers,  .Second  Vice-President,  was  present  at  the 
convention  and  offered  his  services  to  the  delegation. 

I 

At  the  opening  session  on  Sunday  afternoon.  Doctor 
McCall  read  to  the  House  a memorial  resolution 
offered  by  The  Medical  Society  of  New  Jersey  in 
honor  of  David  Bacharach  .Allman,  M.D.  The  House 
stood  in  silent  prayer  in  tribute  to  the  former  Presi- 
dent of  the  AM.A. 

I 

The  New  Jersey  Delegation  was  successfully  active 
in  another  matter  that  must  certainly  be  related  also 
to  Doctor  .Allman.  It  won  final  approval  of  the 
House  of  Delegates  for  .Atlantic  City  as  the  site  of 
the  .Annual  Convention  in  1975.  Tentative  approval 
had  been  granted  at  the  Clinical  Convention  in 
Boston  last  winter,  subject  to  the  1971  experience 
at  .Atlantic  City. 

New  Jersey  introduced  Resolution  #63,  in  con- 
formity with  the  directive  given  by  our  House  of 
Delegates  last  May.  It  called  upon  the  .AM.A  to  re- 
quest the  Joint  Commission  on  Accreditation  of  Hos- 
pitals "to  increase  the  emphasis  on  plant  and  equip- 
ment status  of  an  institution  undergoing  an  approval 
survey.”  Resolution  #63  was  adopted,  on  recom- 
mendation of  Reference  Committee  "D,”  which  re- 
ported: “Testimony  indicated  that  to  a large  degree 
the  intent  of  Resolution  #63  will  be  achieved.  The 
Joint  Commission  in  implementing  its  revised  stand- 
ards, effective  July  1,  1971,  will  place  increasing 
emphasis  on  hospital  plant  and  equipment.” 

.Again,  in  furtherance  of  the  indicated  wishes  of 
M.SNJ's  House  of  Delegates,  the  New  Jersey  Delega- 
tion supported  those  resolutions  before  the  .AM.A 
House  opposing  the  recent  FD.A  regulation  against 
combination  drugs,  particularlv  Resolution  #12.  in- 
trcxluced  bv  the  Nevada  Delegation,  and  Resolution 
#14,  introduced  by  the  Connecticut  Delegation.  Ref- 
erence Committee  “E  ” offered,  and  the  House  adopted, 
the  following  resolution  as  a substitute  for  Resolu- 
tions 12,  14,  45,  and  87: 

“Resolved:  that  the  .American  Medical  .Association 
recommend  that  any  Congressiotial  Committee  au- 
thorized to  investigate  or  act  upon  matters  relating 
to  the  operation  and  activities  of  the  Fo<k1  and  Drug 
.Administration  include  within  such  investigation  and 
consideration  the  question  of  the  FD.A’s  basing  regu- 
latorv  action  on  cotitroversial  scientific  studies.” 

The  .AM.A  House  reccited  a statement,  submitted 
bv  the  Council  on  Medical  Education,  modifying 
AMA  policy  regarding  eligibility  of  foreign  medical 
graduates  for  appointmetu  to  approved  internships 
and  residencies.  Properly  qualifieti  students  who  study 
medicine  at  a medical  school  outside  the  I'tiited 
States,  Puerto  Rico,  and  Canada,  but  which  is  rec- 
ognized bv  the  AVorld  Health  Organization,  and  who 
have  completed  all  formal  retpiirements  of  the  foreign 
school  except  internship  and/or  social  service,  may 
hereafter  substitute  for  an  internship  required  by 
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the  foreign  medical  school,  “an  academic  year  of 
supervised  clinical  training  (such  as  a clinical  clerk- 
ship or  junior  internship)  prior  to  entrance  into 
the  first  year  of  AMA  approved  graduate  medical 
education.”  Such  supervised  clinical  training  must 
be  under  the  direction  of  a medical  school  approved 
by  the  Liaison  Committee  on  Medical  Education. 

Before  beginning  the  supervised  clinical  training,  said 
students  must  have  their  academic  records  reviewed 
and  approved  by  the  medical  schools  supervising  their 
clinical  training  and  must  pass  a screening  examina- 
tion acceptable  to  the  Council  on  Medical  Educa- 
tion, such  as  Part  I of  the  National  Board  examina- 
tions, or  the  ECFMG  examination,  or  the  FLEX 
examination. 

Said  students  who  are  judged  by  the  sponsoring  medi- 
cal school  to  have  completed  successfully  the  super- 
vised clinical  training  are  eligible  to  enter  the  first 
year  of  AMA-approved  graduate  training  programs 
without  completing  social  service  obligations  required 
by  the  foreign  country  or  obtaining  ECFMG  certi- 
fication. 

The  Council  on  Medical  Education  will  recommend 
to  all  state  boards  of  medical  examiners  that  they 
consider  for  licensure  all  candidates  who  have  com- 
pleted successfully  the  supervised  clinical  training  on 
the  same  basis  as  they  now  consider  foreign  medical 
candidates  who  have  received  ECF.MG  certification. 

Assignments  for  coverage  of  the  reference  committees 
of  the  House,  which  met  on  Monday,  21  June,  were 
as  follows:  .Amendments  to  the  Constitution  and  By- 
laws . . . Doctor  Patterson;  Reference  Committee 
".A”  . . . Doctors  Kustrup  and  .Albright:  Reference 
Committee  "B”  . . . Doctors  McCall  and  Bertha:  Ref 
erence  Committee  “C”  . . . Doctors  Donnelly,  Satulsky, 
and  Rogers;  Reference  Committee  “D”  . . . Doctor 
Hughes  (Doctor  Mulligan  served  as  a member  of 
this  Reference  Committee)  ; Reference  Committee 
“E”  . . . Doctors  Davis  and  Jehl;  Reference  Committee 
“F”  . . . Doctors  Kaufman  and  D'Elia;  Reference 
Committee  “G"  . . . Doctors  Bedrick  and  Benz;  Ref- 
erence Committee  “H“  . . . Doctor  A'erdon. 

AVe  held  our  usual,  frequent  caucuses  and  also  inter- 
viewed the  candidates  for  the  offices  to  be  filled 
by  election.  This  year,  with  the  ettoperation  and 
support  of  the  .Atlantic  City  Convention  Bureau  our 
.Society  ran  an  active  and  successful  hospitality  suite. 
AVe  spent  considerable  time  in  ti7ing  to  win  the 
delegates  to  support  confirmation  of  Atlantic  City 
as  the  site  for  the  .AM.A  Annual  Convention  in  197,5. 
The  Convention  Bureau  and  its  Director,  Mr.  AVayne 
Stetson,  Mayor  Sommers,  and  the  various  representa- 
tives of  the  Atlantic  City  administration  and  business 
interests  were  helpful  in  waging  what  proved  to  be 
a successful  campaign  to  bring  the  convention  to 
.Atlantic  City  in  1975. 

.All  the  members  of  our  delegation  and  their  wives 
were  invited  to  be  the  guests  of  the  Atlantic  City 
Convention  Bureau  on  Friday  evening  at  a pre- 
convention dinner  with  members  of  the  AM.A  Board 
of  Trustees  and  their  wives,  held  at  the  Smithville 
Inn.  The  Bureau  presented  Lenox  salt  and  pepper 
sets  to  the  lady  dinner  guests. 

.As  features  of  the  campaign  of  persuasion,  delegates 
and  alternates  to  the  Cxrnvention  were  entitled  to 
a chance  on  a Boehm  Bird,  won  by  Blair  J,  Hen- 
ningsgaard,  M.D.  of  Oregon.  In  the  name  of  The 
Medical  Society  of  New  Jersey  flower  arrangements 


were  sent  to  the  delegates’  rooms.  This  feature  was 
well  received  and  was  the  subject  of  many  expres- 
sions of  appreciation.  Boxes  of  candy  were  dis- 
tributed to  the  visitors  to  the  New  Jersey  Hospitality 
Suite.  The  foregoing  was  made  possible  by  the  Con- 
vention Bureau. 

,A  summary  report  of  the  significant  actions  of  the 
House  of  Delegates  was  contained  in  the  July  MSNJ 
Membership  Neivsletter.  A complete  digest  of  the 
action  of  the  House  of  Delegates  will  be  published 
by  the  AM.A. 

Woman’s  Auxiliary  . . . Approved,  on  recom- 
mendation of  the  •A.dvi.sory  Committee  to  the 
Woman’s  .\iixiliar)’,  the  Auxiliary  program 
for  1971-1972,  which  is  essentially  the  same  as 
that  of  1970-1971 . 

Special; Liaison  Committees  and/or  Repre- 
sentatives . . . .Approved  the  jrroposed  list  of 
special  and  liaison  representatives  and  special 
committees  for  1971-1972  ( see  pag^  this 
issue) . 

Peer  Review  Committee — Resolution  :^16  . . . 
Directed  that  the  Special  Committee  on  Long 
Range  Planning  and  Development  call  a 
meeting  of  interested  councils  and  commit- 
tees (Judicial  Council,  Council  on  Medical 
Ser\  ices,  and  Committee  on  Medical  Educa- 
tion) to  discuss  jjeer  review  and  rejxnt  the 
results  to  the  Board  within  four  months. 

Professional  Liability  Insurance  Program  . . . 
Directed  that  a letter,  through  the  Joseph  A. 
Britton  .Agency,  be  sent  to  Chubb  and  Son, 
Inc.,  indicating  the  Society’s  acceptance  of 
the  proposals  sidtmitted  for  writing  a liability 
insurance  program  for  MSNJ. 

Academy  of  Medicine  Library  . . . Noted  that 
the  Library  of  the  .Academy  of  Medicine  of 
New  Jersey  will  be  taken  over  by  and  moved 
to  the  College  of  Medicine  and  Dentistry  of 
New  Jersey  at  Newark.  The  library  will  con- 
tinue to  be  available  to  members  of  the 
.Academy  which  has  committed  $5,000  to  the 
school  for  the  next  five  years  to  underwrite 
the  cost  of  service  to  its  members. 

Vacancy  on  Committee  on  Medical  Educa- 
tion . . . .Appointed  John  R.  Wolgamot,  M.D. 
of  Moorestown  (until  the  1972  .Annual  Meet- 
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ing)  to  fill  the  vacancy  on  the  Committee  on 
Medical  Education  resulting  from  the  resig- 
nation of  John  W.  Nicholson,  III,  M.D. 

I’tilization  Review  . . . Voted  to  refer  a re- 
(|iiest  from  the  New  Jersey  Hospital  Associa- 
tion for  a joint  ad  hoc  task  force  to  explore 
the  need  for  improving  utilization  review  and 
the  ]K)ssible  demand  l)y  the  State  for  informa- 
tion o;i  (piality  of  care  being  rendered  in 
hospitals  to  the  Special  Committee  on  Long 
Range  Planning  and  Development. 

Communicable  Diseases 
in  New  Jersey 

1 he  following  communicable  diseases  were 


reported  to  the  Division 

of 

Preventable 

Diseases  dining  July  1971: 

1971 

1970 

July 

July 

.A.scptic  Meningitis 

10 

2 

I’liinaiy  Encephalitis 

3 

Hepatitis:  Total 

40.") 

.32.3 

Infectious 

.309 

240 

Serum 

90 

8.3 

Malaria:  Total 

8 

10 

Military 

0 

7 

Civilian 

2 

3 

Meningococcal  Meningitis 

4 

10 

Mumps 

70 

117 

German  measles 

1 1 

.34 

Measles 

01 

.")1 

Salmonella 

171 

.")8 

Shigella 

2") 

24 

Pesticide  Poisonings 

The  New  Jersey  Community  Study  on  Pesti- 
cides is  involved  in  a review  of  the  long- 
term and  short-term  effects  of  pesticide  ex- 
posure on  the  health  of  the  general  popula- 
tion and  the  occupationally  exposed.  .\s  an 
ancillary  facet  of  this  program,  we  are  able 
to  offer  assistance  in  cases  of  human  poison- 
ings by  pesticides. 

I he  present  trend  toward  a decline  in  the 
use  of  the  more  persistent  organochlorine 
pesticides,  such  as  DDE,  will  result  in  a 
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corres]roncling  increase  in  the  use  of  the  more 
toxic  and  less  persistent  organophosphates, 
such  as  parathion.  The  organophosphates 
include  some  of  the  most  dangerous  chemi- 
cals known  to  man.  An  increased  number  of 
poisonings  can  be  expected  with  the  antici- 
jjated  rise  in  their  usage. 

To  prepare  for  a possible  upsurge  of  pesti- 
cide poisonings,  the  Pesticide  Project  is  in- 
terested in  fostering  a high  index  of  suspicion 
for  such  poisonings  by  the  medical  com- 
munity. \Vith  this  in  mind,  we  would  ap- 
preciate receiving  reports  of  actual  or  sus- 
pected pesticide  poisonings.  Telephone  the 
Pesticide  Project  ((109-292-7608).  After  hours 
and  on  week-ends,  call  609-392-2020.  Infor- 
mation on  previous  jx)i.sonings,  if  known, 
would  also  be  appreciated. 

Reprints  are  available  of  a paper  by  Donald 
S.  Kwalick,  M.D.,  “Physicians’  Pesticide 
Primer,”  which  appeared  in  The  Journal  of 
The  Medical  Society  of  New  Jersey,  May 
1971.  Requests  should  be  addressed  to  the 
Pesticide  Project,  New  Jersey  Department  of 
Health,  P.O.  Box  1540,  Trenton,  New  Jersey 
08625. 

Trichinosis 

Trichinosis  increased  in  New  Jersey  during 
1971.  Twelve  confirmed  cases  were  reported 
for  the  first  seven  months.  During  1970  there 
were  twelve  cases,  .\nnual  average  for  the 
past  five  years  was  eight  cases.  Two  family 
outbreaks  account  for  eight  cases  this  year 
with  four  persons  becoming  ill  in  each  fam- 
ily. The  remaining  four  were  single  cases. 

Diagnosis  of  trichinosis  is  liased  on  a com- 
bination of  clinical  symptoms,  physical  signs, 
skin  ami  serological  tests,  and  mu.scle  biopsy. 
Eosino])hilia  is  the  most  common  laboratory 
finding  and  periorbital  edema,  the  most  com- 
mon sign.  Other  clinical  findings  include 
myalgia,  diarrhea,  malaise,  lever,  chills,  and 
conjunctivitis.  The  Bentonitc-FlcKulation  test 
jierformed  liy  the  State  laboratory  is  also 
a reliable  indicator  of  infection. 
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impirin*  Compound 
X)deine,grl/2orgrl 

lelps  overpower  pain 

ich  tablet  contains;  aspirin  gr.  3V2, 
lenacetin  gr.  2V2,  caffeine  gr.  V2. 

D.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  1/2. 

3. 4 contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 

Yarning— may  be  habit  forming.) 

Empirin  Compound  with  Codeine  is  now  classified  in  Schedule 
II  Available  on  oral  prescription  and  may  be  refilled  5 timesv^ 

>-a  within  6 months,  unless  restricted  by  State  law.  \ 

mplete  literature  available  on  request  from  Professional  Services  Dept.  PML 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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1971-1972 

Committees  and  Councils 

STANDING  COMMITTEES 


Annual  Meeting 

James  A.  Rogers,  M.D.,  Chairman  (1974)  . . Paterson 
Arthur  Bernstein,  M.D.,  Vice-Chairman 

(1972)  Maplewood 

Nicholas  A.  Bertha,  M.D.  (1973)  Wharton 

Donald  C.  Davidson,  M.D.  (1973)  Atlantic  City 

John  J.  Thompson,  M.D.,  (1974)  Caldwell 

Robert  E.  Verdon,  M.D.  (1972)  Cliffside  Park 

Louis  F.  Albright,  M.D.,  Secretary 

Ex-Officio  Spring  Lake 

Scientific  Exhibits 

Arthur  Bernstein,  M.D.,  Chairman  Maplewood 

H.  Irving  Dunn.  M.D.  Bay  Head 

George  L.  Erdman,  M.D Summit 

.Arthur  Krosnick,  M.D Trenton 

John  J.  Thompson,  M.D Caldwell 

Scientific  Program  (SectionsI 

Allergy 

J.  Loren  Rosenberg,  M.D.,  Chairman  East  Orange 
.Arthur  Forst,  M.D.,  Secretary  North  C.al<lwell 

Anesthesiology 

Henry  .A.  Connolly,  Jr.,  M.D.,  Chairman  ...  Summit 
H.  A.  Ferrari,  M.D.,  Secretary  Summit 

Cardiovascular  Diseases 

Joel  E.  Cannilla,  M.D.,  Chairman  . . Mountain  I.akes 
Harry  ,A.  Roselle,  M.D.,  Secretary Englewood 

Chest  Diseases 

.A.  Marshall  Smith,  Jr.,  M.D., 

Chairman  New  Brun.swick 

.Albert  Mintzer,  M.D.,  Secretary Elizabeth 

Clinical  Pathology 

Lawrence  Wilkinson,  M.D.,  Chairman  . . Ridgewood 
Martin  J.  Salwen,  M.D.,  Secretary  Long  Branch 

Dermatology 

Roger  FI.  Brodkin,  M.D.,  Chairman  Irvington 

James  T.  A'ail,  Jr.,  M.D.,  Secretary Summit 

Gastroenterology  and  Proctology 

Sydney  S.  Pearl,  M.D.,  Chairman  Elizabeth 

Flarrv'  B.  McCluskey,  M.D.,  Secretary Short  Hills 

General  Practice 

Daniel  N.  Burbank,  M.D.,  Chairman  . . Cedar  Grove 
Edward  H.  AVeiser,  M.D.,  Secretary  Sussex 

Medicine 

David  .A.  Gehring,  M.D.,  Chairman  Woodbury 

James  G.  Kehler,  Jr.,  M.D.,  Secretary  Woodbury 

Obstetrics  and  Gynecology 

Jerome  A.  Dolan,  M.D.,  Chairman Paterson 

Ralph  H.  Van  Meter,  M.D.,  Secretary  . . . Mtxrrestown 

Ophthalmology 

Raymond  E.  Adams,  M.D.,  Chairman  ....  Cherry  Hill 
Donald  .A.  Fonda,  M.D.,  Secretary  Ridgcwoo<l 


Orthopedic  Surgery 
Bernard  .A.  Rineberg,  M.D., 

Chairman  New  Brunswick 

Merle  H.  Katzman,  M.D.,  Secretary  Tenafly 

Otolaryngology 

S.  Thomas  AVesterman,  M.D.,  Chairman  . . Red  Bank 
Howard  E.  Hock,  M.D.,  Secretary Glen  Ridge 

Pediatrics 

AVesley  Boodish,  M.D.,  Chairman Maplewood 

Glenn  P.  Lambert,  M.D.,  Secretary  Flemington 

Plastic  and  Reconstructive  Surgery 

S.  Donald  Malton.  M.D..  Chairman  Morristown 

I'rsula  A\’.  Steinberg,  M.D.,  Secretary  Plainfield 

Psychiatry  and  Neurology 

Daniel  I..  Goldstein.  M.D.,  Chairman  . . Hackensack 
Chester  L.  Trent,  M.D.,  Secretary  Asbury  Park 

Radiology 

David  I.  Kingslev,  M.D.,  Chairman Edison 

.Allan  J.  Scher,  Sl.D.,  Secretary  Morristown 

Rheumatism 

AA’aller  Schwarzchild,  M.D.,  Chairman  . Cherry  Hill 
Leroy  H.  Hunninghake,  M.D.,  Secretary  Princeton 

Surgery 

AA'illiam  P.  Burks,  M.D.,  Chairman  Princeton 

Joseph  Alpert,  M.D.,  Secretary  Millbnrn 

Urology 

Robert  E.  Fullilove,  Jr.,  M.D.,  Chairman  Newark 
Richard  Fadil,  M.D.,  Secretary  Passaic 

Credentials 

Louis  F.  .Albright,  M.D.,  Chairman 

(Secretary)  Spring  Lake 

Elbert  H.  Pogue,  M.D.,  Vice-Chairman 

(1974)  Elizabeth 

Frank  J.  T.  Aitken,  M.D.  (1972)  Bridgeton 

Thaddeus  Balinski,  M.D.  (1973)  Penh  .Amboy 

Charles  E.  Gilpatrick,  M.D.  (1972)  Carney’s  Point 
John  W.  Nicholson,  III,  M.D.  (1973)  . Moorestown 
Howard  J.  Rosenbauer,  M.D.  (1974)  ....  Hackensack 

Finance  and  Budget 

Nicholas  E.  March ione,  M.D.,  Chairman 

(1974) Afineland 

David  Eckstein,  M.D.,  i'ice  Chairman 

(1972)  Trenton 

G.  Thomas  DeFusco,  M.D.  (1974)  Deal 

Louis  G.  McAfoos,  Jr.,  M.D.  (1972)  Cherry'  Hill 

I.  Edward  Ornaf,  ALD.  (1973)  Cherry  Hill 

John  S.  A’an  Mater,  M.D.  (1973)  New  Brunswick 

.Samuel  J.  Lloyd,  M.D.,  Treasurer, 

Ex-Officio Trenton 

Honorary  Membership 

Ralph  M.  L.  Buchanan,  M.D.,  Chairman 

(1973)  Phillipsburg 

Charles  H.  Calvin,  M.D.,  Vice-Chairman 

(1972)  Edison 

Elton  AV.  Lance,  M.D.  (1974)  ...  Rahway 

Medical  Defense  and  Insurance 
AVilliam  J.  D’Elia,  M.D.,  Chairman 


Paul  J.  Kreutz,  M.D.,  Vice-Chairman 

(1972)  Elizabeth 

Irving  P.  Borsher,  M.D.  (1974)  Newark 
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William  G.  Kuhn,  Jr.,  M.D.  (1973)  . New  Brunswick 

William  L.  Palazzo,  M.D.  (1972)  Teaneck 

Jesse  Schulman.  M.D.  (1974)  Lakewood 

Louis  F.  Albright,  M.D.  Secretary, 

Ex-Officio  Spring  Lake 

Ernest  C.  Hillman,  Jr.,  M.D.,  Corisultant  . Glen  Ridge 
Benjamin  F.  Slohodien,  M.D., 

ConsultaJit  Perth  .\mboy 

Medical  Education 

James  A.  Rogers,  M.D.,  Chairman  (1973)  . Paterson 

John  A.  Kinczel,  M.D.,  i'ice-Chairman 

(1974)  Trenton 

Arthur  Bernstein,  M.D.  (1974)  Maplewood 

William  T.  Snagg,  M.D.  (1972)  Camden 

Edward  H.  WTiser,  M.D.  (1972)  Sussex 

John  R.  \Volgamot,  M.D.  (1972)  Moorestown 

Edward  A.  'U'olfson,  M.D.,  Consultant  . . Glen  Rock 

Medical  Stjdent  Loan  Fund 

4Villiam  Greifinger,  M.D.,  Chairman 

(1972)  Belleville 

Charles  H.  Calvin,  M.D.,  Vice  Chairman 

(1973)  Edison 

Charles  Cunningham,  M.D.  (1973)  \'ineland 

Joseph  R.  Jehl,  M.D.  (1974)  Clifton 

Uhlliam  R.  Muir,  M.D.  (1974)  Mount  Holly 

Publication 

George  B.  Sharhaugh,  M.D.,  Chairman 

(1972)  Trenton 

Daniel  B.  Roth,  M.D.,  Vice  Chairman 

(1973)  Teaneck 

.Arthur  Krosnick,  M.D.  (1974)  Trenton 

4V411iam  J.  D'Elia,  M.D.,  President-Elect, 

Ex-Officio  Neptune  City 

Louis  F.  Albright,  M.D.,  Secretary, 

Ex-Officio  Spring  Lake 

Henry  A.  Davidson,  M.D.,  Editor, 

Ex-Officio  East  Orange 

Revision  of  Constitution  and  Bylaws 

William  R.  Muir,  M.D.,  Chairman 

(1974)  Mount  Holly 

Fred  A.  Mettler,  M.D.,  J’ice-Chairman 

(1972)  Blairstown 

Meyer  L.  Abrams,  M.D.  (1974)  AVillingboro 

Richard  Berlin,  M.D.  (1973)  Teaneck 

Jesse  Carll,  IV,  M.D.  (1973) Bridgeton 

John  A.  Smith,  M.D.  (1972)  South  River 

Louis  F.  Albright,  M.D.,  Secretary, 

Ex-Officio  Spring  Lake 

Joseph  M.  Gannon,  M.D.,  Consultant  Plainfield 

Woman's  Auxiliary 

William  J.  Roe,  M.D.,  Chairman  (1972)  Englewood 
Charles  Gandek,  M.D.,  Vice  Chairma?i 

(1972)  '. Edison 

Edward  M.  Coe,  M.D.,  (1973)  Cranford 

Frederick  W.  Durham,  M.D.  (1974)  ....  Haddonfield 

Jesse  T.  Glazier,  M.D.  (1973)  Newark 

Paul  Harrison,  M.D.  (1974)  Mount  Holly 


ADMINISTRATIVE  COUNCILS 


Legislation 

Jesse  McCall,  M.D.,  Chairman  (1972)  Newton 

Henry  J.  Mineur,  M.D.,  J'ice-Chairman 

(1972)  Cranford 

Meyer  L.  Abrams,  M.D.  (1974) Willingboro 

A.  Guy  Campo,  M.D.  (1973)  AVcstville 

John  J.  Crosby,  Jr.,  M.D.  (1973)  Jersey  City 

John  1).  Franzoni,  M.D.  (1973)  Trenton 

Leon  .V.  Fraser,  M.D.  (1973) Trenton 
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AVinton  H.  Johnson,  M.D.  (1972)  Hackensack 

John  S.  Madara,  M.D.  (1972)  Salem 

Daniel  O'Regan,  M.D.  (1974)  Jersey  City 

Francis  A.  Pflum,  M.D.  (1974)  .Asburv  Park 

John  R.  Tobey,  M.D.  (1974)  Newark 

E.  Powers  Mincher,  Legislative  Analyst  Pennington 

Medical  Services 

Louis  K.  Collins,  M.D.,  Chairman  (1974)  . . Glassboro 
Frank  M.  Galioto,  M.D.,  Vice  Chairman 

(1972)  Bloomfield 

Donald  T.  .Akey,  M.D.  (1974)  Metuchen 

David  R.  Brewer.  Jr.,  M.D.  (1972)  AVoodbury 

-Arthur  C.  Dietrick,  M.D.  (1972)  Mount  Holly- 

William  -A.  Dwver,  Jr.,  M.D.  (1973)  Paterson 

David  Flinker,  M.D.  (1972)  Moorestown 

Karl  T.  Franzoni,  M.D.  (1973) Trenton 

Robert  E.  Fullilove,  Jr.,  M.D.  (1973) Newark 

Robert  S.  Gamon,  Jr.,  M.D.  (1974)  Cherry  Hill 

Joseph  -A.  Lepree,  ALD.  (1974)  Elizabeth 

James  S.  Todd,  M.D.  (1973)  Ridgewood 

AVilliam  J.  D'Elia,  M.D.,  President-Elect 

Ex-Officio  Neptune  City 

Nicholas  E.  Marchione,  M.D.,  Consultant  Vineland 

Mental  Health 

Robert  S.  Garber,  M.D.,  Chairman 

(1972)  Belle  Mead 

Edward  A.  .Schauer,  M.D.,  Vice-Chairman 

(1973)  Farmingdale 

Miles  E.  Drake,  M.D.  (1973)  Afineland 

Morton  Hoffman,  M.D.  (1974)  Mount  Holly 

Evelvn  P.  Ivey,  M.D.  (1972)  Farmingdale 

Clarence  WE  jaggard,  M.D.  (1972)  Wocxlbury 

.Arnold  Kallen,  M.D.  (1974)  Livington 

Seymour  F.  Kuvin,  M.D.  (1973)  Livington 

J.  Lloyd  Morrow,  M.D.  (1974)  Passaic 

Eugene  Resnick,  M.D.  (1974)  Paramus 

John  R.  Rushton,  HI,  M.D.  (1973)  Camden 

Martin  H.  AVeinberg,  M.D.  (1972)  Trenton 

Emanuel  M.  Satulsky,  M.D.,  Immediate 

Past-President,  Ex-Officio  Elizabeth 

Public  Health 

Robert  G.  Salasin,  M.D.,  Chairman 

(1972)  North  AVildwood 

Kendrick  P.  Lance,  M.D.,  Vice-Chairmaji 

(1973)  Paterson 

Roslyn  Barbash,  M.D.  (1973)  Teaneck 

AVilliam  M.  Chase,  M.D.  (1973)  East  Orange 

Anthony  P.  DeSpirito,  M.D.  (1972)  ....  Neptune  City 

Henry  L.  Drezner,  M.D.  (1974)  Trenton 

George  L.  Erdman,  M.D.  (1974)  Summit 

Rudolph  G.  Matflerd,  M.D.  (1974)  . New  Brunswick 

Thomas  F.  McLaughlin,  M.D.  (1973)  Metuchen 

John  J.  Pastore,  M.D.  (1972)  A'ineland 

Francis  E.  Reiman,  M.D.  (1972)  Jersey  City 

Frederick  C.  Steller,  M.D.  (1974)  Spring  Lake 

Matthew  E.  Boylan,  M.D.,  First  Vice-President 

Ex-Officio  Jersey  Citv 

James  R.  Cowan.  Sr.,  M.D.,  Consultant  Trenton 

Martin  Goldfield,  M.D.,  Consultant  Trenton 

Public  Relations 

John  J.  Crosby,  Jr.,  M.D.,  Chairman 

(1972)  Jersey  City 

John  P.  Kengeter,  M.D.,  J'ice-Chairman 

(1974) Toms  River 

Frank  R.  Begen,  M.D.  (1972)  Teaneck 

AVilliam  N.  Evans.  M.D.  (1973) Mount  Holly 

Robert  Holman,  M.D.  (1972)  Pompton  Plains 

Josiah  C.  McCracken.  Jr.,  M.D.  (1972)  A'entnor 

John  J.  McGuire,  M.D.  (1973)  Newark 

John  A.  Sakson,  M.D.  (1974)  Aardley,  Pa. 

Howard  D.  Slohodien,  M.D.  (1973)  . Perth  .Amboy 

Irwin  Smith.  M.D.  (1974)  AVillingboro 
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Ford  C.  Spangler,  M.D.  (1973)  Salem 

Frank  Y.  'U'atson,  M.D.  (1974)  Montclair 

James  A.  Rogers,  M.D.,  2nd  Vice-President 

Ex-Officio  Paterson 


SPECIAL  COMMITTEE  TO  THE 
COUNCIL  ON  MEDICAL  SERVICES 

Occupational  Health,  Workmen's  Compensation 


and  Rehabilitation 

Delma  W.  Caldwell,  M.D.,  Chairman  Linden 

Joshua  X.  Zimskind,  M.D.,  Vice-Chairman  Trenton 

James  F.  Collier,  M.D.  Fladdonfield 

Elmer  J.  Elias,  M.D Trenton 

John  Vv.  Holdcraft,  M.D.  4Voodbury 

Dominic  A.  Kujda,  M.D Butler 

Carl  A.  Maxwell,  M.D. Phillipsburg 

William  D.  Van  Riper,  M.D. New  Brunswick 

Mathilda  R.  Vaschak,  M.D New  Brunswick 

Nelson  C.  4Valker,  M.D Flackensack 

Ralph  .4.  Young,  M.D I.inden 

Jarvis  Smith,  M.D.,  Consultant Trenton 


SPECIAL  COMMITTEES  TO  THE 
COUNCIL  ON  MENTAL  HEALTH 


Alcoholism 

George  Rogers,  M.D.,  Chairman Camden 

Robert  .Mbahary,  M.D New  Brunswick 

David  Canavan,  M.D Oakland 

Joseph  P.  Greeley,  M.D.  Westfield 

.\llen  A.  Parry,  M.D. Madison 

Drug  Abuse 

Henry  A.  Davidson,  M.D.,  Chairman  East  Orange 

Mary  Ann  Bartusis,  M.D Trenton 

H ans  W.  Freymuth,  M.D Trenton 

Granville  Jones,  M.D Summit 

Harry  Le  Fever,  M.D.  Cherry  Hill 

Edward  A.  Wolfson,  M.D.  Glen  Rock 

Emotional  Disorders  of  Childhood  and  Adolescence 

Eugene  V'.  Resnick,  M.D.,  Chairman  Paramus 

Jay  W.  Fidler,  M.D Plainfield 

Harvey  Hammer,  M.D.  Morristown 

Bradford  Judd,  M.D Shrewsbury 

Joseph  J.  Kline,  M.D Trenton 

.Alan  Kulick,  M.D. Millville 

Mental  Retardation 

Miles  E.  Drake,  M.D.,  Chairman  Vineland 

Eugene  Revitch,  M.  D Plainfield 

Catherine  Spears,  M.D Chatham 

Robert  A.  Weinstein,  M.D.  Newton 

Harry  Yolken,  M.D Paterson 

Neurological  and  Related  Disorders 

J.  Lloyd  Morrow,  M.D.,  Chairman  Passaic 

Richard  A.  Nelson,  M.D Neptune  City 

Josiah  J.  Pegues,  M.D.  Mount  Holly 

Ira  S.  Ross,  M.D South  Orange 

Walter  Scheuerman,  M.D. Trenton 


SPECIAL  COMMITTEES  TO  THE 
COUNCIL  ON  PUBLIC  HEALTH 


Cancer  Control 

Roy  T.  Forsberg,  M.D.,  Chairman  Westfield 

Harold  L.  Colburn,  Jr.,  M.D.  Mount  Holly 

Sherman  Garrison,  .M.D. Bridgeton 


John  .A.  lanacone,  M.D Paterson 

AVarren  H.  Knauer,  M.D.  Hillside 

Bernard  Koven,  M.D Englewood 

Charles  S.  Krueger,  M.D.  Mount  Holly 

Child  Health 

William  J.  Farley,  M.D.,  Chairman  Nutley 

Robert  E.  Jennings,  M.D South  Orange 

Glenn  P.  Lambert,  M.D Flemington 

Thomas  P.  McFarland,  Jr.,  M.D Mays  Landing 

Bernard  N.  Millner,  M.D Trenton 

Milton  Prystowsky,  M.D Nutley 

Robert  D.  Rento,  M.D Clifton 

William  L.  Rumsey,  Jr.,  M.D Elizabeth 

Sidney  Tucker,  M.D Perth  Amboy 

Conservation  of  Vision,  Hearing,  and  Speech 

Frank  B.  Vanderbeek,  M.D.,  Chairman  Paterson 

Bernard  .A.  Balsis,  M.D Trenton 

.Alfonse  .A.  Cinotti,  M.D Jersey  City 

Ralph  L.  Dicker,  M.D Dover 

Samuel  Diskan,  M.D .Atlantic  City 

Joseph  H.  Kler,  M.D New  Brunswick 

Oram  R.  Kline.  Jr.,  M.D Camden 

Rowan  C.  Pearce,  Jr.,  M.D.  Haddonficld 

Walter  .A.  Petryshvn,  M.D Upper  Montclair 

Ralph  E.  Siegei,  M.D Perth  .Amboy 

Ralph  .A.  Skowron,  M.D Cherry  Hill 

.Aris  M.  Sophocles,  M.D Trenton 

Robert  Stern,  M.D Mount  Holly 

D.  Blair  Sulouff,  M.D Morristown 

.Anthony  M.  Sellitto,  M.D.,  Consultant  . South  Orange 

Environmental  Health 

Roslyn  Barbash,  M.D.,  Chairman  Teaneck 

Rudolph  T.  DePersia,  M.D.  Gibbstown 

Mary  B.  Hall,  M.D Trenton 

Richard  H.  Musgnug,  M.D.  Haddonficld 

E.  Spencer  Paisley,  M.D.  Haddon  Heights 

Frank  L.  Rosen,  M.D Maplewood 

William  I.  AVeiss,  M.D Livington 

Meyer  T.  AVeissman,  M.D Elizabeth 

Maternal  and  Infant  Welfare 

John  D.  Preece,  M.D.,  Chairman  . Trenton 

Edward  N.  Comando,  M.D Millburn 

Robert  A.  Cosgrove,  M.D Jersey  City 

Edward  Foord,  M.D Burlington 

Charles  D.  Foster,  HI,  M.D Pitman 

John  D.  Franzoni,  M.D. Trenton 

Calvin  Hahn,  M.D Afineland 

Herbert  F.  Johnson,  M.D. Camden 

Daniel  B.  Roth,  M.D. Teaneck 

Harold  Schwartz,  M.D.  . Millburn 

Jack  E.  Shangold,  M.D Perth  .Amboy 

Leopold  E.  Thron,  M.D Paterson 

Bernard  N.  Millner,  M.D.,  Consultant  Trenton 


SPECIAL  COMMITTEES 


Emergency  Medical  Care 

Jack  R.  Karel,  M.D.,  Chairman  Hillside 

R.  AA'inficld  Betts,  M.D.,  Vice-Chairman  Medford 

Clifford  B.  Blasi,  M.D Jersey  City 

Charles  Campbell,  M.D Hackensack 

Frank  Dresdale,  M.D Plainfield 

John  .A.  Flood,  Jr.,  M.D Trenton 

Dorson  S.  Mills,  M.D Elmer 

Frank  R.  Schell,  M.D. Butler 

.Marie  .A.  Sena,  M.D.,  Consultant  Toms  River 

Medicine  and  Religion 

Luke  A.  Mulligan,  M.D.,  Chairman  I.eonia 

John  ).  Bedrick,  M.D. Bayonne 

Charles  H.  Calvin,  M.D Edison 
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John  S.  Madara,  M.D.  Salem 

Thomas  H.  McGlade,  M.D Camden 

Watson  E.  Neiman,  M.D Cinnaminson 

Project  Hope  and  Vietnam 

1 homas  C.  DeCecio,  M.D.,  Chairmaji  . Cliffside  Park 

Harold  L.  Colburn,  Jr.,  M.D Moorestown 

J.  Leonard  Greif,  M.D Dover 

Retirement  Plan  tor  Physicians 

Nicholas  E.  Marchione,  M.D.,  Chairman  \'ineland 

Albert  F.  Moriconi,  M.D Trenton 


1971-1972  SPECIAL  COMMITTEES 
SPECIAL/LIAISON  REPRESENTATIVES 

Academy  of  Medicine  of  New  Jersey 

(I)  Board  of  Trustees/Liaison  Committee 
(Liaison  requested  by  .\cademy  — 6/19/66) 


•A.  Guy  Campo,  M.D \Vestville 

James  A.  Rogers.  M.D.  Paterson 

Etnamiel  M.  Satulskv.  M.D Elizabeth 


(2)  Post-Graduate  Medical  Education  Study  Committee 
I Representative  requested  hv  Academy— 1 1/1.5/64) 
James  .-\.  Rogers,  M.D.,  Chairman, 

Committee  on  Medical  Education  Paterson 
John  ,\.  Kinczel,  M.D.,  Vice-Chairman, 

Committee  on  Medical  Education  . Trenton 

American  Medical  Association-Education  Research  Foundation 

(Liaison  rcc|uested  bv  AM.A  — 10/7/51) 

Will  iam  Greifinger.  M.D.,  Chairman,  Committee  on 
Medical  Student  Eoan  Eund  Belleville 

Audit  Review  Committee  (1970-71  Audit) 

(.Appointed  annually  bv  Board  to  review  previous 


vear's  audit) 

Louis  E.  .Albright,  M.D.,  Chairman  Spring  I.ake 

Edward  G.  Bourns,  M.D AVestfield 

Afatihcw  E.  Boylan,  M.D Jcrsev  Citv 

William  J.  D'Elia.  M.D.  Neptune  City 

1.  Edward  Oritaf,  M.D Camden 

Consultants: 

Samuel  J.  I.loyd.  Af.D.,  Treasurer  Trenton 

Nicholas  E.  Alarchione,  M.D.,  Chairman,  Finance 

and  Budget  Committee  A'ineland 


Bicentennial  Celebration,  Committee  on  National 


(Esiablishcd  by  Board  of  Trustees  to  investigate  the 
jrossibility  of  AISNJ’s  participation  in  the  National 
Bicentennial  Celebration  in  1976  — 7/19/70) 

Morris  11.  Saffron.  M.D.,  Chairman  Passaic 

Da\i(l  R.  Brewer,  Jr„  M.D Woodbury 

Peter  j,  Guthorn.  M.D.  Neptune  Citv 

Fred  B.  Rogers,  M.D.  Trenton 


Blood  Bonk  Association,  New  Jersey 

il.iaison  retiuested  bv  New  Jersey  Blood  Bank 
.A.ssocial  ion— 4/25/69) 

Harrs  B.  l.ockheatl,  M.D.  AVoodbury 


Blood  Bank  Commission  of  New  Jersey 

(1)  Formation  of  Commission  authorized  by  1953 
House  of  Delegates 

Authorized  agent  of  MSNJ  in  approved  Blood 
Bank  Programs 

(2)  Appointment  of  two  representatives  requested  by 


Commission  — 4/5/54 

Jerome  G.  Kaufman,  M.D Maplewood 

John  J.  Torppey,  M.D Newark 


Blue  Cross-Blue  Shield  Plans  of  New  Jersey, 
Permanent  Committee  on 

(.Appointment  of  committee  requested  by  MSP 
-4/16/60) 

-A.  Guy  Campo,  M.D.,  Chairman, 


Board  of  Trustees  Westville 

E.  Vernon  Davis,  M.D.,  President  Mount  Holly 


Mr.  Richard  I.  Nevin,  Executive  Director  . . Trenton 
Equal  representation  from: 

Medical-Surgical  Plan  of  New  Jersey 
Hospital  Service  Plan  of  New  Jersey 
New  Jersey  Hospital  Association 

Board  of  Control,  Department  of  Institutions  and  Agencies 

(.Appointed  bv  Governor  for  8-year  term) 

Frank  J.  Hughes,  ALD Gloucester 

Board  of  Nursing,  New  Jersey  State 

(Liaison  requested  by  Board  of  Nursing— 1 1 /21 /65) 
Jesse  McCall,  M.D Newton 

Bookkeeping,  Accounting,  and  Billing  System,  Ad  Hoc 
Committee  to  Establish  a Statewide  Automated 

(Established  at  request  of  the  1970  House  of 


Delegates) 

Louis  F.  Albright,  M.D.,  Secretary Spring  Lake 

Samuel  J.  Lloyd,  M.D,,  Treasurer  Trenton 

Nicholas  E,  Marchione,  M.D.,  Chairman, 

Finance  and  Budget  Committee Vineland 


Mr,  Robert  H,  Lambert,  Business  Manager  Trenton 

Bureau  of  Investigation,  Department  of  Law  and 
Public  Safety 

(Cooperating  committee  requested  by  Department  of 
Law  and  Public  Safety  — 9/61) 

Board  of  Trustees 

Cardiac  Advisory  Panel  to  Director  of  Motor  Vehicles 

(Panel  requested  by  Special  Commission  on  Fraflic 
Safetv  — 9/17/61  appointed  by  Director  of  Motor 


A'ehicles) 

Jerome  G,  Kaufman,  M.D,,  Chairman  ....  Maplewood 

James  G.  Kehler,  M.D AVoodbury 

Jesse  McCall,  M,D Newton 

John  C,  AVood,  M.D Trenton 


Chamber  of  Commerce  Legislative  Conferences 

(In\ited  by  Chamber  — 1 /15/61) 

Mr.  Richard  I.  Nevin,  Executive  Director  Trenton 

Chronic  Sick  State  Advisory  Council 

(Commissioner  of  Flealth  requested  MSN)  submit 
names  to  Governor  — 10/16/60)  appointed  by 

Governor  for  3-year  term) 

David  Eckstein,  M.D.  (1971)  Trenton 

Civil  Defense  Organization,  Liaison  with  State 

(Liaison  established  by  MSNJ  —5/22/55) 

Jack  R.  Karel  M.D.,  Chairman,  Committee  on 
Emergency  Medical  Care  Hillside 

Community  Medicine  Advisory  Council 

(MSNJ  representation  requested  by  Richard  J.  Cross, 
M.D..  CMDNJ  at  Rutgers  — 12/20/70) 


.Arthur  Bernstein,  M.D.  Maplewood 

Harold  L.  Colburn,  Jr.,  M.D Mount  Holly 
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Comprehensive  Health  Planning  Agency 

(Liaison  requested  by  the  Comprehensive  Health 
Planning  Agency  12/16/69) 

Nicholas  E.  Marchione,  M.D.,  State  Health 

Planning  Council \'ineland 

Irving  P.  Borsher,  M.D.,  Health  Care 

Costs  Committee  Newark 

Arthur  Bernstein,  M.D.,  Medicaid 

Committee Maplewood 

James  A.  Rogers,  M.D.,  Medical  Education 
Facilities  Committee Paterson 


Crippled  Children  Commission,  State 

(Nominated  by  B/T  28  July  1971— 6-year  term 
Frederick  G.  Dilger,  M.D.  (May  1976)  Hackensack 

Diabetes  Detection  Drive 

(Liaison  representative  for  annual  drive— co-sponsored 
by  State  Department  of  Health,  New  Jersey  Diabetes 
Association,  and  MSNJ— appointed  at  request  of 
Commissioner  of  Health  — 5/16/54) 

John  J.  Torppey,  M.D.  Newark 


Eye  Medication,  Conference  Committee  on  the  Control  of 

(Established  bv  Board  of  Trustees  — 4/20/69) 
Samuel  J.  Lloyd,  NI.D.,  Chairman,  Representative 

of  the  Board  of  Trustees Trenton 

Jesse  McCall,  M.D.,  Chairman,  Council  on 

Legislation  Newton 

Henry  f.  Mineur,  M.D.,  Vice-Chairman, 

Council  on  Legislation Cranford 

Frank  B.  \'anderbeek,  M.D.,  Chairman, 

Committee  on  Consenmtion  of  Vision, 

Hearing,  and  Speech  Paterson 

D.  Blair  SuloulT,  M.D.,  Member,  Committee 
on  Conservation  of  Vision.  Hearing,  and 

Speech  .Morristown 

Mr.  E.  Powers  Mincher,  Legal  Counsel  Pennington 
Mr.  Richard  1.  Nevin,  Executive  Director  Trenton 
Mr.  \'incent  .A.  Maressa,  Executive  Assistant  Trenton 
Rejnesentatives  of  the  Keiv  Jersey  Academy  of 
Ophthalmology  and  Otolaryngology 

Alfonse  A.' C.inotti.  M.D ' Jersey  City 

lohn  Scillieri.  M.D.  Paterson 

Reginald  ].  Raban,  M.D Cherry  Hill 


Disputed  Claims,  Advisory  Committee  to  Review 
MSP  and  HSP 

(Established  at  request  of  MSP— 8/21  /60— Quortim; 
4 members) 


1st  District  — 

Ralplt  M.  L.  Buchanan,  M.D.. 
Chairman 

Robert  F'.  /.immerman,  M.D. 
2nd  District  — 

John  J.  Bedrick,  M.D. 

Robert  A.  Cosgrove,  M.D. 

,Srd  District  — 

John  S.  N'anMater,  M.D. 

John  .\.  Kinezel,  M.D. 

4tii  District  — 

John  C:.  fdark,  M.D. 

Robert  S.  Ciamon,  Jr.,  M.D. 

5th  District  — 

A.  fitly  Campo.  M.D. 

Nicholas  1'..  Slarchione,  M.D. 


Phillipsburg 

Morristown 

Bavonne 
Jersey  Ciity 

New  Brunswick 
Trenton 

.\sburv  Park 
Cherry  Hill 

W'estville 

A'ineland 


Education,  State  Department  of 

(Liaison  retiuested  bv  the  .Assistant  C.ommissioner  of 
Education  — 9/21  /58) 

William  J.  Farley,  M.D.,  Chairman,  Special 

Committee  on  Child  Health  Nutley 


Emotionally  Disturbed  Child,  Advisory  Council  to 
Department  of  Education 

(Liaison  recpiested  bv  Department  of  Education  — 
10/28/68) 

William  J.  F'arley,  M.D . . Nutley 

Epilepsy,  Advisory  Panel  to  State  Director  of  Motor  Vehicles 

(Established  at  reejuest  of  Director  of  Motor  A’chicles 
- 7/29/66) 

J.  Berkeley  Gordon,  M.D.  . Rumson 


Fluoridation,  Joint  Committee  on 

(Established  at  request  of  State  Department  of  Health) 
Edwin  H.  Albano,  M.D.  East  Orange 

Robert  G.  .Salasin.  M.D.  North  AVildwoiKl 

E(|ual  reinesentation  from: 

State  Dejjartment  of  Health 
New  Jersey  State  Dental  Society 


Health  Careers  Service,  New  Jersey 
(Plnsician  representation  established  bv  Board  of 
Trustees  7/20/69) 

Karl  T.  Franzoni.  M.D Trenton 


Health  Careers  Service,  Resource  Persons  to  New  Jersey 


(Liaison  established  at  re(]uest  of  Health  Careers 
Service  — 7/19/64) 

Presidents  of  Component  Societies 


Health  Insurance  Conference 

(flommittee  established  at  request  of  Health  Insurance 
C.ouncil  — 3/24/57) 

Jerome  C,.  Kaufman,  M.D.,  Chairman  Maplewtxid 
Charles  L.  CunnilT,  M.D.  Jersey  C.itv 

E.  A’ernon  Davis.  M.D.,  President  Mount  Flollv 

William  J.  D’F.lia,  M.D., 

President-Elect  Nc])tune  City 

Matthew  F..  Bovlaii,  M.D.,  First 

Vice-President'  Jersey  City 

James  .A.  Rogers,  M.D.,  Second 

Vice-President  Paterson 

Mr.  Richard  1.  Nevin,  Executive  Director  Trenton 


Heart  Disease,  Cancer,  and  Stroke 
Lniversitv  City  .Science  Center,  Philadelphia 
(Established  at  invitation  of  Tniversity  City  Science 
Center  — 12/65) 

Lotus  K.  Collins,  M.D Glassboro 


Executive  Committee 

(Provided  in  the  Bylaws,  Chapter  1\',  Section  5 (b) 


1'..  A'ernon  Davis,  M.D.,  President  Mount  Holly 

W'illiam  J.  D'Fdia,  M.D.,  President-Elect  Neptune  City 
Matthew  E.  Boylan,  M.D. 

First  Vice-President  Jersey  City 

James  .A.  Rogers,  M.D., 

Second  Vice-President Paterson 

A.  Guy  Campo,  Chairman 

Board  of  Trustees  Westville 


Historian- Archivist 

(Created  at  the  suggestion  of  the  Executive  Director  — 
I/13/.57) 

Morris  H.  Salfron,  M.D.  (.Appointed  5/67)  . Passaic 

Hospital  Association,  New  Jersey 

(Invitation  extended  to  Executive  Director  to  serve 
on  the  Board  of  Trustees  — 12/17/67) 

Mr.  Richard  1.  Nevin,  Executive  Director  1 renton 
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Hospital  Advisory  Council,  State  Department  of 
Institutions  and  Agencies 

(Appointed  by  the  Board  of  Control  for  a 4-year  term) 
Luke  A.  Mulligan,  M.D.  (December  1972)  . Leonia 

House  Maintenance,  Staff  Policies,  and  Personnel  Relations 

(Special  Committee  created  by  Board  of  Trustees  — 


9/21/58) 

E.  \’ernon  Davis,  M.D.,  President 

(Chairman)  Mount  Holly 

William  J.  D’Elia,  M.D.,  President-Elect  Neptune  City 

Louis  F.  Albright,  M.D.,  Secretary  Spring  Lake 

Samuel  ].  Lloyd,  M.D.,  Treasurer  Trenton 

A.  Guy  Campo,  M.D.,  Chairman,  Board  of 

T rustees  Westville 

Nicholas  E.  Marchione,  M.D.,  Chairman, 

Committee  on  Finance  and  Budget Vineland 

Mr.  Richard  I.  Nevin,  Executive  Director  . . Trenton 


HRET  (Hospital  Research  and  Educational  Trust  of  New 
Jersey),  Advisory  Council  to 

(MSNJ  representative  requested  by  HRET.  Appoint- 
ment made  by  President  2/13/71.  Cotmcil  will 
assist  HRET  in  processing  data  previously  handled 
by  State  Health  Facilities  Planning  Council.) 

Mr.  Vincent  Maressa,  Executive  Assistant.  Trenton 

Industrial  Safety  Board,  New  Jersey 

(Nominated  by  B/T  26  July  1971) 


Delma  4V.  Caldwell,  M.D Linden 

Mathilda  R.  Vasebak,  M.D New  Brunswick 

Elmer  J.  Elias,  M.D Trenton 


l.ntra-Hospital  Infections,  Joint  Committee  on 

(Established  at  request  of  Commissioner  of  Health  — 


4/8/62) 

Edwin  H.  Albano,  M.D.,  Chairman  . . East  Orange 

Lawrence  Gilbert.  M.D Irvington 

I homas  K.  Rathmell,  M.D.  Trenton 

Eugene  H.  Kain,  M.D.  Pennsauken 

Ecjual  representation  from: 

State  Department  of  Health 


New  Jersey  Hospital  .Association 
New  Jersey  State  Nurses’  .Association 

JEMPAC,  Conference  Committee  with 

(Established  at  request  of  JEMP.AC  — 6/25/67) 


Jesse  McCall,  M.D.,  Chairman , 

Council  on  Legislation  . Newton 

Louis  K.  Collins,  M.D.,  Chairman, 

Council  on  Medical  Sendees  (dassboro 

James  .A.  Rogers,  M.D.,  Second 

Vice-President  Paterson 


Judiciary  and  Bar,  Conference  Committee  on 
Inter-Relations  with  the 

(Established  at  invitation  of  Supreme  Court— 1 1/17/63) 


Lotus  F.  .Albright,  M.D.  Spring  Lake 

Nicholas  .A.  Bertha,  M.D.  Wharton 

AVilliam  J.  D'F.lia,  M.D.  Netrtunc  City 

Jerome  (..  Kaufman.  M.D Maplewood 

Samuel  J.  Lloyd.  M.D.  Trenton 

Nicholas  E.  Marchione.  M.D \ineland 

Jesse  McCall.  .M.D.  Newton 

Emanuel  M.  Satulskv.  M.D.  Elizabeth 

E.  Vernon  Davis,  M.D,.  President, 

Ex-ofjicio  Mount  Holly 

Mr.  Richard  I.  Ne\in,  Execulwe  Director  I ronton 
Mr.  \ intent  .-\.  Maressa,  Executive  Assistant  Trenton 
Mr.  E.  Powers  Mincber,  Legal  Counsel  Pennington 
T.cpial  representation  from: 


Supreme  Ciourt  C.ommittee  on  Relations  with  the 
Medical  Profession 


Legal  Documents,  Committee  on  Extension  to  Interns 
and  Residents  of  Power  to  Sign  Certain 

(Established  at  request  of  1969  House  of  Delegates) 


Nicholas  A.  Bertha,  M.D.,  Chairman  AV’harton 

Henry  J.  Mineur,  M.D Cranford 

Emanuel  M.  Satulsky,  M.D Elizabeth 


Legislation 

(1)  Federal  Keymen 

(Mechanism  established  bv  MSNJ  — 4/4/54  to 
serve  as  official  intermediaries  between  MSNJ  and 
the  Federal  legislators) 

15  Congressional  District  Kevmen 
1 Senatorial  Keyman 

(2)  State  Keymen 

(Mechanism  established  by  MSNJ  — 7/13/52) 
Keymen  in  15  Legislative  Districts/21  Compo- 
nent Societies 

Medicaid,  Negotiating  Committee  For 

(Established  by  Board  of  Trustees  to  work  with  the 
State  Aledicaid  Commission  — 12/22/68) 

E.  A’ernon  Davis,  M.D.,  President  Mount  Hollv 

\Villiam  J.  D'EIia.  M.D.,  President- 

Elect  Neptune  Citv 

Louis  K.  Collins,  M.D.,  Chairman, 

Council  on  Medical  Sendees  Glassboro 

Associate  Members: 

Jesse  McCall.  M.D.,  Chairman, 

Council  on  Legislation  Newton 

Henry  J.  Mineur,  M.D.,  Vice-Chairman, 

Council  on  Legislation  Cranford 

Frank  M.  Galioto,  M.D.,  Vice-Chairman, 

Council  on  Medical  Sendees  . Bloomfield 

Joseph  A.  Lepree,  M.D.,  Representative  of  1st 

Judicial  District  . Elizabeth 

Karl  T.  Franzoni,  M.D.,  Representative  of  3rd 
Judicial  District  Trenton 

Robert  S.  Gamon,  Jr.,  M.D.,  Representative  of 
4th  Judicial  District  Cherry  Hill 

Medicaid  Peer  Review  Committee 

(Established  by  Board  of  Trustees  4/19/70  at  the  re- 
quest of  the  Department  of  Institutions  and  .Agencies. 
4 he  function  of  the  Committee  will  be  to  act  upon 
inquiries  and/or  complaints  originating  either  with 
the  administrators  of  the  Mezlicaid  Program  or  with 
physicians  serving  under  the  program.) 

1st  District  — 

Nicholas  .A.  Bertha,  M.D.  Wharton 

2nd  District  — 

■Ambrose  P.  Boyle.  Jr.,  M.D.  Fort  Lee 

3rd  District  — 

David  Eckstein.  M.D.  Trenton 

4th  District  — 

Emanuel  .Abraham,  M.D.  .Asbury  Park 

5th  District  — 

Mario  Pastore.  M.D.  Ocean  Citv 

Medicaid  Program,  Medical  Advisory  Committee  to  the 

(.Appointment  of  four  representatives  requested  bv 
Department  of  Institutions  anvl  .Agencies  — 6/12/69) 
George  E.  Barbour.  M.D.  .Somerville 

Donald  P.  Bnrt,  M.D.  Morristown 

.Arthur  C.  Dietrick.  M.D.  Mount  Hollv 

John  D.  Franzoni.  M.D.  I renlon 

Medical  Advances  and  Planning,  Steering  Committee  on 

(F'.stablisbcHl  bv  Board  of  Frustees  5/15/70.  Ibis  Com- 
mittee will  be  charged  with  the  duty  of  organizing  a 
statewide  Department  on  Medical  .\dvances,  which, 
hojjcfullv,  would  succec'd  in  stimulating  the  interest 
of  phvsicians,  oKtrdinating  existing  activities,  and 


I HE  JOLRNAI.  OF  I HE  MEDICAL  SOCIE  FV  OF  NEW  lERSlT 


770 


eliminating  needless  duplications  in  program  offerings.; 


Nicholas  A.  Bertha,  M.D ^^'harton 

James  A.  Rogers,  M.D Paterson 


2 Representatives  from  the  Directors  of  Medical 
Education 

2 Representatives  from  each  of  the  medical  schools 

Medical  Assistance  Advisory  Council 

(Established  at  invitation  of  State  Medicaid  Com- 
mission — 4/20/69) 

A.  Guy  Campo,  M.D 'U'estville 

.Anthony  P.  DeSpirito,  M.D Asbury  Park 

Medical  Assistants,  New  Jersey  Association  of 

(Liaison  requested  by  .Association  — 9/15/63) 
Robert  C.  .Anderson,  M.D Newark 


Medical-Hospital-Nursing  Conference  (Tri-Partitel 

(Liaison  established  by  MSNJ  — 1 /13/57) 

E.  A’ernon  Davis,  M.D.,  President  Mount  ffolly 

AVilliam  J.  D’Elia,  President-Elect  . Neptune  City 
Emanuel  M.  Satulsky,  M.D.,  Immediate 

Past-President  Elizabeth 

Mr.  Richard  I.  Nevin.  Executive  Director  . . . Trenton 
Equal  representation  from; 

New  Jersey  Hospital  .Association 
New  Jersey  State  Nurses’  .Association 

Medical  Liaison  Committees 

(High-level  conference  groups  for  discussion  and 


consideration  of  items  of  mutual  interest) 

E.  Vernon  Davis,  M.D.,  President  Mount  Holly 

William  J.  D’Elia,  M.D.,  President- 

Elect  Neptune  City 

Emanuel  M.  Satulsky,  M.D.,  Immediate 
Past-President  Elizabeth 


Mr.  Richard  I.  Nevin.  Executive  Director  . Trenton 
(Where  number  of  representatives  from  other  organi- 
zation is  larger  than  number  of  MSNJ  representatives, 
the  latter  will  be  increased  from  the  Presidential 
Officers  to  equal  the  former.) 

(1)  Afedical-Dental 

(Liaison  requested  by  the  Dental  .Society  — 6/10/51) 

(2)  Medical-Hospital 

(Liaison  established  by  MSNJ  — 10/25/53) 

(3)  Medical-Legal 

(Liaison  established  by  MSNJ  — 10/25/53) 

(4)  Metlical-Nursing 

(Liaison  established  by  MSNJ— 4/4/54) 

(5)  Medical-Osteopathic 

(Liaison  requested  bv  Osteopathic  .Association  — 
9/17/61) 

(6)  Medical- Pharmaceutical 

(Liaison  established  by  MSNJ  — 7/26/53 


Medical  School  in  South  Jersey,  Committee  to  Assist  in  the 
Implementation  of  Legislation  to  Establish  a 

(Estal)lished  by  Board  — 5/17/67  — .Appointments  by 
President 


Louis  K.  Collins,  M.D..  Chairman 
A.  Guy  Campo,  M.D. 

Sherman  Garrison,  M.D. 

Frank  J.  Hughes 
Jerome  G.  Kaufman,  M.D. 

John  F.  Kustrup,  M.D. 

Fred  A.  Mettler,  M.D. 

James  A.  Rogers,  Af.D. 


Glassboro 

Westville 

Bridgeton 

Gloucester 

Maplewood 

Trenton 

Blairstown 

Paterson 


Medical  Schools  in  New  Jersey,  Ad  Hoc  Committee  on 
Development  of 

(Established  by  Board  — 9/20/64) 


F'.  A’ernon  Davis,  M.D.,  President  Mount  Holly 

William  J.  D’Elia,  M.D.,  President- 

Elect  Neptune  City 

Sherman  (iarrison,  M.D.  Bridgeton 


Jerome  G.  Kaufman,  M.D.  . Maplewood 

Fred  A.  Mettler,  M.D.  Blairstown 

James  A.  Rogers,  M.D.  Paterson 


Medical-Surgical  Plan  Board  of  Trustees 

(Provided  in  AfSP  Bylaws) 

E.  A'ernoii  Davis,  M.D.,  President Mount  Holly 

Medicare,  Committee  on  Utilization  of  Physicians'  Services 
under  Part  B 

(Established  at  request  of  1969  House  of  Delegates) 


Nicholas  .A.  Bertha,  M.D.,  Chairman  Wharton 

John  F.  Kustrup,  M.D.  Trenton 

Emanuel  M.  Satulsky,  M.D Elizabeth 


Medicare  Claims  Inquiry  Committee,  Joint 

(Established  by  Board  of  Trustees  11/16/69  to  provide 
phvsicians,  who  feel  their  fees  have  been  arbitrarily 
reduced,  or  who  have  other  bases  of  dissatisfaction, 
with  a forum  for  discussion.) 

Representing  The  Medical  Society  of  \ew  Jersey: 

E.  A'ernon  Davis,  M.D.,  President 
William  J.  D'Elia,  M.D.,  President-Elect 
Louis  F.  .Albright,  M.D.,  Secretary 
Donald  T.  Akey,  M.D. 

Mr.  Richard  I.  Nevin,  Executive  Director 

Representing  the  Fiscal  Intermediary: 

Mr.  William  C.  AVhite,  Jr.,  C.L.l’.,  l ice  President 
Mr.  Everett  J.  Park,  F.L.M.I.,  General  Manager 
James  F..  Brennan,  M.D.,  Medical  Director 
Mr.  1 homas  J.  Beatty,  Associate  General  Manager 
Afr.  Wilfred  1.  Meyers,  Associate  Director 

Medicare  Law  (P.L.  B9-971 

(.Assigned  by  the  Board  — 10/17/65  as  indicated  below) 

(1)  Over-all  responsibility  to  study  and  provide  recom- 
mendations concerning  the  Medicare  Program 

Council  on  Medical  .Services 

Consultants  to  the  Council  on  Medical  Services: 
F..  A’ernon  Davis,  M.D.. 

President  Mount  Holly 

AVilliam  J.  D’F'lia,  M.D.,  President- 

Elect  Neptune  City 

Jesse  McCall,  M.D.,  Chairman 

Council  on  Legislation  Newton 

Robert  G.  Salasiti,  M.D..  Chairman.  Council 
on  Public  Health  North  AVildwood 

Fratik  J.  Hughes.  M.D.,  Member,  Xew  Jersey 
Hoard  of  Control  Gloucester 

(2)  Liaison  representative  to  State  Department  of 
Health 

(Established  by  MSNJ  - 1 /16/66) 

David  FAkstein.  M.I).  Frenton 

(3)  Liaison  representatives  to  Slate  Department  of 
Institutions  S:  .Agencies 

(FNtablished  by  MSNJ  - 1 /16/66) 

Francis  J.  Benz.  M.IL  . Chatham 

Louis  K.  Collins.  M.D..  Chairman,  Council  on 
Medical  Services  Glassboro 

Mr.  A’incent  A.  Afarcssa,  Executive 
Assistant  'Frenton 

(4)  Home-Hospital-Nursing  Care 

(Liaison  established  by  AfSNJ  — 3/20/66) 

Alatthew  E.  Boylan.  Af.D.  Jersey  City 

Medicare  Peer  Review  Committee 
(Established  by  Board  of  Trustees  12/20/70  at  re- 
(|uest  of  fiscal  intermediary.  Committee  will  review 
and  evaluate  claims  involving  tiuestions  of  over- 
utilization under  Aledicare.  Composition  of  committee 
includes  five  groups  of  three  members  each  in  the 
fields  of  general  practice,  general  surgery,  internal 
medicine,  ophthalmology,  and  urology.) 
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Membership  Directory 

(Spctial  committee  established  l>y  Board  — 1 1 /19/(il ) 


Louis  F.  Albright,  M.D.,  Clialntian  Spring  Lake 

Robert  C.  Anderson.  M.I) Newark 

|obn  J.  Bed  rick,  M.D.  Bayonne 

Matthew  E.  Bovlan,  M.I).  Jersey  City 

Cieorge  B.  Sharbaugh,  M.I) Trenton 


Mr.  Richard  I.  \e\  in.  Executive  Director  ...  Trenton 
Mr.  Robert  H.  Lambert.  Business  .Mtinoger  Trenton 

Neurological  Diseases,  Advisory  Council  to  New  Jersey 
Consultation  Service  for  Convulsive  Disorders 

(Liaison  established  — 7/19/64) 

Robert  S.  (.arber.  M.I).  Belle  Mead 

New  Jersey  College  of  Medicine  and  Dentistry,  Student  AMA 

(Liaison  re(|uested  bv  New  Jersey  Cbapter  — 1 /26/60) 
George  E.  Barbour,  M.I).  .Somerville 

Nursing  Education  and  Recruitment,  Permanent  Committee  on 

(Established  In  direction  of  196.S  House  of  Delegates) 
J esse  McCall,  M.I)  .,  Chuirnuin  Newton 

George  E.  Barbour,  M.I) Somerville 

William  P.  Mulford,  M.D.  . Beverlv 

Lewis  E.  Savel,  M l).  South  Orange 

Mr.  Richard  I.  Nevin.  Executii'e  Director  . Trenton 
E(|ual  representation  from: 

New  Jersey  Hospital  .As.soriation 

New  Jersey  League  for  Nurses 

New  Jeisev  State  Nurses'  .Association 

.Administrators  of  Nursing  Schools 

Ad\isors  (2)  from  Slate  Department  of  Education 

Nutrition  Council,  New  Jersey 

(Liaison  established  by  MSNJ  — 12/19/.54) 
Hartcy  P.  Einhorn.  M.D South  Orange 

Ochampus  (Office  for  the  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services) 

(1)  Eiscal  .Agent 

(Designated  upon  request  of  MSP  — 7/21 /6.S) 
Medical-Surgical  Plan  of  New  Jersey 

(2)  Special  Committee  on 
(Established  by  MSNJ  - 9/9/,')()) 

George  E.  Barbour.  M l).,  Chairmnn  . Somerv  ille 
George  L.  Benz,  M.D.  Newark 

David  Eckstein,  M.D.  Trenton 

1.  Edward  Ornaf,  M.D.  Cherry  Hill 


Parents  and  Teachers,  New  Jersey  Congress  of 
(Liilison  retpiested  bv  MSNJ’s  Committee  on  Child 
Health  - 12/20/64) 

William  J.  Earley,  M l) Ntitley 


Pension  Plan,  Special  Committee  on 

(Established  bv  Board  — .5/22 /,5,")  . . . Duties  outlined 
in  .Arlide  HI  of  Pension  Plan  .-\greement) 
Nicholas  E.  Marebione.  M.D.,  Chairman, 

(.onnnittee  on  Finance  and  Budget  A inelaud 

E.  A'ernon  Davis,  M.D.,  Chairman,  Special 
Committee  on  House  Maintenance,  Staff 
I'olicies,  and  Personnel  Relations  Mount  Hollv 

Samuel  J.  I.lovd,  M.D.,  Treasurer  1 renton 


Planning  and  Development,  Committee  on  Long  Range 

(Established  bv  Boat  cl  of  'Erustees  2/21/71.  Ebe 
cbitrge  to  this  committee  is  to  look  to  future  to  de- 
vise polities  and  strategies  wbicb  will  improve  the 
sliiiclure  and  opeialions  of  MSNJ.) 

Louis  E.  .Mbrighi,  M.D..  Chairman  S|)riug  Lake 

Ailhur  Bernstein.  .M.D.  Maplewood 

Nicholas  Beilha,  M l).  Wharton 

Erederick  \\  . Dmham.  M l).  Haddonlield 

David  I.ckstein,  M.D.  I renton 

Karl  I . I ran/oni.  M l).  Erenton 

John  1-.  Kusirup,  M.D.  Erenton 

Nicholas  E.  Marrhioue.  M.D.  X’ineland 


Public  Health  Association,  New  Jersey 

(1)  Membership  authorized  by  Board  — 1 1 /15/59 

Joseph  R.  Jehl,  M.D.  (Delegate)  Clifton 

Mr.  Richard  I.  Nevin  (Alternate)  Erenton 

(2)  .Animal  (Medical)  Research 

(Liaison  representative  requested  — 4/17/66) 

Eitiwin  H.  .Albano,  M.D East  Orange 

(3)  Medical  Care  Committee 

(.Association  recjtiested  physician  to  serve  as  chair- 
man of  its  Medical  Care  Committee  — 2/24/65) 
John  J.  Bedrick,  M.D Bayonne 

Public  Health  Council,  State  Department  of  Health 

(Nomitiations  for  appointment  by  Governor 


recjuested  — 9/20/64) 

Harry  Mickey,  M.D Maplewood 

Quackery,  Committee  on 

(Established  at  the  request  of  the  .AM.A  — 1 1 /I5/64) 
Henrv  J.  Miueur.  M.D..  Chairman  Cranford 

Charles  B.  Norton,  M.D 5Voodstown 

James  .S.  Todd,  M.D.  Ridgewood 


Radiation  Protection  Commission,  Consultant  to  New  Jersey 

(Nomination  for  appointment  to  Commission  requested 
-7/18/65) 

Bernard  M.  .Schnur,  M.D.  Trenton 

Radiation  Protection  Commission,  New  Jersey 

(Two  consultants  in  nuclear  medicine  recjuested  bv 
the  Commission  11/66) 

Erauk  .Schell,  M.D.  . Wayne 

John  J.  Ehomjrson,  M.D.  Caldwell 

Regional  Planning  Council,  Philadelphia  Medical 
Library  Committee 

(.Airjrointment  of  rejjrcsenlative  requested  by  Library 
Committee  — 8/20/67) 

Sherman  (iarrison,  M.D.  Bridgeton 

Rehabilitation  Commission,  New  Jersey  State 
(Liaison  recjuested  by  MSNJ's  Committee  on 
Rehabilitation  — 5/65) 

Carl  .A.  Maxwell.  M.D Phillijjsburg 

Safety  Council,  New  Jersey  State 
(Provided  in  Council  Bvlaws) 

E.  A'ernon  Davis.  M.D..  President  Mount  Hollv 

Delma  W.  Caldwell.  M.D.,  Preside)il’s 

Representative  Linden 

Selective  Service  System.  New  Jersey  Chairman  of  Advisory 

Committee  to 

(Nomination  for  ajjjrointment  bv  Nalional  .Adv  isorv 
Committee  rc’cjuested  bv  commiitee  — 1 1/19/61) 
Jesse  McCall.  M.D.  Newton 

Statutes  Related  to  the  Practice  of  Medicine  and  Surgery 
in  New  Jersey,  Committee  to  Review 
(Established  bv  MSNJ  to  imjvlement  substitute 
resolutions  7 8,  1967  House) 

Nicholas  Bertha.  M.D..  Chairman  Wharton 

1 homas  C.  DeCecio.  M.D.  ClilTside  Park 

Samuel  J.  I.lovd.  M.D.  Erenton 

Mr.  Richard  1.  Nevin,  Executive  Director  Erenton 

Mr.  A'incent  .A.  Maressa.  Executii'e  .-issistant  Erenton 
Mr.  E.  Powers  Mincher,  Legal  Counsel  Pennington 

Welfare  Council,  New  Jersey 

(Rejvresentative  to  jjlau  meetings  for  annual  conference 
on  social  welfare  recjuested  bv  council  — 5/1 3/(i6) 
John  J.  Bedrick.  M.D.  Bavonne 

Widows  and  Orphans  of  Medical  Men  of  New  Jersey. 
Society  for  Relief  of 

(Liaison  recjuested  bv  Societv  — 5/1 7/59) 

Jose|)b  R.  JebI,  M.D.  ( lifton 
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Trauma  Seminar 

Starting  at  9 a.m.,  on  Saturday,  September 
25,  at  the  Jersey  City  Medical  Center,  the 
New  Jersey  Committee  on  Trauma  (of  the 
American  College  of  Surgeons)  will  conduct 
a trauma  seminar.  Presentations  will  he 
offered  by  an  outstanding  faculty,  and  will 
inclutle  such  topics  as  alkalosis  and  oxy- 
genation, wounds  of  the  heart,  infections  of 
the  hand,  emergency  facilities,  tetanus,  sepsis, 
and  pulmonary  insufficiency. 

The  program  is  also  sponsored  liy  the  College 
of  Medicine  and  ITentistry  of  New’  Jersey  and 
the  Jersey  City  Medical  Center.  The  fee  for 
registration  and  luncheon  reservation  is  .510. 
Please  send  your  check  (jiayahle  to  the  New 
Jersey  Committee  on  Trauma)  to  Clifford  R. 
Blasi,  M.D.,  Chairman,  New  Jersey  Commit- 
tee on  Trauma,  Jersey  Ciity  Medical  Center, 
Jersey  City,  New  Jersey  07.501. 

Clinical  Application  of  Basic  Sciences 

The  Burlington  County  Memorial  Hosjutal 
announces  the  following  programs  for  Octo- 
ber, in  its  .series,  “Clinical  .\p|>!ication  of  Ba- 
sic Sciences.”  .A.ACP  will  credit  1 1/9  points  ])cr 
session. 

October  7 The  Doctor-Patient  Relatioirship 
October  14  Masked  Depression  in  Medical  Practice 
October  21  Influence  of  Language  upon  .Symptoma- 
tology in  Foreign-Born  Patients 
October  28  Unusual  Post-Surgical  Pain 

.All  programs  are  pre.sented  in  the  T.  J. 
Summey  Building  of  the  Bitrlington  County 
Memorial  Hospital,  and  begin  jjromptly  at 
.5:.50  p.m.  For  further  information,  please 
contact  the  Department  of  Medical  Educa- 
tion, Burlington  County  Memorial  Hospital, 
175  Madison  Avenue,  Mount  Holly  08()6(). 

Courses  For  Ophthalmologists 

For  the  Mth  consecutive  year,  the  New  York 


Eye  and  Ear  Infirmary  is  launching  advanced 
coitrses  for  ophthalmologists.  This  year’s  pro- 
gram begins  in  October  1971  and  includes 
cadaver  dissection  of  the  orbit  and  adnexae, 
lid  and  orbital  plastic  surgery,  idtrasonogra- 
phy,  ocular  geriatrics,  use  of  radio-isotopes, 
reading  disabilities,  tonometry,  lacrimal  sac 
surgery,  and  microsurgery.  For  details  write 
to  Registrar  of  the  Graduate  Institute,  Eye 
and  Ear  Infirmary,  .510  East  14th  -Street,  New 
\'ork  10005. 

Course  on  OB-GYN  Pathology 

Fiom  October  25  througii  October  29,  at  the 
Saint  Barnabas  Medical  Center  in  Livingston, 
a course  in  obstetric  and  gynecologic  pathol- 
ogy w’ill  be  offered  by  that  hospital.  This 
is  a survey  of  the  female  genital  tract  from  a 
clinical  and  histopathologic  view.  Gross  and 
micro.scojjic  materials  will  be  examined  and 
correlated  with  the  clinical  picture  of  the 
disease  under  study,  including  diagnosis  and 
therapy.  Tuition  is  .5250  (5125  lor  residents) 
and  the  course  is  limited  to  fifty  applicants. 
For  further  information,  please  write  to 
(anies  L.  Breen,  M.D.,  Director,  De]xirtment 
ol  OI)stetrics  and  Gynecology,  Saint  Barnabas 
Medical  Cienter,  Old  Short  Hills  Road,  Liv- 
ingston, New  Jersey  07059. 

Cytology  Meeting  in  November 

The  .\merican  Society  of  Cytology  an- 
nounces its  annual  scientific  jjrogram  to  be 
held  in  W’ashington,  D.Ci.  (Hilton  Hotel), 
November  5 to  (i,  1971.  For  more  details, 
jdease  write  to  \\’arren  R.  Lang,  M.D.,  7112 
I.incoln  Drive,  I’hiladelphia,  Pennsylvania 
191  19. 

Program  on  Exercise  and  the  Heart 

T he  .AM.A  Committee  on  Exercise  and  Physi- 
cal Fitness,  the  Pennsylvania  Heart  Associa- 
ation,  and  the  President’s  Council  on  Physi- 
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cal  Fitness  will  jointly  sponsor  a program 
on  exercise  and  the  heart — to  be  held  from  2 
to  5 p.m.  on  Monday,  November  8 at  the 
Host  Farm  Motel  in  Lancaster,  Pennsylvania. 
The  meeting  is  open  to  both  physicians  and 
allied  health  personnel,  and  will  be  held  in 
conjunction  w’ith  the  scientific  assembly  of 
the  Pennsylvania  Medical  Society.  Included 
will  be  presentations  on  exercise  for  well 
jjatients,  exercise  following  cardiovascular 
illness,  and  conditioning  exercises  in  physical 
fitness.  The  tuition  is  310  for  physicians  and 
35  for  allied  health  personnel.  For  further 
information,  please  write  to  Fred  V.  Hein, 
Ph.D.,  Secretary,  Committee  on  Exercise  and 
Physical  Fitness,  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago 
60610. 


Symposium  on  EENT 

On  November  10,  at  the  Robert  Treat  Hotel 
in  Newark,  the  New  Jersey  Academy  of  Oph- 
thalmology and  Otolaryngology  will  hold  its 
regular  annual  meeting.  The  program  is  di- 
vided into  two  sections — one  on  the  eye  and 
the  other  on  ear,  nose,  and  throat — and  a 
star-studded  facidty  has  been  selected  to 
present  papers  on  such  subjects  as  corneal 
idcers  and  burns,  retinal  detachments,  photo- 
coagulation therapy,  oblitpie  palsy,  cataract 
surgery,  salivary  gland  tumors,  carcinoma  of 
head  and  neck,  correction  of  the  nasal  tip, 
retro-malleolar  fascia  slot  grafting,  and  niedi- 
ostinoscopy.  For  further  information,  jjlease 
write  to  the  Secretary  of  the  .Vcademy,  John 
Scillieri,  M.D.,  at  220  Engle  Street,  Engle- 
wood, New  Jersey  07631. 


Family  Practice  Examination 

I he  .\merican  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  examination 
lor  cerlifitation  in  various  centers  throughout 
the  Cuited  States.  'Fhe  examination  will  he 
over  a two-day  period  on  .April  29  and  30, 
1972.  Inlonuation  reganling  the  examination 
may  Ite  obtained  l)y  writing  to  Nicholas  J. 
Pisacano.  M.D.,  Secretary,  .\meric:in  Board  of 


Family  Practice,  University  of  Kentucky  Med- 
ical Center,  Annex  2,  Room  229,  Lexing- 
ton, Kentucky  40506.  Deadline  for  completed 
applications  is  February  1,  1972. 

Breast:  Tumors  and  Reconstruction 

The  American  Society  of  Plastic  and  Recon- 
structive Surgeons  is  giving  a two-day  sym- 
posium, February  4 and  5,  1972,  in  conjunc- 
tion with  the  Sloan-Kettering  Cancer  Center, 
on  problems  of  the  female  breast.  The  pro- 
gram includes  methods  in  use,  augmentation 
of  the  breast,  mammoplasties,  mastectomies, 
and  reconstruction  after  mastectomy.  The 
fee  is  3100  and  registration  is  limited.  For 
more  details,  please  write  to  Reuven  K. 
Snyderman,  M.D.,  Memorial  Sloan-Kettering 
Cancer  Center,  444  East  68th  Street,  New 
York,  10021. 


Proctology  Seminar 

The  next  Congress  and  Teaching  Seminar  of 
the  International  Academy  of  Proctology  will 
be  held  at  the  Town  and  Country  Hotel,  San 
Diego,  California,  April  7 to  14,  1972.  Scien- 
tific sessions  are  planned  for  Monday  through 
Thursday,  .April  10  to  13.  .All  physicians  are 
invited  to  attend  these,  at  which  time  physi- 
cians from  abroad  and  the  Fruited  States  are 
schedided  to  present  many  worthwhile  pa- 
j)ers.  Further  information  may  he  obtained 
from  the  International  .Academy  of  Proctolo- 
gy, 147-41  Sanford  .Avenue,  Flushing,  New 
York  11355. 


AHENTION  COMPONENT  SOCIETIES 
Please  Note! 

The  206th  Annual  Meeting  of  MSNJ  will 
be  held  May  6 to  9,  1972.  Please 
schedule  your  county  meeting  for  elec- 
tion of  delegates  and  alternate  dele- 
gates so  that  the  names  can  be  for- 
warded to  the  Executive  Offices  no  later 
than  April  1,  1972. 
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ai  miormation  available  to  the  profession  on  request 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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when 

B-l  symptoms 
demand 
a potent 
synthetic 
anticholinergic 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 
Forte 


INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
dicated  for. patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
:ute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
reliable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
ended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm: 
')  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis:  (4)  cholecystitis,  chronic 
ancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
mdrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
ay  be  indicated,  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
3n.  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PFI 
Drte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
aucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
lurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
'ugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
3SS,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
blet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
atient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
iquired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
HR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
iblets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va, 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins^  too,  relative  needs  determine  the  choice. 

Alow  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragrair 

High  Potency  Vitamin  Formula 

Theragian-M 


High  Potency  Vitamin  Formula  with  Minerals 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


September 

8 Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Hypertensive  Physiology  and  Treatment 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Angina  ^Vithout  Obstructive  Coronary  Disease 

13-17  Academy  of  Medicine  of  New  Jersey 
University  of  Rome  and  University  of 
Belgrade 

Postgraduate  Medical  Symposium 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Coronary  Patients  from  the 
Acute  to  Extended  Care  of  Convalescence 

20  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Building  a Personal  Medical  Library 

22  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Nevyark 

Effect  of  Gynecologic  System  on  Urologic 
System 

23  Burlington  Coimty  Memorial  Hospital 
Mount  Holly 

The  Evaluation  of  Patients  for  Surgical  Treat- 
ment of  Coronary  Artery  Disease 

29  Academy  of  Medicine  of  New  Jersey 

Saint  Michael’s  Medical  Center 
Newark 

Acute  Renal  Failure 

30  Burlington  County  Memorial  Hospital 
Mount  Holly 

Experience  in  Surgery  for  Coronary  Heart 
Disease 

October 

5 Academy  of  Medicine  of  New  Jersey 

Holy  Name  Hospital 
Teaneck 

Hypertension  and  the  Newer  Diuretics 


6 American  Academy  of  General  Prac- 
tice, tbe  Academy  of  Medicine  of  New 
Jersey,  and  Middlesex  General  Hos- 
pital 

Middlesex  General  Hospital 
New  Brunswick 

Recent  Advances  in  Internal  Medicine  and 
Therapeutics 

7 Burlington  County  Memorial  Hospital 
Mount  Holly 

The  Doctor— Patient  Relationship 

13  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Kidney  Eunctions 

14  Burlington  County  Memorial  Hospital 
Mount  Holly 

Masked  Depression  in  Medical  Practice 

20  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Recurrent  Fevers  of  Unknown  Etiology 

21  Burlington  County  Memorial  Hospital 
Mount  Holly 

Fhe  Influence  of  Language  upon  Symptoma- 
tology in  Foreign-born  Patients 

25-29  Saint  Barnabas  Medical  Center 
Livingston 

Obstetric  and  Gynecologic  Pathology 

27  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 
Newark 

Hospital  Acquired  Infections 

28  Burlington  County  Memorial  Hospital 
Mount  Holly 

Unusual  Post  Surgical  Pain 
November 

4 Burlington  County  Memorial  Hospital 

Mount  Holly 
Cranio-Cerebral  Trauma 

10  New  Jersey  Dental  Association 

Semi-.\nnual  Session 
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10  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark- 

Chronic  Renal  Disease  and  Dialysis 

10  Academy  of  Medicine  of  New  Jersey 
Hoffmann-La  Roche,  Nntley 
Alcoholism 

11  Burlington  County  Memorial  Hospital 
Mount  Holly 

Crushing  Injuries  of  the  Chest 

17  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Pharmacology  of  Diuretics,  Indications  and 
Use 

18  Burlington  County  Memorial  Hospital 
Mount  Holly 

Peritoneal  Dialysis  in  the  Community  Hospital 

24  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Electrolyte  Imbalance 

December 

1 Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Urology,  Including  Prostatic  Disease 

2-3  Saint  Barnabas  Medical  Center 
Livingston 

Gynecological  Endoscopy 

2 Burlington  County  Memorial  Hospital 

Interservice  Seminar 

8  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 

Newark 

Urinary  Tract  Infections 


Dr.  William  C.  Wilentz  Retires 

The  State’s  senior  Cotimy  Medical  Ex- 
aminer, William  C.  Whlentz,  M.D.,  has 
been  chief  medical  examiner  of  Middle- 
sex Ccjunty  since  1933.  He  retired  from 
that  position  in  July  1971  and  received 
an  editorial  accolade  frcan  the  New  Bruns- 
wick Daily  Home  News,  in  his  home 
county. 


8 Academy  of  Medicine  of  New  Jersey 
Bergen  Pines  Hospital 

Paramus 

Pacemaker;  Electrode  and  Vascular  Surgery 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

The  Management  of  Suspected  Testicular 
Neoplasm 

11  Academy  of  Medicine  of  New  Jersey 

Section  on  Dermatology 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Medical  and  Surgical  Management  of  Uro- 
lithiasis 

30  Burlington  County  Memorial  Hospital 

Mount  Hollv 

Evaluation  and  Management  of  the  .Arthritic 
Hip 

1972 

January 

6 Burlington  County  Memorial  Hospital 

Mount  Holly 

Viral  Hepatitis:  A Reappraisal  of  Mild  Hyper- 
tension 

11  Academy  of  Medicine  of  New-  Jersey 
Bloomfield 

Sectional  Meeting:  Dermatology 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Current  Concepts  of  Cardiomyopathy 

19  Academy  of  Medicine  of  New  Jersey 

College  of  Medicine  and  Dentistry-  at 
Newark 

Advances  in  Radiotherapy 

20  Burlington  County  Memorial  Hospital 
Mount  Holly 

Current  Trends  in  the  Therapy  of  Mild 
Hypertension 

27  Burlington  County  Memorial  Hospital 

.Mount  Holly 

Orthostatic  Hypotension 

Februarv 

3 Burlington  County  Memoriid  Hospital 

Mount  Holly 

Problems  Related  to  .Antidiuretic  Hormones 

10  Burlington  County  Memorial  Hospital 

Mount  Holly 

Neurological  Complications  of  A’isceral  Car- 
cinoma 
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Dr.  Robert  T.  Bryan 

A cerebral  hemorrhage  on  May  18,  1971, 
took  the  life  of  Robert  T.  Bryan,  M.D.,  the 
48-year  old  Director  of  Laboratories  at  the 
Morristown  Memorial  Hospital.  ^Vith  a medi- 
cal degree  from  the  University  of  Arkansas 
(class  of  1950),  he  did  graduate  work  in 
pathology,  becoming  a diplomate  in  that 
specialty.  After  serving  as  pathologist  in 
hospitals  in  New  York  State  and  in  Texas, 
he  came  to  Morristown  in  1906.  During 
World  War  II  he  was  a staff  sergeant  in  the 
infantry,  and  entered  medical  school  after 
being  demobilized  from  that  service. 

Dr.  Richard  R.  Chamberlain 

Essex  County  lost  one  of  its  most  distin- 
guished and  useful  members  on  July  7,  1971, 
with  the  death  of  Richard  R.  Chamberlain, 
M.D.  He  was  Secretary  of  the  Essex  (iounty 
Medical  ScKiety  at  the  time  of  his  <leath  at 
age  61.  He  received  his  M.D.  at  the  Universi- 
ty of  \'irginia  in  1934  and  came  to  New  Jer- 
sey to  intern  that  year  at  the  Orange  Memori- 
al Hospital.  He  was  nationally  known  for  his 
service  as  Chairman  of  the  AM.A  Section  on 
General  Practice  in  19fi8.  A few  years  earlier, 
he  had  been  Chairman  of  the  General  Prac- 
tice Section  of  1 he  Medical  .Society  of  New 
Jersey.  When  the  .American  .Academy  of  Gen- 
eral Practice  set  up  its  first  Test  Committee, 
he  was  a member.  Dr.  Chamberlain  was  affili- 
ated with  St.  Barnabas  Hospital  in  Livingston 
and  the  Medical  Center  at  Orange.  He  served 
a tour  of  duty  as  President  of  the  Medical 
Staff  of  that  hospital  in  I960.  He  was  Pres- 
ident of  the  New  Jersey  .Academy  of  General 
Practice  and  of  the  Clinical  Society  of  the 
Oranges. 

Dr.  Sidney  Z.  LIntz 

Born  in  1911,  Sidney  Z.  Lintz,  M.D.,  of 
Swedesboro  died  on  May  8,  1971.  He  was  a 
general  practitioner,  active  in  committee 


work  for  our  Gloucester  County  Medical  So- 
ciety and  in  the  programs  of  the  New  Jersey 
Chapter  of  the  American  .Academy  of  General 
Practice.  Dr.  Lintz  earned  his  M.D.  at  the 
University  of  Pennsylvania  in  1937. 

Dr.  Carmelo  A.  Musetto 

Carmelo  A.  Musetto,  M.D.  was  a 1930  gradu- 
ate of  Long  Island  Medical  College.  From 
1942  to  1946  he  served  in  the  United  States 
Navy  as  a Lieutenant  Commander  in  the 
Medical  Corps.  He  was  a stirgeon  with  sjje- 
cial  interest  in  proctology',  and  was  board 
certified  in  that  specialty.  He  was  on  the  stall 
of  the  Riverside  Hospital  in  Boonton  and  a 
member  of  our  Morris  County  Medical  .So- 
ciety. Born  in  1906,  he  was  65  years  old  at 
the  time  of  his  death  on  June  30,  1971. 

Dr.  Harvey  RInzIer 

.A  founder  of  the  Community  Memorial  Hos- 
jjital  in  Toms  River  and  a Past-President  of 
the  Ocean  County  Medical  Society,  Harvey 
Rinzler,  M.D.,  died  on  the  first  day  of  sum- 
mer. He  was  a family  doctor  with  special  in- 
terest in  anesthesiology.  He  was  affiliated 
with  the  Paul  Kimball  Hospital  in  Lakewood, 
as  well  as  with  the  hospital  in  Toms  River. 
During  ^Vorld  \Var  II,  he  was  a major  in  the 
.Army  of  the  United  States.  He  received  his 
M.D.  degree  at  Bellevue  in  1937  at  the  age 
of  23. 

Dr.  Edward  P.  Seidmon 

Born  in  1906,  Edward  P.  Seidmon,  M.D.,  died 
on  July  7,  1971.  He  was  a 1932  graduate  of 
the  medical  school  at  the  bbiiversity  of  Illi- 
nois, and  practiced  pediatrics  in  Chicago  un- 
til 1940.  He  then  did  graduate  work  in  aller- 
gy in  New  A'ork,  served  as  a major  in  the 
medical  corps  of  the  .Vrmy  of  the  United 
States,  and  later  developed  an  allergy  practice 
in  Plainfield.  He  was  an  active  member  of 
our  Union  County  Medical  Society,  and  on 
the  staH  of  the  Hunterdon  County  Medical 
(ienter  (Flemington)  and  the  Muhlenberg 
Hospital  (Plainfield).  For  more  than  a dec- 
ade, he  was  a member  ol  our  .Annual  Meet- 
ing Committee. 
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Handbook  of  Pediatrics,  9th  Edition.  Henry  K.  Silver, 
M.D.,  C.  Henry  Kempe,  M.D.,  and  Henry  B.  Bruyn, 
M.D.,  Los  Altos,  California,  1971,  Lange  Publications. 
Pp.  713.  (Softback,  price  not  stated) 

I'hough  not  intended  to  be  a substitute  for  a standard 
pediatric  text,  this  is  a comprehensive  work,  geared  to 
meet  the  needs  of  a pediatric  house  officer,  medical 
student,  practicing  physician,  or  pediatrician.  It  in- 
cludes chapters  outlining  the  pediatric  history  and 
the  physical  examination;  management  of  illness; 
growth  and  development;  nutrition  and  feeding; 
chemotherapeutic  agents  and  antibiotics.  Ruth  S. 
Kempe  contributes  the  chapter  on  emotional  problems. 
The  material  on  fluid  and  electrolyte  disorders 
(written  by  Robert  W.  Winters)  is  more  than  one 
would  expect  in  a handbook. 

The  soft  cover  does  not  lend  itself  to  longevity.  The 
reviewer’s  copy  became  shabby  in  short  order.  The 
inside  back  cover  (which  deals  with  cardiac  arrest)  is 
incomplete  because  dosages  for  epinephrine,  bicar- 
bonate. and  calcium  are  not  listed,  and  this  is  not  a 
time  to  cross  reference.  On  the  whole,  however,  the 
book  is  well  worth  having.  This  ninth  edition  is  a 
tribute  to  its  usefulness. 

Albert  P.  Rosen,  M.D. 


Human  Relations — Law  Enforcement  in  a Changing 
World.  Alan  Coffey,  Edward  Eldefonso,  and  Walter 
Hartinger.  Prentice-Hall,  Englewood  Cliffs,  N.J.  Pp. 
240.  ($9.95) 

Law  enforcement  officers  are  here  offered  a basic 
knowledge  of  the  sociologic  and  psychologic  factors 
involved  in  riots,  hatred  of  the  police,  and  civil 
disturbances.  This  is  a useful  source  book  for  phy- 
sicians called  on  to  give  talks  before  or  lead  dis- 
cussions among  police  officers  or  recruits.  The  book 
stresses  the  importance  of  police  officials  establishing 
solid  and  friendly  contacts  with  high  school  prin- 
cipals, clergymen  and  social  agencies,  and  urges  fre- 
quent open  houses  at  police  precincts.  They  recog- 
nize that  American  police  have  little  experience  in 
handling  riots  among  college  students,  and  perhaps 
too  much  experience  in  trying  to  contain  riots 
among  militants  in  the  minority  groups.  They  try 
to  give  a reasonable  explanation  for  violence,  but 
yield  to  no  one  in  their  insistence  that  inadequate 
enforcement  or  failure  to  control  mobs  is  a factor 
in  worsening  the  problem. 

They  see  college  riots  as  mere  manifestations  of  what 
they  call  "youthful  exuberance.”  It  does  not  seem 
to  have  occurred  to  them  that  sometimes  these  are 
expressions  of  honest  dissent  and  genuine  concern 
about  contemporary  problems.  Indeed,  the  authors 
warn  that  riots  in  the  past  have  toppled  governments. 

Certainly  police  officers  who  seriously  study  this  book 
will  be  given  a deeper  understanding  of  riotous  or 
grossly  disturbed  behavior.  Psychologic  and  sociolog^c 


factors  are  spelled  out  and  discussed.  A sort  of  Pan- 
glossian  optimism  pervades  the  text.  Thus  in  London 
a few'  years  ago,  a large  crowd  demonstrated  in  front 
of  the  U.S.  Embassy  (can  you  guess  why?)  . The  police 
handled  them  gently  and  at  the  end  of  the  day  a 
group  of  w'eary  demonstrators  sang  “Auld  Lang  Syne.” 
The  bobbies,  say  the  authors,  joined  in  the  singing. 

If  it  were  only  that  simple! 

Henry  A.  Davidson,  M.D. 


Taste  and  Smell  in  Vertebrates.  (Ciba  Foundation 
Symposium)  Edited  by  G.  E.  W.  Wolstenholme  and  Julie 
Knight.  J.  & A.  Churchill,  London,  1970.  Pp.  420.  (Price 
not  stated) 

This  is  a beautiful  illustration  in  itself  of  the 
“scientific”  application  of  some  of  the  greatest  tech- 
nological advances  of  our  civilization.  Yet  it  shows 
how  very  sterile  some  of  the  most  intricate  technology 
can  be.  Here  are  numerous  illustrations  of  the  fine 
detail  that  electronic  microscopy  has  opened  up  to 
the  scientist.  Some  of  the  scanning  photographs  are 
scientific  works  of  art.  The  electroencephalograph 
also  has  a role  in  this  book.  These  are  wonderful 
tools.  But  one  puts  down  the  book  with  the  feeling 
that  perhaps  the  tools  had  been  working  under  their 
own  guidance.  There  seems  to  be  no  direction,  no 
central  guiding  spirit,  no  goal  in  this  book,  no  rela- 
tionship to  life,  to  man,  to  medicine. 

Lowenstein  who  chaired  four  other  symposia  on 
sensory  functions  in  vertebrates  as  well  as  the  present 
one,  noted  that  taste  and  smell  are  the  "Cinderellas 
of  the  senses.”  This  may  well  be  true  in  more  ways 
than  one.  For  the  scientists  in  this  symposium  have 
ignored  the  beauty  of  taste  and  smell.  IVhen  taken 
in  relation  to  life  and  to  each  other  these  senses  reveal 
themselves  as  that  basic  chemosensory  function  that 
enabled  the  just-originating  living  organisms  to  select 
the  salubrious  from  the  environment  and  to  reject  the 
toxic.  It  is  difficult  for  me  to  take  seriously  any 
symposium  on  taste  and  smell  that  is  not  related  to 
this  fundamental  proposition.  In  a sense,  the  book 
is  not  related  to  life.  Nor  is  it  related  to  medicine. 
As  this  symposium  was  organized  and  as  published 
it  has  only  limited  value  for  the  medical  practitioner. 

Harold  E.  Lippman,  M.D. 


VD:  Facts  You  Should  Know.  Andre  Blanzaco,  M.D. 

New  York,  1970,  Lothrop,  Lee,  and  Shepard.  Pp.  63. 

($3.95) 

This  brief  factual  book  is  addressed  to  teenagers.  It 
is  clear  and  simple,  and  uses  repetition  and  self-testing 
questions  and  answers  for  teaching  fundamental  facts 
about  gonorrhea  and  sv'philis.  The  style  of  writing 
seems  condescending  at  times.  There  are  a few  pages 
of  illustrations,  artistically  designed,  but  without  any 
accompanying  explanatory  text. 

The  last  chapter  of  the  book  gives  a brief  history  of 
the  spread  of  venereal  disease  throughout  our  civilized 
world.  Probably  because  it  doesn't  try  so  hard  to  teach, 
it  makes  for  much  easier  reading.  .A  minor  fault  which 
I found  annoying— and  which  was  commented  on  by 
the  several  young  people  to  whom  I showed  the  book 
—was  the  author’s  use  of  the  words  "mating”  or  “in- 
timate contact”  when  he  meant  sexual  intercourse.  In 
talking  to  teenagers  today,  we  really  do  have  to  tell  it 
like  it  is. 

Lillian  Rosenberg,  M.D. 
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Surgery  and  Biology  of  Wound  Repair.  Erie  E.  Pea- 
cock, Jr.,  M.D.  and  Walton  Van  Winkle,  Jr.,  M.D. 
Philadelphia  1970,  Saunders.  Pp.  630.  Illustrations 
338.  ($21.50) 

Peacock  and  Van  ^Vinkle  have  undertaken  a monu- 
mental task,  presenting  a definitive  book  on  wound 
healing.  They  are  to  be  admired  for  handling  it  in 
such  a fine  fashion.  The  book  embraces  the  entire 
field  of  wound  healing  from  the  cellular  response  to 
injury  (particularly  produced  by  the  surgeon’s  knife) 
where  the  usual  inflammatory  action  subsides  in  about 
five  days  to  granulomatous  tissue  response. 

The  biochemical  sections  on  wounds  and  their  make- 
up are  very  good.  Portions  are  devoted  to  tendon, 
fascia  and  muscle,  peripheral  nerve,  and  bone  repair. 
The  comments  on  control  of  abdominal  adhesions  are 
very  pertinent  particularly  when  one  realizes  that  this 
enormously  important  problem  is  not  yet  completely 
solved.  All  surgeons  will  profit  from  reading  the  sec- 
tion on  "wound  contraction  in  humans,”  which  is 
illustrated  dramatically. 

The  book  will  be  of  service  to  surgeons  in  general  and 
contains  clinical  and  basic  science  material  which  is 
formulated  and  presented  very  nicely.  Medical  libraries 
will  find  considerable  demand  for  the  book.  It  will  be 
of  use  to  surgeons  in  their  own  private  libraries.  It  is 
attractively  bound  and  covered  and  the  type  composi- 
tion is  sharp.  This  book  is  recommended  highly. 

Robert  K.  Spiro,  M.O. 


Clinical  Treatment  of  Back  and  Neck  Pain.  Hans 
Kraus,  M.D.,  McGraw-Hill,  New  York,  1970.  Pp.  156. 
( Price  not  stated) 

Back  pain  and  neck  pain  are  here  seen  as  local  dis- 
orders related  to  inadequate  exercise,  poor  posture, 
and  emotional  stress.  The  author  describes  a technic 
for  examination  which  stresses  the  finding  of  trigger 
points,  the  appraisal  of  the  function  of  the  muscles  of 
posture  and  the  assay  of  muscle  tension.  Treatment  is 
presented  in  terms  of  proper  exercise,  keeping  the 
patient  ambulatory',  use  of  surface  anesthetics,  and 
physical  therapy. 

Joseph  Leo  Barone,  M.D. 


Molecular  Properties  of  Drug  Receptors  (Ciba  Sym- 
posium) Ruth  Porter  and  Maeve  O'Connor,  Editors. 
Baltimore,  1971,  Williams  and  Wilkins.  Pp.  298.  Illus- 
trated. (Price  not  stated) 

Dr.  F.  H.  C.  Crick,  of  "double  helix”  fame,  chaired 
this  symposium  which  was  held  in  January,  1970.  It 
is  introduced  by  a general  reyiew  of  the  pharmacologic 
properties  of  receptors,  followed  by  specific  reports  on 
the  receptors  of  cholinergic,  adrenergic,  and  motor 
endplate  postsynaptic  membrane  systems.  There  are 
then  papers  on  active  sites  in  enzymes,  including 
crystallographic  studies  of  lysozyme  and  nuclear  mag- 
netic resonance  studies  of  staphylococcal  nuclease. 
Included  also  are  studies  on  conformational  changes 
in  proteins  studied  by  fluorescent  probes,  interactions 
of  subunits  of  hemoglobin,  and  conformational  tran- 
sitions in  the  course  of  membrane  excitation.  Finally, 
there  are  reports  on  affinity  labeling  of  protein 
active  sites,  counting  of  acetylcholine  receptors  in  the 
electroplax,  and  general  attempts  at  characterization 
of  receptors.  Each  report  is  followed  by  a discussion 
among  all  of  the  symposium  participants. 


Only  readers  equipped  with  strong  backgrounds  in 
molecular  biology,  pharmacodynamics,  biochemistry 
and  physical  chemistry  should  attempt  to  extract  in- 
formation from  this  very  technical,  very  basic,  and 
very  important  symposium.  There  are  no  easily  fountl 
cursives  which  would  allow  a stranger  to  come  away 
from  this  book  feeling  he  has  glimpsed  even  a small, 
clear  view  of  this  vital  field. 

Hyman  \V.  Fisler,  M.D. 


Sensorineural  Hearing  Loss.  (Ciba  Symposium)  G.  E. 
W.  Wolstenholme  and  Julie  Knight,  Editors.  Williams 
and  Wilkins,  Baltimore,  1971.  Pp.  358.  Illustrated.  (Price 
not  stated.) 

Webster’s  Dictionary  defines  a symposium  as  a “Con- 
ference at  which  a particular  subject  is  discussed  and 
opinions  gathered.”  This  book  would  qualify  rather 
vaguely  under  this  definition  as  there  is  a tenuous 
thread  connecting  the  various  chapters  under  the 
over-all  title.  .-Ml  chapters  represent  papers  delivered 
at  the  symposium  in  London  in  December,  1969.  The 
disadvantage  of  this  type  of  book  is  the  lack  of  con- 
tinuity of  sidjject  and  continuity  of  quality.  1 would, 
however,  recommend  that  otologists  read  the  chapter 
by  Engstrom,  "Organ  of  Corti  and  Noise  Damage." 
The  illustrations  are  superb.  Also  special  mention 
should  be  made  of  J.  .Sade’s  article,  “Otitis  Media 
and  Muco-C.iliary  System.”  Many  of  the  chapters  are 
not  of  deep  interest  to  the  average  clinician. 

Discussions  at  the  end  of  each  chapter  add  much  to 
the  appreciation  of  the  preceding  material  and  are 
the  best  parts  of  this  book.  I would  suggest  that  all 
readers  of  this  book  obtain  a similar  International 
Symposium,  "Sensorineural  Hearing  Processes  and 
Disorders,”  given  at  the  Henry  Ford  Hospital  in 
March  196.5.  I'here  has  been  \ery  little  new  added 
to  this  subject  since  then  and  if  one  cotnpares  the  two 
books,  the  new  one  comes  out  second  best.  1 would 
like,  however,  to  recommeml  this  book  to  the  clinical 
otologist  as  a reference  for  some  of  the  excellent 
chapters  and  the  discussions. 

Henry  Z.  Goldstein,  M.D. 


Children  of  Mentally  III  Parents.  Elizabeth  Rice, 
M.S.,  Miriam  Ekdahl,  M.S.S.,  and  Leo  Miller,  Ph.D. 
New  York,  1971,  Behavioral  Publications.  Pp.  266. 
($9.95) 

Little  attention  has  been  paid  to  the  emotional  risk 
(and  sometimes  the  physical  risk)  to  children  of 
emotionally  ill  parents.  Thus,  there  is  much  pressure 
now  for  early  release  of  adults  from  mental  hospitals, 
with  little  concern  about  the  possibly  traumatic  effect 
on  the  children  of  premature  release.  In  this  volume, 
a study  is  reported  of  652  children  who  had  parents 
in  a Massachusetts  State  Hospital.  It  was  found  that 
the  mother’s  emotional  sickness  had  more  impact  on 
the  children  than  the  father's.  It  was  also  found  that 
state  hospitals  seldom  seemed  to  take  much  interest 
in  the  home  care  of  the  children  of  their  adult  pa- 
tients. A large  proportion  of  the  children  seemed  to 
have  become  upset  by  the  illness  of  the  parent,  and  a 
lesser  proportion  were  neglected  or  abused  as  a re- 
sult of  the  family  breakdown.  The  multiple  problems 
of  these  children  are  here  spelled  out,  and  the  in- 
adequacy of  our  community  resources  to  cope  with 
these  problems  is  also  sadly  underlined. 

Abraham  Leff,  M.D. 
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FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 

Summit,  N.  J.  07901  (201)  277-0143 

An  intensive  treatment  mental  health  center  with  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 

Sergio  D.  Estrada,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Director  of  Research 

Oscar  Rozett,  M.D.,  Medical  Administrator  Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Program 

Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 

Electro  and  Indoklon  shock  therapies.  Insulin  coma  therapy.  Pharmacotherapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 


For  descriptive  literature  write  Thomas  P.  Prout,  Jr.,  Administrator 


TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER  presents  the 
15th  Annual  Postgraduate  Course,  Recent  Advances  in  Medicine, 
on  8 consecutive  Wednesdays  from  October  13th  to  December  1st, 
1971  from  11:00  to  4:00  p.m. 

Aims  of  Course:  Problems  in  Clinical  Practice 

Methods:  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lectures, 
Panel  Discussions,  Luncheon  with  the  Experts,  all  with  audience  participa- 
tion. 


Faculty:  Members  of  the  Department  of  Medicine  and  other  selected  Departments 

of  Temple  University  Health  Sciences  Center. 

Guest  Faculty: 


Dr.  James  B.  Wyngaarden 
Professor  and  Chairman 
Department  of  Medicine 
Duke  University  Medical  Center 

Dr.  W.  Proctor  Harvey 
Professor  of  Medicine 
Director,  Division  of  Cardiology 
Georgetown  University  Medical  Center 


Dr.  Henry  Wagner,  Jr. 

Professor  of  Radiologic  Sciences 
Johns  Hopkins  University 
Director,  Nuclear  Medicine 
Johns  Hopkins  Hospital 

Dr.  David  H.  P.  Streeten 

Professor  of  Medicine 

State  University  of  N.  Y.  at  Syracuse 


Dr.  Harold  I.  Lief,  Professor  of  Psychiatry,  University  of  Pennsylvania 
A.A.G.P.  Credit  requested. 


For  further  information  and  Curriculum — Department  of  Medicine 
Temple  University  Health  Sciences  Center 
3401  N.  Broad  Street,  Philadelphia,  Pennsylvania  19140 
Sol  Sherry,  M.D.,  Chairman,  Department  of  Medicine 
Albert  J.  Finestone,  M.D.,  Director  of  Course 
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CLASSIFIED  ADVERTISEMENTS 


OPHTHALMOLOGIST— 33,  married,  board  eligible: 
Desires  partnership,  group,  or  solo  practice.  Avail- 
able January  1972.  Write  Box  No.  205,  c/o  THE 
JOURNAL. 

OFFICE  FOR  RENT  —Newark,  New  Jersey,  completely 
equipped  doctor's  office  on  Mount  Prospect  Avenue. 
X-ray  room,  2 examining  rooms,  large  waiting  room 
and  consultation  room.  Up-to-date  equipment.  Ex- 
cellent opportunity  for  General  Practitioner  or  Proc- 
tologist or  other.  We  rent  furnished  or  unfurnished, 
tall  (201)  482-1608  or  482-0519. 


PRACTICE  AVAILABLE-Death  of  M.D.  in  Toms  River 
leaves  high  income  practice  for  General  Practitioner 
or  Internist.  Fully  equipped,  modern  office,  adjacent 
hospital,  sublease.  TVill  introduce.  Call  (201)  244- 
4146. 


SPACE  AVAI LABLE —Jersey  Shore,  any  medical  or 
surgical  specialty,  in  new  medical  building  about  to 
begin  construction,  to  be  completed  about  .March 
1972.  Near  three  hospitals.  Will  build  to  suit  your 
specifications.  TVrite  Box  No.  204,  c/o  THE  JOUR- 
NAL. 


Informafion  for  Advertisers — RATES:— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


VIRGIN  ISLAND  PARADISE 

Renew  yourself  at  off-season  rates  in 
our  luxuriously  furnished  $100,000 
villa  on  beautiful  Cowpet  Bay,  St. 
Thomas!  Balcony  with  magnificent  view, 
private  beach,  water  sports,  maid 
service!  Call  (201)  549-6102  or  (201) 
388-0760  now  for  tranquility!  Weekly 
or  monthly. 


OB-GYN  WANTED 

Board  eligible  or  certified  Obstetrician/ 
Gynecologist  to  head  department  in 
225-bed  northern  New  Jersey  hospital. 
All  replies  confidential. 

contact:  John  W.  Pollina,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  N.  J.  07662 


UROLOGIST  WANTED 

Board  eligible  or  certified  to  join  staff 
of  225-bed  northern  New  Jersey  hos- 
pital. All  replies  confidential. 

contact:  John  W.  Pollina,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  N.  J.  07662 


HALL-BROOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to  community  health  care  and  education. 

Elisabeth  Solomon  Albert  M.  Moss,  M.D. 

Executive  Director  Medical  Director 


HALL-BROOKE  HOSPITAL 

A JCAH  accredited  hospital  for  care  and  treat- 
ment of  psychiatric  disorders  within  a therapeutic 
community. 

Leo  H.  Berman,  M.D., 

Director  of  Professional  Services 


HALL-BROOKE  SCHOOL 

A special  educational  facility  for  adolescents  of 
high  school  age  who  are  in  psychiatric  treatment. 

Edgar  J.  Appelman, 

Director 


47  Long  Lots  Road 
Westport,  Connecticut  06880 
Telephone:  (203)  227-1251 


VITAMIN  C 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 


Samples  on  Request 
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397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
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MORRIS  HALL 

Health  and 
Rehabilitation  Center 


Route  206,  2381  Lawrence  Road,  Lawrenceville,  NJ.  08648 


FOR  YOUR  EXTENDED  CARE  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  + 159  Extended  Care  Beds) 

• Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• staff  Medical  Director  and  Physiatrist 

• Physicians  may  refer  and  treat  their  own  patients  at  Center 

MEDICAL  STAFF  AND  ACCREDITATION 

• J.  Michael  Fiorello.  M.D.,  Medical  Director — Pro-Tern 

• Fred  G.  Schw'ing,  M.D.,  Board  Certified  Physiatrist 

• Ruth  Rahilly,  R.N.,  B A.  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Approvals  (Medicare  — Medicaid  — New  Jersey  Blue  Cross  — New  Jersey  Rehabilitation 
Commission) 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs! ! I 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 


anxiety: 
a time  bomb 

library 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


SEP  2 11971 


NEW  VORH  ACADEfW 


Librium’ 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  oil 
CNS-octing  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  oddiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

UFE  INSURANCE 

to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 

surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

H.K.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPORATE  MASTERPLAN 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 
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Announcing- 

a new  commitment  to  health  care 


Roche  Clinical  Laboratories 
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Professional 

Consultation 


Computerized 
Quality  Control 
» to  prevent  error 


An  Advanced 
Diagnostic  Center  for 
Standard,  Endocrine  J 
and  Special  Laboratory  M 


Automated  Diagnostic  Analysis 
for  most  tests 


A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


Personal  Service  through  Roche  Professional  Representatives. 


The  Roche  Professional  Representative  welcomes  the  opportunity  to  introduce  our  laboratory  service  to  you. 
Please  fill  in  the  coupon  below  for  additional  information. 


I 
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Roche  Clinical  Laboratories,  Inc. 

1 Fairfield  Crescent,  West  Caldwell,  New  Jersey  07006 


Name, 


Gentlemen: 

I am  interested  in  learning  more  about  Address 

Roche  Clinical  Laboratories'  Services. 

□ Please  send  the  Roche  Clinical  Laboratories  City State, 

Reference  Manual. 


□ Please  have  a Roche  Professional  Representative 
contact  me. 


Zip 


.Tel.  No,. 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 
It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  accidents  , 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 


I 


VITAMIN  C 
CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranos  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phcnobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phcnobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  arc 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbilal-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.J.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 


Same  price  as 
150 -ml.  size* 


Two  dosage 
strengths - 
125  mg.  5 ml. 
and 

250  mg.  /5  ml. 


V-CillinKi  Pediatric 

potassium 

phenoxymethyl  - 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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EDITORIALS 

Vote  “Yes”  on  the 
Bond  Issue 

A referendum  offers  demotracy  in  pure  cul- 
ture. H'e  uill  have  our  day  this  November 
when  you  and  I are  given  a chance  to  vote  on 
a bond  issue  earmarked  for  “higher  educa- 
tion.” The  lion’s  share  of  this  is  aimed  direct- 
ly at  medical  and  dental  education,  though 
other  educational  needs  (particularly  teacher 
training)  are  not  neglected.  The  factors 
which  make  an  affirmative  vote  so  necessary 
are  detailed  in  the  memorandum  from  Dr. 
Bergen  on  page  817  of  this  Journal. 

It  is  seldom  that  this  Society  or  its  Journal 
comes  out  in  support  of  an  issue  at  the 
November  elections.  This,  however,  is  one  of 
the  rare  occasions  where  the  issue  can  be  put 
this  simply.  There  either  is  or  is  not  a futtire 
for  medical-dental  education  in  our  state. 
And  this  is  one  way  to  show  where  we  do 
stand.  Dr.  Bergen's  memorandtim  cites  the 
supporting  figures  which  suggest  that  up  to 
now  health  education  in  our  state  has  not 
l)een  batting  in  the  big  leagues.  Here  is  our 
chance  to  move  it  in  that  direction. 


Quacking  Is  Not  Yet  Stilled 

“Physicians,  as  conservators  of  the  public 
health,  are  bound  to  bear  emphatic  testimony 
against  quackery  in  all  its  forms.”  So  said  the 
.Vmerican  Medical  .Association’s  Clinical  Con- 
vention in  Philadelphia  in  December.  The 
year  was  1817! 

From  its  inception  124  years  ago,  the  Ameri- 
can Medical  .Association  has  been  battling 
(piacker)'  and  is  dedicated  to  a continuation 
of  this  warfare  against  wasting  the  nation’s 
health  and  its  health  care  dollars  ...  of 
fighting  fraud  at  the  bedside  of  ill  and  des- 
perate people. 


The  health  quack  is  not  so  easy  to  spot  these 
days.  The  stovepipe  hat  and  the  pitchman’s 
hawking  have  gone.  In  their  place  are  their 
space-age  counterparts,  the  suave,  sophisti- 
cated super  salesmen  with  smooth  manners. 
These  merchants  of  menace,  more  insidious 
and  unscrtipulous  than  ever,  have  many  neAv 
products,  diet  fads,  valueless  food  supple- 
ments, u-seless  cosmetic  devices  and  treat- 
ments, and  worthless  “cures”  for  everything 
— even  into  the  area  of  brain  damaged  chil- 
dren and  mental  illness. 

They  bilk  the  undiscerning,  the  uninformed, 
the  desperate,  and  the  unsuspecting  of  all 
ages.  The  estimates  of  the  costs  of  medical 
(juackery  have  been  responsibly  put  as  high 
as  a billion  dollars  a year.  One  authority  has 
stated  that  “medical  cpiackery  each  year  costs 
more  lives  than  all  crimes  in  the  United 
•States.” 

ft  is  this  cost  of  life — ami  health — that  has 
placed  -America’s  physicians  in  the  front  lines 
of  the  war  on  quacks.  It  is  the  insidious  side 
effect  of  cpiackery  with  which  medicine  con- 
cerns itself — the  delay  in  proper  medical  care 
that  may  cost  life  itself.  It  is  for  this  reason, 
too,  that  the  medical  profession  is  dedicated 
to  education  of  the  people  about  cultism, 
about  any  health  sects  that  turn  their  backs 
on  scientific  medicine. 

4 he  House  of  Delegates  of  the  American 
Medical  .Association  said  in  19.S3:  “Either  the 
theories  and  jiractices  of  scientific  medicine 
are  right  and  those  of  the  cultists  arc  wrong, 
or  the  theories  and  practices  of  the  cultists 
are  right  and  those  of  scientific  medicine  are 
wrong.”  .And  in  1961,  it  resolved  that: 
“There  can  never  be  a majority  party  and  a 
minority  party  in  any  science  . . .” 

•\fter  the  quack  or  cultist  has  extracted  his 
pound  of  flesh — after  the  damage  is  done  and 
after  the  sick  have  Ijecome  the  dying  because 
of  delay  of  proper  care — scientific  medicine  is 
called  upon  to  pick  up  the  pieces.  Medicine 
has  tried  to  do  that  job,  too,  but  how  much 
easier  the  job  would  have  been — how  many 
lives  would  ha\e  been  saved — if  . . . 
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Codeine,  gt^  or  gr  1 

Helps  overpower 


Each  tablet  contains;  aspirin  gr.  3V2,  ~ 
phenacetin  gr.  2V2,  caffeine  gr.  V2. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  1/2 
No.  4 contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
(Warning— may  be  habit  forming.) 


Empirin  Compound  with  Codeine  is  now  classified  in  ScTtedule 
Available  on  oral  prescription  and  may  be  refilled  5 time& 
within  6 months,  unless  restricted  by  State  law. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


Campbell’s  Soups... 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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Breahthe 
ulcer  circuit 
to  hyperacidity, 

hypeimutility  and 
nicer  pain. 


Pra-Bandilne 

propantheline  bromide 

in  Relief  Factor  in  Peptic  Uicer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine“insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  “insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  iunctional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curore-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Eiiects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum^type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. -g., 


SEARLE 


Research  in  the  Service  oi  Medicine 
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sfuffy  and  runnjj  no5e3-  pramptl^ 
IV\Qke5  uour  pc&ients  uaorlda  liffle  sunnier 


Triaminic 


phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 


the  Sunshine  Tablet 


Formtilii)  £ach  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications;  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operata*8angerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability;  In  bottles  of  100,  250. 

Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 
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ORIGINAL  ARTICLES 


Here  in  a jew  pages  is  a useful  manual  of  resuscita- 
tion. 


Resuscitation  in  the 
Emergency  Room* 


James  M.  Blackwood,  M.D. /Newark 

Successful  resuscitation  of  the  se\erely  in- 
jured patient  in  the  emergency  room  depends 
on  the  presence  of  knowledgeable  personnel, 
the  availability  of  properly  maintained 
ecpiipment,  and  a plan  of  organization. 

'fable  I shows  the  injuries  seen  at  the  Mart- 
land  Hospital  Unit  of  the  College  of  Medi- 
cine and  Dentistry  of  New  Jersey  at  Newark. 
Note  the  disprojxtrtionate  number  of  crimes 
of  violence.  Hospitals  near  a busy  freeway 
would  expect  to  see  more  serious  auto  acci- 
dents. Regardless  of  the  types  of  injuries, 
there  are  patients  whose  lives  depend  on 
what  is  done  in  the  first  few  seconds  or  min- 
utes in  the  emergency  room. 

Table  I 

Per  Week- 


Gunshot  Wounds  6 

Stab  Wounds  1.5 

.Muggings  44 

Serious  .Auto  .Accidents  , 1 


:\  busy  city  hospital  emergency  room  is  called 
upon  to  resuscitate  several  patients  each  day. 
The  problem  becomes  more  acute  at  smaller 
hospitals  where  the  emergency  room  coverage 
may  be  less  than  ideal,  and  w’here  the  profes- 
sional personnel  may  not  have  surgical  train- 
ing. Actually  the  emergency  room  should  be 
geared  to  provide  basic  and  urgent  lifesaving 
measures.  After  resuscitation,  if  the  patient 
needs  it,  he  is  taken  directly  to  the  ojierating 


room.  If  the  nature  of  the  injury  so  dictates, 
he  is  moved  to  the  Intensive  Care  Unit  where 
more  sophisticated  diagnostic  and  therapeutic 
technics  can  be  tried.  It  is  important  for 
those  who  are  only  occasionally  called  upon 
to  resuscitate  patients  to  review  these  basic 
measures. 

The  first  rctjuireinent  is  to  establish  adequate 
\entilation.  Mouth  to  mouth  ventilation  is 
often  effective,  but  rarely  indicated  in  the 
emergency  room.  I'he  oxygen  concentration 
of  expired  air  is  adecpiate  for  resuscitation 
and  carbon  dioxide  will  not  hurt  the  patient. 
The  biggest  disadvantage  is  that  the  resuscita- 
tor  can  do  little  else.  Some  patients  have 
active  tuberculosis,  pneumonia,  or  have  re- 
cently vomited,  and  it  takes  exceptional  forti- 
tude to  give  effective  ventilation  under  these 
circumstances.  Also,  if  the  patient  is  venti- 
lated at  an  adequate  depth  and  rate,  the  re- 
suscitator  will  soon  find  himself  feeling  dizzy 
or  light-headed.  ^\’e  recommend  ventilating 
bags  with  either  a face  mask  and  oral  ainvay 
or  an  endotracheal  tube.  The  choice  between 
the  face  mask  or  the  endotracheal  tube  usual- 
ly depends  on  how  obtunded  the  patient  is. 
in  general,  if  the  patient  can  tolerate  it,  a 
cuffed  endotracheal  tube  is  better,  as  it  great- 
ly decreases  the  chance  of  aspirating  gastric 
contents.  Even  the  occasional  rcsuscitaior 


•Read  before  the  Section  on  Surgery,  205th  .Annual 
Meeting.  The  Nfedical  Society  of  New  Jersey,  .Atlantic 
City,  .May  17,  1971. 
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should,  therefore,  learn  to  use  the  laryngo- 
scope and  to  insert  an  endotracheal  tube.  A 
good  practice  is  to  intubate  every  DOA  in  the 
emergency  room.  Magill  forceps  are  particu- 
larly useful  for  the  relatively  inexperienced 
intubator. 

Some  injuries  present  special  ventilator)' 
problems.  A sucking  wound  of  the  chest 
should  be  closed  with  whatever  material  is 
available.  If  the  wound  has  already  been  oc- 
cluded, the  dressing  should  not  be  disturbed 
until  the  patient  is  in  the  operating  room 
ready  for  emergency  thoracotomy.  Flail  chest 
should  be  treated  with  positive  pressure  ven- 
tilation, preferably  with  an  endotracheal 
tube  until  a tracheostomy  can  be  performed. 
Hemopneumothorax,  if  present,  should  be 
treated  with  intercostal  drainage.  In  severe 
maxillofacial  injuries  a 13  gauge  needle  in- 
serted through  the  cricothyroid  membrane 
will  let  the  patient  breathe  until  tracheostomy 
can  be  done. 

Cardiac  arrest  in  trauma  patients  is  usuallv 
associated  with  anoxia  secondary  to  hemor- 
rhage, aspiration,  or  inability  to  breathe  for  a 
variety  of  reasons.  Patients  with  pre-existing 
heart  disease  may  have  arrv'thmias  and  arrest 
with  relatively  minor  trauma.  If  arrest  is  sus- 
pected, closed  chest  cardiac  massage  and  ven- 
tilation should  be  started  immediately,  with- 
out waiting  for  electrocardiographic  evidence 
of  the  arrest.  Only  4 or  5 minutes  are  avail- 
able before  there  is  irreversible  brain  dam- 
age. It  is  almost  impossible  to  feel  peripheral 
pidses  when  closed  chest  cardiac  massage  is 
being  tried.  The  effectiveness  of  the  massage 
is  best  gauged  by  observing  the  pupils.  They 
should  contract  within  45  seconds  if  the  mas- 
sage is  effectively  restoring  circulation.  Once 
effective  circulation  is  re-established,  the  elec- 
trocardiographic leads  can  be  attached  and 
a])propriate  venous  lines  established. 

■Another  therapeutic  maneuver  to  be  consid- 
ered is  the  “chest  thump.”  This  is  a forceful 
l)low  delivered  to  the  pre-cordium  by  the  fist. 
This  will  often  revert  ventricular  tachycardia, 
ventricular  fibrillation,  and  cause  systole 


during  standstill.  The  fist  can  also  be  used  as 
an  external  cardiac  pacemaker  in  cases  of 
heart  block  with  standstill  systole  occurring 
with  each  blow'  of  the  fist. 

After  effective  circulation  is  established  by 
external  massage,  the  electrocardiogram  will 
usually  show  either  ventricular  fibrillation  or 
standstill.  In  either  case,  “chest  thump” 
should  be  tried  at  least  once.  The  D.  C.  defi- 
brillator should  then  be  used  if  ventricular 
fibrillation  persists.  For  standstill,  1 cc.  of 
1/10,000  epinephrine  or  5 cc.  of  10  per  cent 
calcium  chloride  given  intravenously  will  of- 
ten start  fibrillation,  which  can  then  be  revert- 
ed with  the  D.  C.  defibrillator.  Direct  cardiac 
injection  of  these  drugs  is  rarely  indicated. 
Intravenous  (particularly  CVP)  administra- 
tion is  just  as  effective  and  avoids  the  compli- 
cations of  myocardial  laceration  and  peri- 
cardial tamponade.  One  ampule  (about  40 
meq)  of  sodium  bicarbonate  should  be  given 
intravenously  for  every  3 or  4 minutes  that 
the  patient  is  arrested.  Lidocaine  may  be  giv- 
en if  the  heart  is  still  irritable  after  being 
restarted. 

The  hypoxic  heart  cannot  be  restarted.  The 
pupils  should  constrict  w'ithin  45  seconds  af- 
ter effective  closed  chest  massage  begins.  If 
they  do  not,  the  massage  is  not  maintaining 
the  circulation,  and  the  various  drugs  and 
defibrillators  will  not  w'ork.  The  chest  should 
then  be  opened.  An  incision  is  made  in  the 
fourth  interspace  anteriorly,  below  the  breast. 
Bleeding  w'ill  not  be  a problem.  Don’t  worry 
about  asepsis.  Compress  the  heart  about  90 
times  per  minute,  with  the  fingers  behind.  Do 
not  open  the  pericardium,  unless  there  is  per- 
icardial tamponade.  A rib-spreader  is  helpful, 
but  not  essential.  Once  the  chest  is  open  pos- 
sitive  pressure  ventilation  is  necessary. 

Gaining  access  to  at  least  two  major  veins  is 
necessary.  Many  products  on  the  market  facil- 
itate percutaneous  cannulation  of  veins.  This 
may  not  be  easy  in  patients  in  shock.  Physi- 
cians working  in  emergency  rooms  should, 
therefore,  know  how'  to  cut  down  on  veins  at 
any  of  the  major  sites  (Table  II). 
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Table  n 

Saphenous  Vein  at  the  Ankle 
Cephalic  Vein  at  the  Wrist 
Antecubital  Vein 

Cephalic  Vein— Delto-Pectoral  Groove 
External  Jugular  Vein 

Infusion  lines  should  not  be  placed  in  the 
legs  in  cases  of  abdominal  injury.  Central 
venous  pressure  lines  may  be  essential  for 
later  care,  but  may  take  too  long  to  place  to 
be  effective  in  emergency  resuscitation.  CVP 
determinations  may  be  misleading,  if  the 
catheter  is  kinked  or  located  in  the  right 
ventricle,  pulmonary  artery,  or  coronary 
sinus.  The  position  of  the  catheter  should 
always  be  checked  by  x-ray,  particularly  if  the 
pressures  are  not  consistent  with  the  clinical 
impression.  There  is  danger  with  rapidly  in- 
fusing large  volumes  of  cold  blood  through  a 
C.  V.  P.  catheter.  We  do  not  recommend  rout- 
ing subclavian  cannulation  in  trauma,  al- 
though it  does  have  some  advantages.  The  in- 
cidence of  pneumothorax  or  of  hemopneu- 
mothorax  with  this  procedure  is  not  insignifi- 
cant, particularly  in  the  hands  of  those  who 


have  not  done  several  hundred. 

Resuscitation  equipment  must  be  kept  in  a 
constant  readiness.  This  implies  a system  of 
preventive  maintenance.  Laryngoscope  bidbs 
and  batteries  must  work.  Ventilatory  equip- 
ment must  be  clean  and  functional.  Keeping 
the  equipment  in  a box  with  a breakaway 
lock  provides  an  effective  maintenance  sys- 
tem. "Whenever  the  lock  is  broken,  whether  or 
not  the  equipment  is  used,  the  entire  box  is 
replaced  by  central  supply.  In  central  supply, 
the  equipment  is  checked  daily.  Boxes  are 
replaced  on  a rotational  schedule  even  if  not 
used.  Electronic  equipment  presents  a special 
problem.  A survey  of  defibrillators  showed 
that  half  were  not  working  correctly,  and  that 
the  w'att-seconds  actually  delivered  bore  little 
resemblance  to  the  meter  indication.  Many  of 
these  instruments  are  of  shoddy  workman- 
ship, and  it  is  not  uncommon  for  instruments 
to  be  sold  even  if  they  have  failed  inspection. 
If  a hospital  does  not  have  its  own  service 
group,  definite  contractual  service  arrange- 
ments should  be  made  with  the  vendors  be- 
fore any  equipment  is  purchased. 


100  Bergen  Street 


AMA  Launches  New  Communications  Program 


The  American  Medical  Association  has  initi- 
ated a special  communication  program  in 
three  national  magazines  and  selected  local 
media.  Part  of  the  effort  will  focus  on  better 
personal  health  care.  Part  will  provide  in- 
formation on  organized  medicine’s  response 
to  national  health  care  issues.  “The  hope,’’ 
explained  Frank  D.  Campion,  the  AMA’s  Di- 
rector of  Communications,  “is  to  make  a posi- 
tive, constructive  contribution  to  people’s 
own  personal  health  and  to  the  growing  pub- 
lic dialogue  on  health  care  problems.’’ 

Plans  call  for  eight  full-page  insertions  in 
Life,  the  Reader’s  Digest,  and  Ebony  during 
the  remainder  of  1971,  possibly  ten  insertions 
in  major  newspapers,  plus  very  limited  ex- 
posure on  television  in  a few  cities.  The 
budget  currently  provides  for  the  expendi- 


ture of  $750,000  in  1971  and  a similar 
amount  in  1972. 

“One  thing  \wc  are  trying  to  accomplish,’’  says 
the  AM.V,  “is  to  remind  everyone  of  a factor 
that  is  fre:]uently  overlooked — that  the  Amer- 
ican doctor  is  a man,  or  woman,  who  cares 
deeply  about  people’s  health.  It’s  important, 
for  example,  that  we  tell  people,  especially 
young  people,  that  doctors  share  their  con- 
cern over  clean  air  and  water.  Nor  do  many 
people  know  that  the  AMA  is  very  firmly  on 
record  in  favor  of  expanding  medical  educa- 
tion. By  emphasizing  the  many  things  the 
AMA  is  for,  we  hope  to  create  a more  recep- 
tive climate,  a climate  in  which  there  will  be 
a better  understanding  of  organized  medicine 
and  its  ideas  for  improving  our  health  care 
system.’’ 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 


no  treatment 
conflict 
^ireported 


VASOOlLAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 


• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


A Ithough  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  sever 
investigators’’'  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  det 
onstrated  both  by  objective  measurement’-'  and  observation  of  clinical  improvement. 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascul 
diseases,  thromboangiitis  obliterans  (Buerger's  disease),  Raynaud’s  disease,  postphlebii 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteri 
sclerotic,  diabetic,  thrombotic).  Composition:  V.asodTlan  tablets,  isoxsuprine  HCI  10  m 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Caution 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imtr 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  p;, 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  deta 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (| 
Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana  Med.  Ass.  5^:1021-1023  (July)  19i 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  11 :190-192  (June)  1960.  (3)  Hort< 
G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964. 

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  *l|l  M iTTmi 

^:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology  IwlttOu ^111  OlJJ 
75:82-87  (Feb.)  1964. 
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In  all  the  world’s  literature  fewer  than  40  cases  of 
Sotos’  Syndrome  have  been  reported.  Here  are  two 
additional  cases. 


Sotos’  Syndrome* 

Hypertelorism,  Antimongoloid  Slant  of  Eye, 
And  High  Arched  Palate  Complex 


Manuel  M.  Villaverde,  M.D.  and 
Jacyntho  A.  Da  Silva,  M.D./Woodbridge 

A syndrome  characterized  by  accelerated 
growth  during  infancy,  hypertelorism,  anti- 
mongoloid slant  of  eyes,  high  arched  palate, 
large  mentum,  and  elongated  hands  and  feet 
was  described  by  Sotos'  under  the  name  of 
“cerebral  gigantism.”  The  name  is  not  totally 
accurate,  and  should  be  replaced  by  the 
eponym  “Sotos’  syndrome”*  or  by  a more 
descriptive  one  such  as  dysopstomauxesia 
(Ops,  eye;  Stoma,  mouth;  Auxesis,  growth). 
Eye-mouth-growth  (oculo-buco-crescent)  syn- 
drome may  also  be  a workable  name. 

There  is  a remarkable  likeness  of  these  pa- 
tients among  one  another.  Most  of  them  also 
show  neurologic  symptoms  with  more  or  less 
marked  mental  retardation.  Fewer  than  40 
cases,  most  of  them  males,  have  been  re- 
ported in  all  the  world’s  literature. 

Hook'  and  Wiedman®  believe  that  these  cases 
represent  different  clinical  entities  which 
should  be  included  into  a complex  category 
of  diencephalic  syndromes.  Here  we  suggest 
a wider  category  to  include  a few  syndromes 
that  show  similar  symptomatic  appearance. 

Two  patients  are  described  below.  Here  prac- 
tically all  the  traits  of  the  syndrome  are  pres- 
ent. In  neither  is  the  family  history  informa- 
tive. 

Case  One 

An  Rh  negative  mother  had  a mild  infection  of  the 
kidney  during  the  third  month  of  pregnancy,  and  a 
non-serious  car  accident  the  sixth.  There  is  no  record 
of  her  having  been  exposed  to  irradiation  or  noxious 
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medication  during  her  kidney  infection.  After  a full 
term  pregnancy,  labor  was  induced.  The  new-born 
weighed  9 pounds  and  4 ounces  and  seemed  healthy, 
though  he  was  jaundiced,  according  to  parents’  report. 
There  is  no  record  of  trauma,  cyanosis,  or  respiratory 
distress.  A congenital  interventricular  defect  was  diag- 
nosed. But  a recent  examination  by  a cardiologist  (Dr. 
Antillion)  states  that  the  rough  long  ejection  systolic 
murmur  (better  heard  at  the  upper  left  sternum 
border,  with  no  diastolic  murmur)  and  the  electro- 
graphs  make  the  most  likely  diagnosis  the  existence 
of  an  auricular  septal  defect,  asymptomatic  at  the 
I>resent  time. 

During  his  first  year,  he  seemed  to  be  a relatively 
healthy  child.  His  parents  said  he  was  ‘‘fiaccid,”  un- 
able to  sit  even  with  aid.  He  also  appeared  lethargic, 
and  only  able  to  repeat  words.  It  now  seems  probable 
that  his  entire  development  was  retarded,  excepting 
for  growth;  at  three  years  of  age  he  was  .89(4  inches 
tall  (90  percentile  for  age)  and  his  weight  was  44 
pounds.  This  is  at  the  50th  percentile  for  age  five.  He 
had  frequent  pneumonitis,  and  had  convulsions  dur- 
ing febrile  periods.  Due  probably  to  the  internal  rota- 
tion of  the  left  foot,  his  gait  was  unsteady.  He  is 
allergic  to  codeine. 

At  three  years  of  age,  the  Binet  I.Q.  was  56.  His  head 
was  elongated.  He  showed  hypertelorism,  hyperactiv- 
ity, and  poor  coordination. 

Presently  he  is  9 years  old,  his  height  is  52%  inches. 
This  is  between  25  to  50  percentile  for  age.  His  weight 
is  60,  which  is  about  25  percentile  for  age.  His  large 
head  is  dolichocephalic  in  shape,  with  a circumference 
of  22i/2  inches.  The  skull  shows  thin  bones,  a relatively 
small  base  and  a large  sella  turcica,  all  within  reason- 
able limits.  The  chin  is  prognathic,  the  eyes  are 
widely  set  apart  (hypertelorism)  and  show  antimon- 
goloid slant,  the  hard  palate  is  deeply  arched  (ojival 
palate) , and  the  hands  and  feet  are  delicately  elon- 
gated. His  Binet  I.Q.  is  56.  On  the  Columbia  Mental 
Maturity  Scale,  he  scores  a mental  age  of  3.8.  Leiter 
International  Performance  I.Q.  is  62.  On  the  Vine- 
land  Social  Maturity  Scale,  the  S.Q.  is  only  49.  Medical 
examination  is  within  acceptable  limits.  He  has  a 
systolic  murmur  at  the  upper  left  of  sternum.  The 
heart  is  somewhat  enlarged  as  seen  in  x-ray  plates. 
Extremities  are  adequately  developed  but  somewhat 
elongated.  The  electro-encephalogram  was  suggestive 
of  a right  anterior  temporal  focus.  Chromosomal 
karyotype  was  essentially  non-contributory. 

Case  Two 

.After  a full  term  pregnancy  and  3 hours’  labor,  an 
apparently  normal  baby  was  delivered  by  low  forceps. 

* From  the  Woodbridge  State  School 
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^\■eight  was  6 pounds  and  9i/^  ounces.  Retardation 
was  first  noticed  in  the  sixth  month  because  his  de- 
velopment was  slow  except  for  growth.  By  the  age  of 
4 years,  he  was  46i^  inches  tall  (about  50  percentile 
for  age  G years)  and  his  weight  was  at  about  the  50 
percentile.  His  I.Q.  was  46.  A mild  internal  strabismus 
was  noted  on  the  left  eye,  with  impaired  vision.  He 
had  onychogryphosis  of  the  right  great  toe. 

.\t  this  w'riting  he  is  13  years  7 months  of  age;  he 
is  5714  inches  tall  (about  the  50  percentile) , and  his 
weight,  89  pounds,  is  at  the  25  percentile.  His  large 
head,  (circumference  21 14  inches)  is  slightly  asym- 
metric and  of  the  dolichocephalic  type.  The  antimon- 
golic  slant  of  the  eyes  is  more  apparent  than  the 
hypertelorism.  The  slight  internal  strabismus  per- 
sists. There  is  a high  arched  palate.  He  has  a mildly 
marked  funnel  chest.  The  EEG  is  normal.  Recent 
mental  evaluation  shows  a S.Q.  of  67  on  the  Vineland 
Social  Maturity  Scale.  Stanford-Binet  I.Q.  is  48. 

The  physical  examination  was  within  adequate  nor- 
mal limits  for  this  left-handed  patient.  The  routine 
laboratory  tests  were  within  reasonable  limits.  The 
skull  was  within  normal  limits,  but  also  as  with  the 
first  case,  the  bones  are  thin,  the  base  somewhat  small 
and  the  sella  close  to  the  largest  normal  size.  The 
chromosomal  studies  appeared  within  normal  limits. 

Our  patients  resemble  each  otlier  more  than 
siblings  do  among  themselves.  A large  doli- 
(luM'ephalic  head  is  characteristic,  and  it  is 
present  in  both  cases.  The  eyes  show  the  two 
traits,  hypertelorism  and  antimongoloid 
slanting.  The  eyes  seem  to  be  sunken  be- 
cause of  the  general  aspect  of  the  face.  A 
high  arched  palate  and  sotne  enlargement  of 
the  chin  are  found  in  Sotos’  syndrome  and  in 
our  patients.  Children  with  the  syndrome  are 
large  at  birth  and  grow  rapidly  during  the 
earlier  years  of  life,  the  majority  being  of 
average  height  at  maturity.  Some  are  tall,  and 
there  is  the  record  of  a giant.  Bone  age  is 
usually  advanced;  hands  and  feet  remain 
large;  some  patients  show  congenital  ab- 
ttormalities,  such  as  short  and  tapered  fingers 
and  toes'®  and  syndactyly.’"  One  of  our  pa- 
tients presents  an  interauricular  septal  defect, 
and  the  other  a slightly  marked  funnel  chest. 

Most  cases  show  mild  to  moderate  mental 
retardation,  70  or  over  for  the  first  three  cases 
reported  by  Sotos.'  A few  are  of  normal  in- 
telligence. One  of  our  patients  showed  a mild 
letardation  (I.Q.  .afi);  and  the  other,  a mod- 
erate retardation  (I.Q.  48).  Neuiologic  mani- 
festations vary  widely,  ]>ai  ticularly  incoor- 
dination, clumsiness,  and  also  ataxia.  Ste- 
phenson’s patients’®  had  partial  resolving 
hemiplegia  and  seizures.  In  Ott’s  case’®  there 
were  no  seizures,  but  the  electroencephalo- 


gram corresponds  to  epileptic  patterns.  Our 
first  patient  presented  convulsions  during  feb- 
rile periods,  and  his  EEG  was  suggestive  of  a 
right  anterior  temporal  focus.  The  EEG  of 
the  second  patient  was  normal. 

Radiologically,  dilated  ventricles  have  been 
found  on  pneumoencephalograms  of  many 
patients,’  but  not  all.®-’®  Other  patients  only 
showed  borderline,  if  not  entirely  normal 
pneumoencephalograms.  The  sella  turcica  was 
at  the  upper  limits  of  normal,  with  a marked 
inclined  posterior  dorsum  in  about  half  of 
the  cases.®  In  our  two  patients,  radiographs 
resembled  those  presented  by  Poznanski:®  the 
skull  bones  were  thin,  the  mass  of  bone  at  its 
base  was  small,  and  the  sellae  relatively  large 
but  within  normal  limits.  There  is  usually 
an  accelerated  bone  ossification,’®  the  sutures 
being  somewhat  widened®  in  almost  all  pa- 
tients. 

Diagnosis  is  based  upon  rapid  growth  in  early 
infancy  and  the  peculiar  appearance  of  head 
and  face.’  In  pure  gigantism  growth  persists 
after  infancy,  and  the  head  is  brachycephalic. 
Other  clinical  entities  also  showing  the  same 
triad  (hypertelorism,  antimongoloid  slant  of 
eyes,  and  high  arched  palate)  should  be  ex- 
cluded. In  |)ure  hypertelorism  antimongol- 
oid slanting  of  eyes  may  be  absent;  the  great- 
er wings  of  the  sphenoid  are  poorly  developed 
and  the  lesser  may  be  overdeveloped;  it  is 
frequently  found  together  with  multiple  con- 
genital defects,  but  rarely  accompanied  with 
severe  symptomatology.  In  the  De  Lange’s 
syndrome®  there  is  microcephaly,  micromelia, 
and  retarded  growth,  together  with  many  dif- 
ferent anomalies  (over  125  recorded)  and  no 
consistent  chromosomal  abnormality.  In  the 
cerebro-hepato-renal  syndrome  the  similar 
pattern  of  multiple  congenital  anomalies  sug- 
gests’® a common  etiology.  One  patient  was 
born  with  a general  development  close  to  the 
upper  normal  limits. 

The  tiiad  also  is  found  in  chondro<lystro- 
phia  calcificans  congenita,  in  whioli  the  head 
is  mainly  brachycephalic,  and  there  is  shorten- 
ing of  the  proximal  long  Ix>nes”  in  the  “cat- 
crv”  syndrome,  with  microcephaly  and  dele- 
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tion  of  the  arm’-’-'  of  chromosome  5;  the 
Rubinstein-Taybi  syndrome,  with  broad 
thumbs  and  great  toes’'*;  and  the  oral-facial- 
digital  syndrome.’® 

Hook  and  Reynolds’  concurred  with  Sotos  in 
not  finding  evidence  of  genetic  factors.  Kow- 
lessar-®  presented  the  first  instance  of  familial 
occurrence,  confirmed  by  Hooft  et  al?'  .^n 
autosomal  recessive  inheritance  is,  perhaps, 
suggested.  No  chromosomal  abnormalities  are 
reported.  Our  two  patients  did  not  reveal 
significant  deviation  of  the  karyotype. 

Growth  hormone  levels  in  blood  were  found 
nonnal,  and  also  within  normal  limits  were 
insulin  assays  during  glucose  tolerance  test, 
adrenocortical  responsiveness,  Plil,  and  other 
endocrine  functions.’  But  Milunsky  et  al.^^ 
found  a failure  to  increase  growth  hormone 
levels  during  hypoglycemia,  thus  believing 
some  develojmiental  defect  could  occur  dur- 
ing embriogenesis  affecting  the  hormone  re- 
lease mechanism  of  growth.  Of  course,  the 
acromegalic  traits  suggested  by  Sotos’  and  ac- 
cepted by  others^^  do  not  correspond  to  true 
acromegaly,  in  which  the  mandible  is  heavier, 
hands  and  feet  are  thicker,  and  all  traits  are 
coarse  instead  of  delicate  as  it  happens  with 
dysopstomauxesia  patients.  .\  historv  of 
anoxia  is  found  in  more  than  a half  of  the 
patients  (not  in  our  |)atients),  possibly  due 
to  the  large  head.®®  McMahon’s®®  first  case 
was  delivered  by  cesarean  section. 

I tic  triad  hypertclorisin,  antiniongoloid  slant  of  ilic 
eyes,  and  liigli  arched  palate  is  not  rare  among  strictU 
normal  people.  It  is  also  found  among  carriers  of 
.several  different  and  even  unrelated  pathologic  syn- 
dromes. On  the  other  hand,  certain  developmental 
anomalies  may  occur  either  isolated  or  integrated  as 
part  of  a more  or  less  conspicuous  part  of  a more 
complex  syndrome,  like  epicanthi  found  among  nor- 
mal beings  as  well  as  those  with  mongolism.  Turner's 
syndrome  and  many  other  diseases  or  syndromes.  Cer- 
tain aggregates  of  minor  anomalies  may  appear  to- 
gether as  a part  of  more  complex  clinical  pictures, 
as  if  forming  sub-syndromic  {p-oups  of  some  individ- 
uality. Comings'*'  states  that  cases  like  the  "clover  leaf 
(Kleeblaltschadel)  syndrome"  may  associate  with  or 
show  some  resemblance  to  other  different  abnormali- 
ties, such  as  chondrodystrophy,  acrocephalv  and  even 
achondroplasia.  That  is  what  happens  with  the  triad 
hypertelorism,  antiniongoloid  slant  of  the  eyes,  and 
high  arched  palate,  which  is  present  not  only  in  .Sotos’ 
syndrome  but  also  in  Apert’s  disease,  Crouzon  disease, 
De  Lange’s  syndrome,  ring  chromosome  18.  and  in 
Creig’s  hypertelorism.  Furthermore,  these  snb-svn- 
dromic  aggregates  may  break  into  partial  pictures  f for 


instance,  patients  with  the  Lawrence-Moon-Biedl  syn- 
drome may  present  all  the  symptoms,  or  only  retinitis 
pigmentosa  or  polydactyly)  . There  are  patients  who 
only  show  hypertelorism  and  antimongoloid  slant  of 
eyes,  w-ith  normal  palate  (“cat-cry’’  syndrome,  Klee- 
blattschadel  syndrome,  median  cleft  face,  hypercal- 
cemia, and  oto-palate-digital  syndrome)  ; or  hypertelor- 
ism with  high  arched  palate  and  normal  slant  of  eyes 
(Hurler’s  syndrome,  cerebro-hepato-renal  syndrome, 
and  chondro-dystrophia  calcificans  congenita)  ; or  anti- 
mongoloid slant  of  eyes,  high  arched  palate  and  no 
hypertelorism  (Turner’s  syndrome— some  cases  may 
present  hypertelorism— Rubinstein's  syndrome,  and 
Treacher-Collin’s  syndrome)  . Back  in  1943,  we  wrote, 
a "relationship  among  anomalies  is  most  probable  to 
exist’’’-’,  because  of  the  extremely  frequent  finding  of 
multiple  and  different  anomalies  on  patients  affected 
with  similar  syndromes  but  who  do  not  show  exactly 
the  same  symptomatology— recall  the  125  anomalies 
found  among  patients  with  the  De  Lang’s  syndrome. 

\Vhat  we  want  to  stress  is  that  the  triad  hyper- 
telorism, antimongoloid  slant  of  the  eyes,  and 
high  arched  palate,  as  found  in  patients  who 
grow  fast,  may  be  only  a part  of  a more  im- 
portant physiopathogenic  clinical  complex  or 
entity.  More  than  60  years  ago.  Babes®"  called 
our  attention  to  the  fact  that  congenital  anom- 
alies affecting  the  head  do  determine  an  abnor- 
mality of  all  four  limbs,  on  the  assumed  basis 
that  on  its  basilar  area  there  is  a center  gov- 
erning their  morphology.  Cushing®’  agreed 
that  hand  structure  is  deeply  modified  by  pi- 
tuitar)'  disorders.  Generally  speaking,  we®® 
found  that  congenital  anomalies  are  freejuent- 
ly  as.sociated  with  endocrinopathies,  particu- 
larly those  with  some  involvement  of  the 
hypophyso-hy|X)thalamic  area.  Weideman  et 
nl.^  want  to  include  most  of  them  into  a com- 
plex category  of  diencephalic  syndromes. 

The  triad  hypertelorism,  antimongoloid  slant 
of  the  eyes,  and  high  arched  palate  may  be 
found  in  normal  jreople  as  well  as  in  patients 
presenting  more  or  less  defined  clinical  pic- 
tures. Perhaps  tlie  most  common  accompany- 
ing derangement  is  an  abnormal  growth — 
defective  in  most  instances,  excessive  only  in 
.Sotos’  .syndrome  and  in  Marfan’s  syndrome 
(not  all  tlie  components  of  the  triad  appear 
in  all  patients  in  the  latter  syndrome). 

riie  head  is  most  frequently  small  and 
lirachycephalic  among  patients  showing  the 
triad,  but  may  be  large  and  dolichocephalic. 
Other  ahnormalities  may  also  be  found  (car- 
diovascular, hepatic,  renal,  but  mostly  skele- 
tal). In  other  words,  anomalies  other  than  the 
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basic  for  a particular  syndrome  may  be  found 
in  each  individual  patient. 

The  same  cause  may  provoke  different  anom- 
alies (rubella  provoking  abnormalities  of  the 
eyes  or  of  the  circulatory  system)  or  the  same 
anomaly  may  be  produced  by  different  causes 
(circulatory  defects  provoked  by  rubella  or 
thalidomide).  When  the  head  assumes  dolicho- 
cephalic proportions,  particularly  following 
premature  closure  of  sutures,  the  base  of  the 
skull  is  often  hypoplastic,  the  greater  wings 
of  the  sphenoid  are  ordinarily  underdevel- 
oped and  the  maxillae  are  generally  small, 
high  arched  or  even  fissured  (cleft  palate).  All 
these  facts  confirm  Sotos’  statement^  that  the 
causative  factor  of  dysopstomauxesia  should 
be  found  in  the  hypothalamus  or  any  other 
brain  region  capable  of  modifying  the  na- 
tural growth-timing  mechanism.  Better  to  say 
the  developmental  mechanism,  because  ab- 
normal growth  is  not  all  to  be  explained  in 
Sotos’  syndrome.  Babson-®  found  that  23  per 
cent  of  oversized  children  (against  10  per  cent 
in  the  average)  have  I.Q.’s  below  80.  Other 
anomalies  also  count,  and  their  causative  fac- 
tor may  also  be  ascribed  to  the  hypophyso- 
hypothalamic  region,^®  because  some  abnor- 
mal or  subnormal  development  of  the  skull 


apparently  is  a part  of  the  complete  sympto- 
matic feature. 

Those  who  are  mentally  retarded,  with  up- 
per level  I.Q.’s  (like  the  majority  of  the 
mentally  retarded)  are  good  candidates  for 
special  training  and  education.  Care  should 
be  taken  that  they  receive  medical  supervi- 
sion together  with  educational  and  social 
treatment.  Seizures,  when  present,  do  respond 
to  anticonvulsant  therapy.  Prevention  of  gi- 
gantism may  be  carried  on  on  selected  cases, 
though  the  risk  of  this  is  small. 

Summary 

Two  patients  presenting  Sotos’  Syndrome  are 
discussed.  The  major  components  of  the  syn- 
drome are  accelerated  growth  during  infancy 
together  tvith  hypertelorism,  antimongoloid 
slant  of  the  eyes,  high  arched  palate,  and 
large  mentum.  The  triad  of  hypertelorism, 
high  arched  palate,  and  antimongoloid  slant 
of  the  eyes  appears  to  be  a sub-syndromic  com- 
plex also  present  in  many  other  syndromes, 
suggestive  of  an  involvement  of  the  hypotha- 
lamic region  of  the  brain. 

.■}  bibliography  of  28  citations  appears  in  the  authors’ 
reprints 


AVooclbridge  State  School  Hospital 


Medicare  Or  Medicaid?  What's  The  Difference? 


Sometimes  physicians  don’t  know  the  differ- 
ence between  a patient’s  eligibility  for  Medi- 
care or  Medicaid.  So  here  is  a streamlined  ex- 
planation developed  by  the  U.S.  Department 
of  Health,  Education,  and  'Welfare. 

Medicare  is  a federal  program.  The  patient 
must  be  age  65  or  over.  For  reimbursement 
for  treatment  complete  form  SSA-1490,  “Re- 
quest for  Medicare  Payment,’’  including 
claim  number  from  patient’s  Medicare  card 
(9  digits  with  subscript — OOO-OO-OOOOZ).  Mail 
this  to  Medicare,  Prudential  Insurance  Com- 
pany of  America,  P.O.  Box  6500,  Millville, 

wis 


New  Jersey  08332.  For  information  call  your 
local  Social  Security  Office. 

Medicaid  is  run  by  the  State.  The  patient 
may  be  of  any  age,  if  needy.  This  includes 
low  income  families  receiving  welfare.  The 
claim  number  has  10  digits  which  includes 
the  ^Velfare  Case  Number  of  the  patient.  The 
doctor  should  complete  Form  MC-8.\  and  B, 
“Physician  and  Practitioner  Claim.”  Mail 
form  to  Medicaid,  Prudential  Insurance  Com- 
pany of  America,  P.O.  Box  1900,  Millville, 
New  Jersey  08332.  For  information  call  the 
County  Welfare  Office. 
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Alcoholic 
Patients 
need  help. 


^BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 


We  may  be  able 
to  help  you  help  them. 


Blue  Shield’s  film  “The  Other  Guy”  and  our 
booklet  “The  Alcoholic  American”  have 
been  praised  by  authorities  on  alcoholism 
as  providing  outstanding  tools  to  those 
working  to  cure  alcoholics. 

They  are  being  used  by  New  Jersey  clinics, 
treatment  centers,  councils  on  alcoholism 
and  voluntary  groups. 

A physician  under  treatment  at  a New  Jersey 
center  had  this  to  say  after  viewing  the  film: 
“Graphic,  concise,  well  thought  out . . . one 
is  hit  by  the  progression  of  alcoholism,  the 
understanding  and  baffling  aspects  of  the 
disease  process,  the  total  involvement  of 
the  family,  job  effect,  moral  deterioration.” 


The  two-part  film  “The  Other  Guy”  (each 
segment  28  minutes)  is  in  16  mm.  color 
with  sound.  It  is  available  on  loan,  free,  for 
group  showings. 


“The  Alcoholic  American”  booklet  is 
available,  free,  up  to  400  copies  and  at  cost 
of  1 1 .5(^  per  copy  thereafter. 


To  request  the  film  or  obtain  booklets,  write 
to  Public  Relations  Officer,  Medical-Surgical 
Plan  of  New  Jersey,  500  Broad  Street, 
Newark,  New  Jersey  07101 . 


This  is  another  of  Blue  Shield’s  public 
information/community  service  programs. 


Ratknts  fell  askcp 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 

with  insomnia.^  2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
Induced  sleep  within  22  minutes,  decreased  the 
i number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

^ These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subfects. 

Results  shown  represent  average  values  in  ail 
j subjects  for  the  three  consecutive  nights  of 
I placebo  administration  prior  to  Dalmane  therapy 
! and  the  seven  consecutive  nights  on  Dalmane 
I 30  mg. 

I Dalmane  is  also  relatively  safe,  as  reported  in 
: clinical  studies.  Instances  of  morning  “hang- 
I over”  have  been  relatively  infrequent;  paradoxi- 
; cal  reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
I ness  and  the  like  were  the  side  effects  noted 
I most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  1 5 mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


i 

I 

I 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


end  slept  through  the  night 


On 

Dalmane 
(flurazepam  HCI) 


A 


time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


verage  sleep  laboratory  measurements  in  cited  studies 


’arameter 

rime  required  to  fall  asleep 
Wake  time  after  onset  of  sleep 
"lumber  of  wakeful  periods  after 
onset  of  sleep 
' otal  sleep  time 
Total  sleep  percent 


Before  Dalmane 

On  Dalmane 

33  6 min. 

17.6  min. 

48.7  min. 

22  6 min. 

12  2 

8 4 

420.0  min. 

447.5  min. 

88  6 

94.5 

Clinical  effectiveness  as 
proven  in  the  sleep  laboratory 

Dalmane* 

Jiurazepam  HCO 

One  30-mg  capsule  h.s.  — usual  adult  dosage. 
One  15-mg  capsule  h.s.— initial  dosage  for 
elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
indications:  Effective  in  ail  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e  g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  1 5 mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood.counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness; 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  Thpre  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  m focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension:  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

y \ Roche  Laboratories 
< ROCHE > Division  of  Hoffmanr-  . •. 

\ Z Nutley,  New  Jersey  07  : ;• 


in  cardiac  edema 


gets  the  wader  out 
spa^res  the  pota^ium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 
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When  the  blood  sugar  is  low  and  the  urinary  sugar 
high  consider  the  possibility  of  urinary  retention. 


Bladder  Dysfunction 
Complicating  the 
Management  of  Diabetes 


Jay  A.  Cohen,  M.D.  and 

Emanuel  Abraham,  M.D./Asbury  Park* 

It  is  customary  to  gauge  insulin  dose  by  urine 
sugar  measurements.  Here  reported  is  a pa- 
tient in  whom  incomplete  bladder  emptying 
led  to  the  persistence  of  urine  sugar  after 
diabetic  control  was  achieved.  This  is  a dra- 
matic example  of  the  danger  of  this  practice. 
Unfortunately,  the  situation  is  not  rare.  In- 
accurate diabetic  urines  may  actually  be  com- 
mon when  insulin  dose  is  being  regulated.  It 
is  suggested  that  blood  glucose  be  used  where 
possible  as  a guide  to  insulin  therapy. 

A 69  year  old  female  complained  of  weakness  and  poor 
appetite.  She  had  never  been  presumed  to  have  dia- 
betes. For  three  weeks  she  had  polyuria  and  polydipsia 
and  for  two  weeks  she  had  anorexia  and  a sore  mouth. 
She  had  frequent  urination,  occasional  difficulty  in 
voiding  and  had  been  incontinent  for  an  unknown 
length  of  time.  A twin  sister  had  diabetes,  requiring 
insulin  for  fifteen  years.  A brother  had  mild  diabetes. 
Three  years  prior  to  this  event,  she  had  a cerebral 
thrombosis  with  transient  hemiplegia.  For  two  years 
she  had  been  on  antihypertensive  medication. 

Her  pulse  was  108  and  blood  pressure  was  150/80.  Her 
tongue  was  red  and  parched.  There  was  a grade  2/6 
systolic  murmur  at  the  second  right  intercostal  space. 
Deep  tendon  reflexes  were  all  active  and  equal  bilater- 
ally, but  she  had  a positive  right  Babinski.  Pertinent 
laboratory  data  included:  normal  urine  sediment; 
WBC,  12,300  and  Hgb,  16.9  Grams  per  100  milliliters 
on  admission;  blood  sugar,  600  milligram  per  100  milli- 
liters on  admission;  BUN,  25  milligrams  per  100  milli- 
liters; serum  sodium  128,  chloride  93,  potassium  3.5, 
and  bicarbonate  24  milliequivalents  per  liter;  serum 
acetone  negative;  serology  negative;  urine  cultures  had 
no  growth.  An  intravenous  pyelogpram  was  normal. 

Urologic  studies  revealed  a 50  milliliter  residual  urine 
(normal  residual  is  0) . Bladder  capacity  was  600  milli- 
liter (normal  is  less  than  500) . Cystogram  indicated 
incomplete  emptying  and  a hypotonic  bladder. 

The  patient  was  treated  at  first  with  regfular  insulin 


and  hypotonic  electrolyte  solutions.  The  urine  and 
blood  sugars  during  the  initial  phase  of  treatment  are 
shown  in  the  table.  While  blood  glucose  became  normal 
and  almost  hypoglycemic,  urine  sugar  remained  four- 
plus.  When  confronted  with  the  disparity  we  initially 
trusted  the  urine  measurements  rather  than  the  blood 
tests. 


Urine 

Urine 

Blood 

Date 

Time 

Sugar 

.Acetone 

Sugar 

First  Day 

5:15  pm 

4+ 

1 + 

600 

6: 15  pm 

4+ 

1 + 

8:15  pm 

4+ 

1 + 

92 

10:00  pm 

4+ 

1 + 

65 

Second  Day 

12:00  mn 

2+ 

Neg 

70 

2:00  am 

3+ 

Neg 

4:00  am 

3-f 

Neg 

6:00  am 

3+ 

Neg 

8:00  am 

2+ 

Neg 

Fourth  Day 

7:00  am 
8:30  pm 

Neg 

Neg 

230 

This  patient’s 

urine  measured  four-plus 

sugar 

and  one-plus  acetone,  while  her  blood  sugars 
were  actually  low  normal.  Subsequent  glucose- 
free  urines  indicate  that  abnormal  tubular 


function  did  not  cause  the  sugar  to  spill  into 
the  urine.  It  seems,  therefore,  that  the  glyco- 
suria represented  previously  formed  urine. 
The  delay  in  elimination  of  the  urine  could 
be  explained  by  abnormal  bladder  emptying. 
Urologic  investigation^  revealed  the  character- 
istic abnormalities  seen  in  diabetics.^  It  has 
long  been  known  that  diabetics  may  have 
atonic  (“neurogenic”)  bladders.  The  incidence 
was  thought  to  be  very  low  until  a controlled 
study  on  thirty  unselected  young  diabetics  by 
Fagerberg  et  al.^  revealed  that  65  per  cent  had 
bladder  disturbance  of  some  kind  and  33  per 

• Dr.  Cohen  is  an  instructor  in  medicine  at  the  New 
York  Medical  College  and  Dr.  Abraham  is  Director  of 
Medicine,  Jersey  Shore  Medical  Center,  Neptune. 
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cent  had  urinary  retention.  Formerly,  this 
abnormal  diabetic  bladder  function  was  at- 
tributed to  neuropathy,  especially  disease  of 
the  posterior  columns.  Our  patient  showed 
normal  vibration  sense  and  position  sense,  and 
no  neurologic  evidence  of  any  lesions  of  the 
posterior  columns.  Most  diabetics  with  neu- 
ropathy, do  have  bladder  dysfunction,-  but 
many  have  hypotonic  bladders  without  neu- 
ropathy. Here  the  cause  of  the  diabetic  bladder 
is  uncertain. 

Clinically  the  diabetic  bladder  may  be 
asymptomatic-  at  first.  Later  there  is  an  in- 
creased interval  Iretween  voiding,  with  strain- 
ing, hesitation,  and  weakness  of  stream.  With 
the  onset  of  residual  urine,  infections  become 
common.  There  is  no  relationship^  between 
the  development  of  bladder  dysfunction  and 
sex,  severity  of  diabetes,  or  mode  of  treatment. 
The  habit  of  pressing  on  the  lower  abdomen 
to  voicL  is  a clue  to  this  disorder. 

The  incidence  of  abnormal  bladder  emptying 
which  could  lead  to  false  glycosuria  is  prob- 
ably even  higher  than  Fagerberg  et  al.^  re- 
ported. Fagerberg  studied  young  diabetics' 
and  it  is  suspected®  that  the  diabetic  bladder 
becomes  more  common  with  increasing  age, 
for  in  the  elderly  diabetic  male  jxtpulation, 
prostatic  obstruction  with  urinary  retention 
occurs.  Normal  bladders  often  empty  poorly 
after  abdominal  and  pelvic  surgery  and  at 
times  of  stress,  and  at  these  times  the  diabetic 
bladder  probably  gets  Avorse.® 


The  role  of  bladder  dysfunction  as  a cause  of 
papillary  necrosis  is  unknown  but  deserves 
study.  Similarly,  the  possibility  that  a dia- 
betic bladder  is  a factor  in  hyj>erosmotic, 
non-ketogenic  coma  is  intriguing.  When  thirst 
is  impaired,  urinary  tract  obstruction  can  lead 
to  hemoconcentration®  because  the  obstruc- 
tion damages  the  concentrating  mechanism. 

This  patient’s  identical  twin  has  diabetes.  The 
concordance  of  diabetes  in  identical  twins'*  is 
48  p>er  cent. 

Summary 

An  uncontrolled  diabetic  continued  to  have 
strongly  positive  tests  of  urine  sugar  even  after 
blood  glucose  approached  hypoglycemia.  She 
was  found  to  have  a hypotonic  bladder  with 
urinary  retention.  Bladder  abnormalities  in 
diabetics  are  a common  but  unpublicized 
cause  of  inaccurate  glucose  measurements. 

Bibliography 

1.  Fagerberg,  S.  E.,  Kock,  N.  G.,  Peterson,  I.,  and 
Stener,  I.:  Scandinavian  Journal  of  Urology,  1:19  (Janu- 
ary 1967)  . 

2.  Ellenberg,  ^E  and  tVeber,  H.:  Diabetes,  16:331 
(1967)  . 

3.  Ellenberg,  M.:  Arch.  hit.  Med.,  117:348  (1966). 

4.  Bartley,  O.,  Brolin,  L,  Fegerberg,  S.  E.,  and  Wilhelm 
sen,  L.:  Acta.  Med.  Scand.,  180:187  (1966)  . 

5.  Landsberg,  L.:  New  Engl.  ].  Med.,  283:746  (1970). 

6.  White,  P.;  Med.  Clin.  North  .4mer.,  49:387  (1965)  . 


1201  Grand  Avenue 


New  Jersey  Chapter,  American  College  of  Emergency  Physicians 

New  Jersey  iiotv  has  a chapter  of  the  Ameri-Michael  Sarik,  M.D.,  West  Jersey  Hospital 
can  College  of  Emergency  Physicians.  The  (Southern  Division)  in  Berlin,  and  John  A. 
President  is  Herbert  Butler,  M.D.  of  the  Un- Flood,  M.D.,  St.  Francis  Hospital,  Trenton, 
derwood  Hospital  in  \Voodbury.  President- is  the  Treasurer.  For  information,  please 
Elect  is  Jack  R.  Karel,  M.  D.  of  St.  Elizabeth’s  write  to  Dr.  Sarik  at  2423  Church  Street, 
Hospital  in  Elizabeth.  'Fhe  Secretary  isfannaminson.  New  Jersey  08077. 
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The  concert  was  fust  underway, 
When  to  the  conductor's  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
K combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
H GI  hypermotility  and  help  relieve  the  distressing  discomforts 
K which  so  often  accompany  diarrhea.  Certainly  it's  less 

expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin.  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8'/(. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


Rofcrtussiivft 


RotxtussuvDM 


cleair  the  tract 
with  the 


Robitussin  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  "flu” 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go"  ^ 

Cough  Caln\ers 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin® ‘‘Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin^ 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN^ 

ROBITUSSIN  A-C? 

ROBITUSSIN-DM^ 

ROBITUSSIN-PE? 

m m ■ 

COUGH  CALMERS*  ^ 

1 8 

1 o 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin^ 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole lOO  mg. 

Nicotinic  Acid loO  mg»' 

Ascorbic  Acid .100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE;  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazolealthough  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec-' 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  Thisteaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REFER  TO 

PDRj 
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The  treatment  of 


impolence 

\ due  to  androgenic  deficiency  in  the  American  male. 

^ The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
mm  A as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Study) 
T.  JaKobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


•XT* 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


KaLh  y<i.  '<1  tabift  ccnioint: 
Melbyl  Titlotitrene  ..3.Sm|. 
Thyroid  lit  (i/(tr.)  ..lOmf- 

Ciutomic  Al  ''  50  fn(. 

Thiimmo  HCt 10  me. 

1 tit'-'.  tim«s  dill/. 
AvailabU: 

eotutt  of  100. ' ' 1000 


HICH  POTCNCr 
Earh  red  tablet  eontaint: 
Mtthyt  Tcsiotlerenc  ,.S0m|. 
Thyroid  Ell.  (V)  fr.)  ..  30  mt- 

Clulimic  Acid SO  mg. 

ThiimmeHCL  ........  10  m*. 

Dote.  1 tiblct  3 limes  diity. 
Afoilob/r 

BotlKS  Of  100.  SOO.  1000. 


EXTRA  HICH  POTENCY 
Each  orange  tablet  eontaint: 
Methyl  Tetfeslerene  .13  Sm|. 
Thyroid  Ell  Her.)  ...  C4  mg. 

ClufimicAcid  SOmf. 

ThiimmcHCU  10  m|. 

I or  2 tiblets  diily. 
Ai-atlable 
Bollift  of  60.  SOO. 


PDR 


WITH  HICH  POTENCY 
B-COMPLEX  ANO  VITAMIN  C 
Each  ubtfe  tablet  eontaint: 
Methyl  Tesfetterene  . .3.Smg 
Thyroid  Eit.(’ 4 gr.)  ..  IS  mg 
Ascorbic  Acid  (Vit.C)  .2S0mg 

ThiimmeHCL  2S  mg 

Clulimic  Acid  too  mg 

Pyridoiihe  MCL 5 mg 

Niicirtimide  7S  mg 

Cilcium  Piniolheoite  . 10  mg 

VitimiftB-12  2-S  meg 

RibolLivm  . . ..  S mg. 

Dote:  2 tiblets  daily. 
Aiailable:  Bottles  of  60.  SOO. 


ConlralAdlcillens  Android  il  eontraindicited  In  patienti  with  prosUtic  canmema.  severe  chrd>ercnil 
disease  and  severe  persistent  hypercaiceima.  coronary  heart  d tcate  and  nypertnyreidism.  Occas<onM 
cases  of  laundice  with  piucfnc  biliary  canalKoli  hava  occurred  with  tvarair  doses  of  Meinyi  Testos- 
terone Thyroid  is  not  to  be  used  m heart  disease  and  hypertension 

Waminis  Lar|t  dosages  may  causa  anorena  ruusea  vom-tmg  aMominai  pa>".  diarrhea.  KoadKhe, 
diinness  lethargy,  paretthesia.  ssm  eruptions,  lots  of  lipide  m malts,  dysuna.  edema,  congestirt  Mart 
failure  and  mammary  carcinoma  m males. 

Precautfani:  II  hypothyroidism  is  accompanied  by  adrnhai  insuffiCierKy  the  latter  mutt  be  corroctod  prior 
to  and  during  thyroid  administration 

idvarsc  PcKlitot.  Since  Androgens,  m general,  tend  to  promote  retention  of  todiom  and  water,  patiMti 
receiving  Methyl  Testosterone,  m particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  ui  immobilired  patierils  use  of  Testosttrpna  should  be  d<scoMintfOd 
as  soon  as  hypercakemia  it  dclKicd. 

Poteraneea  1 Moniasano.  P . and  Cvanpohaia.  I.  Wrtnyitestosteeenethyrpid  treatment  of  setuil 
impotence  Cim  Med  12  69  1966  2.  OHbim.  M r Treatment  of  impctonce  with  methyl testoiterpoa 
thyroid  compound  West  Med  S 67.  1964  3 Tileff,  A.  S Methyitastosterone  thyroid  m treat  ng  impoleoco. 
Can  PrK  2S  6.  1962  4 Henman.  I . ■radiao,  H I . Zemeff.  • . rnhoshima.  0 R..ang  &ai1atbar.  T.  P. 
Thyroid  and'ogen  intfrrtialiwis  and  the  hvoochoiesteremic  effKl  of  androstcrone.  t Cim  tndocr  if  93lv 
19S9  S.  ranlt.  t 1 . and  Caltan.  S w EIfKtt  of  L th«rpi,nt  and  iiotnyronme  on  sparmatoganesit. 
i Urol  79  863.  19M  6.  Otal.  A . and  farrar  C | United  Slalci  Dispensatory  lad  2Sl.  Lippincott,  PTnlP- 
delphia  1966.  p 1432.  7.  wtrtbab,  L P.  Setual  Impotence  in  the  Maic.  Tbomas.  Springfield, 

III , 1969.  pp.  79  99. 
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Radiotherapy  with  adjuvant  chemotherapy  are  found 
to  be  helpful  modalities  in  treating  non-resectable 
ovarian  cancer. 


Radiotherapy  of 
Ovarian  Carcinoma* 


Louis  J.  Sanfilippo,  M.D./Livingston 

Surgery  is  universally  recognized  as  the  corner- 
stone of  treatment  of  ovarian  carcinoma. 
Most  patients,  however,  are  too  advanced  for 
total  surgical  removal.  Radiotherapy  is  an 
adjunct  to  surgery  both  for  palliation  and  for 
cure.  But  opinions  vary  as  to  indications,  tech- 
nics’ tolerance,  and  results  of  treatment.  In  the 
past,  results  have  been  difficult  to  interpret 
because  of  lack  of  uniformity  in  clinical  stag- 
ing methods,  histologic  description,  surgical 
procedures,  and  radiotherapeutic  methods.  It 
is  also  difficult  to  separate  the  natural  history 
of  the  disease  from  the  effects  of  its  treatment. 
Evaluation  must  take  into  account  prognostic 
factors.  The  major  ones  are:  (1)  the  anatomic 
extent  of  disease  (at  laparotomy),  (2)  the  his- 
tologic tumor  type,  and  (3)  its  degree  of  dif- 
ferentiation. 

Clinical  Staging 

A review  of  four  large  series^’  reported 

with  use  of  the  International  Staging  System 
(F.I.G.O.)i^  reveals  excellent  correlation  be- 
tween clinical  stage  and  5 year  survival.  (Stage 
I is  defined  as  disease  limited  to  the  ovaries; 
Stage  II  with  pelvic  extension;  State  III  with 
spread  to  the  abdomen;  and  Stage  IV  w'ith 
spread  to  distant  sites  outside  the  peritoneal 
cavity — see  Table  1)  Sun'ival  rates  were: 
Stage  I,  60  to  70  per  cent.  Stage  II,  29  to  43 
per  cent;  Stage  III,  3 to  18  per  cent;  and  Stage 
IV,  0 to  12  per  cent.  Incidence  of  cases  in 
Stage  I ranged  from  14  to  35  per  cent.  In  all 
series,  the  majority  had  spread  to  the  pelvis  or 
beyond,  (Stages  IIB-IV). 


Table  I 

Carcinomata  of  the  Ovary- 
Correlation  of  Anatomical  Extent  and  5-Year  Stirvival 

STAGE* 

IN.STITU- 


TION  # CASES 

I 

II 

HI 

IV 

M.  D.  Anderson 
Hosp.,  Houston 
Radium  Hemmet 

863  •• 

65.1% 

39% 

18.5% 

11.9% 

Stockholm 
Western  Inf. 

555 

60.0% 

42% 

3.6% 

0 % 

Glasgow 
Norw.  Radium 

372* •• 

70.0% 

43% 

14.4% 

1-4% 

Hosp  & Norsk 
Hydro's 

Inst.,  Oslo 

829 

63.0% 

29% 

12.0% 

6.0% 

•International  classification  (F.I.G.O.) 

••Includes  approx.  13%  non  epithelial  inalig;nancies 
•••Includes  approx.  5%  non  epithelial  malignancies 


Histologic  Classification 
An  international  histologic  classification 
(F.I.G.O.)^^  of  common  epithelial  carcinomata 
has  also  been  recommended.  Four  main 
groups  are  designated:  (1)  mucinous,  (2) 

serous,  (3)  endometrioid,  and  (4)  unclassified. 
The  correlation  of  cell  type  with  five  year 
survival  is  more  variable  than  that  seen  with 
clinical  staging — see  Table  2.  The  mucinous 
and  endometrioid  carcinomata  appear  to  have 
a better  prognosis  than  the  serous  and  un- 
classified types.  Five  year  survival  rates  ranged 
from  36  to  63  per  cent  for  the  mucinous,  21 
to  55  per  cent  for  endometrioid;  but  were  only 
15  to  29  per  cent  for  the  serous  carcinomata. 
The  incidence  of  mucinous  tumors  varied 
from  9 to  18  per  cent;  the  serous  from  34  to 
50  per  cent;  the  endometrioid  from  25  to  30 


•Read  before  the  Section  of  Obstetrics  and  Gyne- 
cology, 205th  Annual  Meeting,  The  Medical  Society 
of  New  Jersey,  Atlantic  City,  May  16,  1971 
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Epithelial  Carcinomata  of  the  Ovary- 
Correlation  of  Histological  Type  and  Survival 
Type— 5 Year  Survival 


INSTITUTION 

# CASES 

MUCINOUS 

SEROUS 

ENDOMETRIOID 

UNCLA.SSIFIED 

TOTAL 

Radium  Hemmet 
Stockholm  1968 

555 

62.7% 

14.8% 

55.4% 

21.7% 

32.3% 

AV’estern  Inf. 
Glasgow  19/0 

420 

36.0% 

22.0% 

21.0% 

.53.0%* 

27.0% 

Norw.  Radium  Hosp 
Norsk  Hydro’s 
Inst.,  Oslo  1971 

829** 

42.0% 

29.0% 

43.0% 

18.0%*** 

33.4% 

* 14/38  cases  in  unclassified  group  are  dysgerminoma  and  granulosa  cell  Ca. 
**  Total  group  includes  63  cases  of  mesonephroid  Ca  with  44.5%  survival. 
***  Undifferentiated  Ca’s  only. 


per  cent;  and  the  unclassified  ironi  9 to  19  per 
cent. 

Histologic  Grading 

The  histologic  grade  of  a tumor  has  an  in- 
fluence on  survival  and  is  interrelated  with 
clinical  stage.'®’ Dailey^  revie^ved  371  cases 
of  serous  and  mucinous  carcinomata  classified 
into  well  differentiated  and  poorly  differen- 
tiated (or  anaplastic)  types.  Survivals  at  3,  5, 
and  10  years  were  50,  39,  and  33  per  cent 
respectively  for  the  well  differentiated;  and 
24,  14,  and  12  per  cent  for  the  poorly  differen- 
tiated group.  In  each  stage,  survival  was 
better  for  low  grade  lesions.  The  proportion 
of  high  grade  lesions  was  higher  in  advanced 
stages.  Munnell'^  divided  serous  carcinomata 
into  three  histologic  grades  and  found  a 
similar  correlation. 

Pathways  of  Spread 

Ovarian  carcinoma  commonly  spreads  in  tliree 
ways:  (1)  by  direct  extension  to  adjacent  or- 
gans; (2)  to  lymphatics  of  the  para-aortic 
chain;  and  (3)  to  peritoneal  surfaces."  Spread 
I>y  transplantation,  particularly  in  serous 
(arcinoma,  may  occur  early  in  the  disease. 
Surprisingly,  malignant  cells  have  been  fouiul 
in  the  peritoneal  fluid  after  complete  removal 
of  tumors  limited  to  one  ovary. 

Surgery 

\Vith  rare  exception,  completely  resectable 
disease  is  treated  by  total  abdominal  hyster- 
ectomy and  bilateral  oopherectomy.-' Many 
authorities®  also  recommend  this  procedure  in 


more  advanced  disease,®  including  removal  of 
as  much  metastatic  disease  as  is  feasible. 
Others  say  that  resection  of  fixed  masses 
spreads  the  cancer'®  and  hastens  recurrence 
and  recommend  pre-operative  irradiation  in- 
stead." 

Radiotherapy 

Post  operative  irradiation  has  been  employed 
in  all  stages.  There  is  disagreement  as  to 
whether  it  is  indicated  in  Stage  I,  especially 
la  (limited  to  one  ovar)’).  Advocates  point 
out  that  even  with  total  excision  of  disease, 
the  peritoneal  cavity  is  potentially  contami- 
nated by  free  floating  tumor  cells.®’  ®’  " 

However,  irradiation  should  certainly  he  of- 
fered in  Stages  II  and  III  because  microscopic 
or  gross  residual  carcinoma  is  inevitably 
present.  Chemotherapy  may  precede  (or  be 
given  concurrently  with)  irradiation  in  ad- 
vanced disease  Avith  large  masses  or  massive 
ascites.  Stage  I\  cases  or  those  rvith  extensive 
involvement  of  the  upjrer  abdomen,  or  with 
liver  matastases  should  receive  chemotherapy. 

Technics  depend  on  the  anatomic  extent  of 
disease  at  surgeiy,  the  amount  of  residual  car- 
cinoma, the  tumor  type,  and  the  tolerance  of 
the  irradiated  volume. 

Pelvic  irradiation  is  generally  recommended 
for  disease  grossly  limiteil  to  the  jiehis,  com- 
pletely or  incompletely  removed  (Stages  1 Jv 
II).  Whole  abdominal  irradiation  is  necessary 
for  State  111  lesions  and  may  be  advisable  for 
Stage  IIP  disease  especially  serous  carcino- 
mata. Limiting  factors  in  abdomino-pelvic 
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irradiation  are  the  radiosensitivity  of  the  liver, 
kidneys,  gastrointestinal  tract,  and  hemato- 
poetic  systems.®’  *’ 

The  dose  to  the  liver  and  kidneys  should  be 
reduced  to  tolerance  levels  by  appropriate 
shielding.  Gastrointestinal  reactions  can  usu- 
ally be  managed  medically.  If  they  are  severe, 
however,  treatment  may  have  to  be  inter- 
rupted temporarily.  Serial  blood  counts  are 
mandatory.  Leukocyte  count  should  not  be 
allowed  to  fall  below  2000,  nor  the  ])latelet 
count  below  50,000. 

Since  most  ovarian  can  inomata  are  of  limited 
sensitivity,  the  dose  administered  is  given  to 
the  limit  of  tolerance  excejJt  for  dysgermi- 
nomas  and  granulosa  cell  carcinomata.  In 
these  cases'^  doses  of  2000  to  1000  rads  are 
adequate.^®’ 

Irradiation  of  the  pelvis  with  megavoltage 
energy  of  5000  rads  in  five  weeks  is  usually 
well  tolerated.  If  the  lower  abdomen  (to  the 
umbilicus)  is  included,  the  dose  rate  should 
be  reduced.  Doses  to  this  larger  volume  of 
4500  to  5000  rads  in  6 to  6.5  weeks  can  be 
given  safely.  Two  methods  are  commonly 
used  for  irradiation  of  the  ahdomino-pelvic 
cavity:  (1)  open  opposing  ports;®- and  (2) 
moving  strip  irradiation.® 

With  open  ports,  one  should  aim  for  3000 
rads  in  4 to  5 weeks.  The  tumor  dose  for  the 
2.5  cm  moving  strip  technic  is  2500  rads  in  8 
fractions  in  10  to  12  days.  This  is  the  biologic 
equivalent  of  3400  rads  given  in  25  fractions 
in  5 weeks.^  Local  and  systemic  tolerance  ap- 
pears inqjroved  comparetl  with  the  open  port 
method,  although  no  sujjeriority  in  results  has 
been  demonstrated. 

Recently,  a more  rajhd,  less  intense  4 centi- 
meters moving  strip  method  has  been  de- 
veloped, shortening  the  over-all  treatment 
time  by  two  weeks  (to  treat  from  pelvic  floor 
to  diaphragm).^®  The  tumor  dose  is  2000  rads 
in  six  fractions  in  eight  days.  Its  biologic 
equivalent  is  approximately  3000  rads  given 
over  a five  week  period.^ 


Supplemental  pelvic  irradiation  of  1000  to 
2000  rads  is  standard  after  both  open  port 
and  moving  strip  inadiation  and  is  well 
tolerated. 

Radioisotopes 

Both  radioactive  colloidal  gold  (.Aid®®)  and 
colloidal  chromic  phosphate  (P®®)  have  been 
used  intraperitoneally®'  for  serosal  ir- 
radiation.'®- '®  .An'®®  had  90  per  cent  beta  ir- 
radiation, and  P®2,  100  per  cent.  Since  the 
range  of  beta  rays  is  a very  few  millimeters, 
radioisotopes  are  of  most  value  for  potential 
tumor  cell  contamination  of  the  peritoneal 
ca\ity,  or  tsdien  minute  serosal  seedings  are 
present.  Isotopes  have  been  used  to  control 
ascites  in  the  past  with  variable  success,  but 
they  now  have  been  replaced  by  alkylating 
agents  given  systcmically.®- '®-  '® 

Chemotherapy  and  Radiotherapy 

Theoretical  and  experimental  evidence  sug- 
gests that  certain  chemotherapeutic  agents 
may  sensitize  cells  to  irradiation  and  thereby 
jx)tentiate  its  effects.®®  These  drugs  produce 
modification  of  the  DN.A  molecule  which  is 
the  prime  target  of  ionizing  radiation.  Kott- 
meier"  compared  two  large  groups  of  inoper- 
able carcinomata  and  achieved  47  per  cent 
sustained  palliation  with  irradiation  alone, 
comjjared  with  87  j)er  cent  treated  by  irradia- 
tion and  Thiotepa.® 

Decker®  found  that  far  advanced  carcinomata 
treated  with  surgei7,  irradiation,  and  cytoxan 
responded  much  better  than  those  treated 
with  surgery  and  irradiation  nlone:  Mean 
survival  time  was  j>rolonged  and  the  response 
rate  was  higher.  Chemotherapy,  intraperi- 
toneally  and  systemically,  also  apjieared  to 
enhance  results  when  combined  with  complete 
surgeiy  and  radiotherapy,  compared  with 
complete  surgery  and  radiotherapy  alone.  The 
5 year  survival  for  Stages  1-111  (excluding  la) 
was  60  per  cent  for  those  receiving  chemo- 
therapy, and  47  per  cent  for  those  who  did 
not.®^ 

The  prime  difficulty  with  adjuvant  chemo- 
therapy is  hematopoetic  depression,  especially 
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Value  of  Post-Operative  Irradiation 

No  controlled  randomized  studies  of  treat- 
ment of  ovarian  cancer  are  available.  Ideally, 
results  should  be  compared  for  specific  tumor 
types  since  survival  is  a function  of  the  bio- 
logic activity  of  the  tumor  as  Avell  as  its  treat- 
ment. However,  few  such  studies  exist. 
Evidence  is  conflicting  regarding  the  value  of 
post-operative  irradiation  in  Stage  I cases, 
especially  la.  MunnelE®  reported  much  high- 
er 5 year  survival  rates  with  surgery  alone 
for  Stages  la  and  Ib  than  with  post-operative 
irradiation  (78  per  cent  versus  54).  Other 
studies^  show  little  or  no  difference  in  survival 
with  or  w'ithout  irradiation.^®  On  the  other 
hand,  very  high  survival  rates  have  been 
achieved  with  post-operative  radioisotope 
therapy  or  megavoltage  irradiation.  Muller^® 
achieved  a 90  per  cent  5 year  survival  in 
Stage  la  with  radiogold  (.\u^®®)  compared  to 
60  per  cent  before  radiogold  was  tried. 
Keetteh®  reported  a 5 year  survival  rate  of  86 
per  cent  with  radiogold  after  removal  of  all 
primary  tumor,  with  or  without  spill,  where- 
as, a similar  group  has  a 53  per  cent  survival 
before  radiogold. 

Moore’s  findings^^  with  radiogold  were  the 
same  in  the  “non  spill”  group — 90  per  cent; 
but  were  slightly  less  (64  versus  76  per  cent) 
in  the  “spill”  group. 

Megavoltage  irradiation  of  Stage  I cases  re- 
sulted in  4 year  survival  of  74  per  cent  (81  per 
cent  with  serious  carcinomata)  in  one  series;® 
and  82  j^er  cent  5 year  survival  of  Stage  la 

Table  3 
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RESULTS 

NO  OF 

STAGE-5  YR 

INS  riTiJ  rioN 

GROUP 

CASES 

FREATMENT 

SURVIVAL 

Western  Inlinnarv 

.Ml  Cases 

72 

Surg.  alone,  or  -f-  ChemoRx 

11-33%;  1 1 1-9% 

(ilasgow,  1970 

171 

Slug.  Irradiation 

11-48%:  111-17.5% 

Columbia  Pres. 

All  Cases 

10(1 

Surgery  alone 

II-  0%:  III-  1% 

N.Y.-1968 

217 

Surgery  Irradiation 

11-40%:  111-12% 

Radium  Ilcmmet 

Serous  Ca 

302 

Incomplete  Surgery*  -j-  Irrad 

llB-23%;  III-  4% 

Stockholm— 1971 

Fudometrioid  or 

Mesonephroid 

149 

Incomplete  Surgery  * Irrad 

lIB-607o:  111-15% 

M.l).  Anderson 

All  Cases 

30 

Surgery  -1-  Irradiation 

IIMV-2.5%, 

1 loiiston— 1969 

46 

Surgery  alone 

IIMV-10% 

85 

Surgery  -f-  Chemotherapy 

III-IV-11% 

• liRornplete  suiger); 

Inoperable  eases  or 

those  with 

incotnplete  removal  of  ca,  or 

metastases 

With  whole  abdominal  irradiation.  Tempo- 
rary interruption  of  treatment  is  often  neces- 
sary to  permit  blood  elements  to  recover. 

Cytoxan  appears  to  have  some  advantages 
over  the  other  alkylating  agents  in  that  there 
is  relatively  little  effect  on  platelets;  also 
leukocyte  recover}'  is  more  rapid  after  cessa- 
tion of  the  drug.® 

Pre-Operative  Irradiation 

Pre-operative  irradiation  has  been  recom- 
mended^® for  locally  advanced  disease  fixed 
to  pelvic  organs  or  bony  pelvis.^®’  Irradia- 
tion causes  masses  to  become  smaller  and 
more  mobile,  facilitates  the  dissection,  and 
reduces  the  risk  of  iatrogenic  dissemination. 
Kottmeier^®  reported  on  104  patients  with 
partial  excision  of  fixed  masses:  All  were  dead 
within  21  months  despite  post-operative  ir- 
radiation, and  most  within  six  months.  In 
contrast,  20  of  116  with  pre-operative  pelvic 
irradiation  (3-4000  rads  in  4 to  7 weeks)  and 
subsequent  excisional  surgery  survived  more 
than  three  years.  A small  series  of  advanced 
inoperable  cases®®  treated  with  abdomino- 
pelvic  irradiation  (3000  rads  in  6 to  8 weeks) 
pre-operatively  plus  Thiotepa®  indicated  that 
gross  total  removal  became  possiljle  at  “second 
look”  surgery  in  9 out  of  17  cases. 

Radical  surgery  foi-  locally  advanced  car- 
cinoma including  resection  of  involved  viscera 
has  also  been  successfully  performed’®  after 
pre-operative  irradiation  of  1000  rads  in  6 to 
8 weeks,  with  8 of  8 survivors  over  5 years. 
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cases  without  microinvasion  of  the  capsule,  in 
another.®  There  is  impressive  evidence  of  the 
value  of  post  operative  irradiation  in  Stage  II 
and  III  carcinomata.  Large  series  from  Glas- 
go\v’2  and  the  Columbia-Presbyterian  Hospital 
in  New  York^®  reveal  distinct  superiority  in 
5 year  sur\dval  for  cases  treated  with  surgery 
and  irradiation  versus  those  with  surgen 
alone  or  with  subsequent  chemotherapy. 
Similar  findings  were  reported  in  Stages  III 
and  IV  cases  from  the  Anderson  Hospital  in 
Houston.® 

At  the  Radium  Hemmet,  a large  group  of  ad- 
vanced carcinomata  w'ere  treated  essentially 
with  primary  radiation  therapy.^®  All  these 
patients  had  metastases  and/or  incompletely 
removed  or  inopierable  cancer — see  Table  3. 
Impressive  5 year  survival  rates  resulted  in 
those  with  pelvic  spread  (Stage  IIB);  60  p>er 
cent  for  the  endometrioid  and  mesonephroid 
tumors,  and  23  per  cent  for  the  serous  car- 
cinomata. A small  ratio  of  cases  with  extra- 
pelvic  spread  (Stage  III)  were  alive  as  well. 
The  improved  survival  with  the  endometrioid 
and  mesonephroid  types  indicates  they  are 
probably  more  radiosensitive  than  the  serous 
carcinomata. 


Conclusions 

(1)  The  major  prognostic  factors  in  treatment 
of  ovarian  carcinoma  are  the  clinical  stage, 
the  histologic  type,  and  the  histologic  grade. 

(2)  Radiation  therapy  is  an  important  adjunct 
to  surgery  for  curative  and  palliative  treat- 
ment. 

(3)  Cure  rates  may  be  enhanced  in  Stage  I 
disease  with  post-operative  radioisotope  ther- 
apy or  megavoltage  irradiation. 

(4)  Survival  rates  of  Stages  II  and  III  carcino- 
mata are  significantly  improved  with  post- 
operative irradiation. 

(5)  .\djuvant  chemotherapy  may  potentiate 
the  effects  of  irradiation  resulting  in  pro- 
longed survival  and  improved  palliation  of 
far  advanced  disease. 

(6)  Pre-operative  irradiation  of  advanced  car- 
cinoma with  fixed  masses  may  increase  resecta- 
bility and  prolong  survival. 

A bibliographic  listing  of  24  citations  will  appear  in 
the  author’s  reprints. 


Old  Short  Hills  Road 


New  Medication  for  Alcoholics 


A new  tranquilizer  for  the  treatment  of  alco- 
hol dependence,  Serentil®  (mesoridazine), 
has  been  developed  and  made  available  by 
Sandoz  Pharmaceuticals  (Hanover,  New  Jer- 
sey). The  new  agent  aims  at  relieving  anx- 
iety, tension,  and  depression.  It  has  antiemet- 
ic proerties,  an  apparent  lack  of  habituating 
characteristics  or  hepatic  toxicity,  and  is 
available  in  both  oral  and  parenteral  forms. 
In  preparation  for  release  of  Serentil®,  San- 
doz has  supported  the  Center  of  Alcohol 
Studies  at  Rutgers  University  in  a massive 
statistical  survey  of  alcohol  dependence  and 
physicians’  attitudes  toward  the  problem,  in- 


cluding a state-by-state  analysis.  The  survey 
showed  that  while  New  Jersey  ranks  7th  in  the 
total  number  of  alcoholics,  it  ranks  10th  in 
per  capita  number.  It  was  also  noted  that 
more  New  Jersey  physicians  (compared  with 
the  national  average)  report  that  at  least  half 
their  problem  drinkers  are  women. 

Sandoz  is  offering  interested  physicians  a 
series  of  recorded  panel  discussions  witli  lead- 
ing authorities  on  alcohol  dependence  and  its 
treatment.  Also  in  preparation  by  Sandoz  is  a 
directory,  a state-by-state  reference  of  treat- 
ment facilities  and  other  pertinent  data. 
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% broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains.-  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

j 

^anishin!^  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients;  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution.  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  si>r  d be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indi-  . 1 an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  T‘  , ! ->ssibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  The-^c  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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Facts 

about 

ToridineLM. 

cephaloridine 


Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g..  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
coliform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A streptococci,  pneumococci, 
and  penicillin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 


Facts  about  dosage 

In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1 Gm.  every 
eight  hours  (1.5  to  3 Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administration 
Single  Doses  (250  mg.  to  1 Gm.)  to  Normal  Human  Volunteers  (Six 
Eighteen  Sub/ects  per  Group).  (Modified  from  Currie,  J.  P.:  Cephaloi 
dine:  Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supplement 
22,  1967.; 

Peak  serum  levels  have  been  noted  with  Loridine  withi 
one- half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hour 
after  a 500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  orderto  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceeded 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  moderate, 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  the 
maximum  recommended  dosage  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 


Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


jcts  about  administration 


I following  guidelines  for  therapy  with 
hdine  are  recommended. 

fore  Administration  of  Loridine 
istablish  susceptibility 
3f  the  pathogen. 

)etermine  patient’s  renal 
status;  Loridine  is  contraindicated  eT. 
lin  azotemia. 

Iring  Administration  of  Loridine 
[Maintain  proper 
[hydration. 

[Monitor  renal  status 
[—urinalyses,  urinary 
[output,  BUN,  and/or 
serum  creatinine. 

Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4 Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1 to  3 Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  forchanges  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins;  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 
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(P/ease  turn  page  for  prescribing  information.) 


Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti- 
ble to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul- 
ture and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail- 
able before  antibiotic  treatment  of  gonor- 
rhea is  given. 

Contraindications;  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI- 
CAL AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANOES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4 Gm.  daily  (see  Adverse  Reac- 
tions), recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus- 
pected impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos- 
pitalized. If  impaired  renal  function  devel- 
ops during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro- 
toxic potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 
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In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer- 
ulonephritis in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con- 
comitant syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or- 
ganisms not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc- 
cur, take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a positive 
Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3 percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A few  instances  of  drug  fever  have 
been  reported. 

A few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a single  determination  when  other  param- 
eters of  liver  function  were  normal,  and 
only  rarely  was  a level  of  100  units  reached. 
In  a few  cases,  similar  elevations  of  alka- 
line phosphatase  were  found.  The  signif- 
icance of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in  free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a small  number  of  patients.  The  pi 
sibility  of  this  complication  seems  to[ 
greater  in  seriously  ill  patients  given  m| 
than  recommended  doses.  Acute  tubu 
necrosis  has  been  found  in  affected 
tients  coming  to  autopsy.  Rare  cases! 
nausea  and  vomiting  have  occurred.  p| 
in  association  with  intramuscular  inject| 
was  noted  in  less  than  3 percent  of 
tients.  In  only  one  patient  in  a seriesl 
623  was  the  route  changed  on  this  accoul 
Phlebitis  at  the  site  of  intravenous  inj( 
tion  has  been  rare. 

Administration  and  Dosage:  Importan 
Before  administering  Loridine,  see  pa 
age  insert  for  details  on  dilution. 

Intramuscular  Injection  — Loridine 
usually  injected  into  a large  muscle  ma 

The  usual  adult  dosage  for  many  infi 
tions  of  moderate  severity  is  500  mg. 

1 Gm.  three  times  a day  at  equally  spac 
intervals.  Milder  and  more  suscepti 
infections  have  been  treated  with  250 
500  mg.  given  two  or  three  times  a d 
More  severe  infections  may  be  treat 
with  500  mg.  to  1 Gm.  four  times  a d 
A single  2-Gm.  dose  is  recommended 
the  treatment  of  acute  gonorrhea.  Ea 
syphilis  may  be  treated  with  500  mg.  to| 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  wi 
high  doses  for  life-threatening  conditioi 
has  been  reported,  it  has  been  shown  th 
excessive  dosages  (above  4 Gm.  dail 
may  cause  serious  nephrotoxic  reactio 
For  this  reason,  Keflin®  (sodium  cephaf 
thin,  Lilly)  may  be  preferred  when  dos 
larger  than  4 Gm.  daily  are  considered  f 
life-threatening  situations.  If  more  than 
Gm.  of  cephaloridine  is  injected  daily,  t 
patient  should  be  under  close  clinic 
observation  for  changes  in  renal  functi' 
or  be  hospitalized.  In  addition,  reduc 
dosage  should  be  employed  in  patien 
with  known  or  suspected  renal  impairmen 

In  children,  a daily  total  of.  30  to 
mg.  per  Kg.  (15  to  25  mg.  per  pound) 
body  weight,  given  in  divided  doses,  h. 
been  found  effective  for  mild  to  mode 
ately  severe  infections.  A daily  total  of  1 
mg.  per  Kg.  (50  mg.  per  pound)  of  bO' 
weight  (not  to  exceed  recommended  adu! 
doses)  may  be  needed  for  very  seve 
infections. 

Intravenous  Injection— \n  the  presencj 
of  extremely  serious  infections  (such 
bacteremia)  or  when  any  infection  see 
overwhelming,  intravenous  administratioj 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  wit 
intramuscular  injection.  For  very  suscei 
tible  organisms,  500  mg.  to  1.5  Gm.  p 
day  may  suffice;  for  less  susceptibi 
organisms  and  for  serious  infections,  2 t 
4 Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cephc 
loridine,  Lilly),  500  mg.,  5-ml.  size 
rubber-stoppered;  1 Gm.,  10-ml.  size 
rubber-stoppered. 


Additional  information 
available  to  the  profession 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46201 


Addressed  to  a State  College  Institute,  Dr.  lUettler 
here  offers  a point  of  view  on  consumer  protection  in 
medical  care.  These,  of  course,  are  the  views  of  the 
author,  not  of  the  State  College  or  of  The  Medical 
Society  of  New  Jersey. 

Is  There  an  Equivalent 
in  the  House?* 


Fred  A.  Mettler,  M.D./Blairstown 

No  education  is  required  to  be  a “practition- 
er” of  medicined  The  term  may  be  properly 
applied  to  anyone  even  attempting  to  treat 
diseases.  In  Cionununist  China  an  ancient  sys- 
tem of  therapy  (l)ased  upon  counterirritation, 
using  nioxa  and  aciqiuncture)  still  nourishes 
alongside  scientific  medicine  and  is  inter- 
woven with  it.  In  areas  where  ideology  takes 
l^recedence  over  science,  scientific  medicine  is 
suppressed  since  it  is  not  possible  for  reason- 
able physicians  to  admit  that  cure  is  depend- 
ent upon  membership  in  a political  party.  In 
any  system  of  medicine,  the  word  practitioner 
may  be  used  for  one  who  is  uncpialilied  as  well 
as  for  one  who  is  tpialifed  and  he  may  be 
engaged  in  legal  or  illegal  practice.  In  most 
countries  if  a jiractitioner  is  to  be  considered 
qualified-  he  needs  a certain  amount  of  train- 
ing which  is  the  second  requirement  in  safe- 
guarding the  public,  the  first  requirement 
being  freedom  from  j)olitical  domination. 

In  the  principal  powers  of  the  current  world, 
the  theoretical  education  of  the  individual  up 
to  the  age  of  18  is  essentially  similar.  If  the 
individual  completes  an  additional  approved 
course  of  theoretical  training  in  medicine  he 
may  become  a graduate  in  medicine  (Doctor 
of  Medicine  in  the  US.A  and  USSR,  Bachelor 
of  Medicine  and  Surgery  in  the  United  King- 
dom) . Such  an  additional  course  of  training 
requires  from  5 (UK)  to  8 years  (6  IISSR 
and  from  6 to  8 in  USA).  If  the  United  King- 
dom bachelor  completes  an  additional  intern- 
ship year  and  submits  a thesis,  he  also  may 


become  an  M.D.  All  such  jrer.sons  are  then 
Doctors  of  Medicine,  or  more  simply  “doc- 
tors.” Of  course  not  all  “doctors”  are  doctors 
of  medicine,  d'he  word  simply  means 
“learned”  and  may  be  applied  to  musicians  or 
theologians  as  well  as  doctors  of  medicine.  In 
our  country  a D.O.  degree  (Doctor  of  Osteopa- 
thy) may  be  alternatively  obtained  in  a com- 
parable  manner.  In  Great  Britain  and  certain 
other  countries,  including  the  LIS.A,  and  the 
State  of  New  Jersey,  persons  may  be  admitted 
to  the  legal  practice  of  medicine  who  have  not 
l)een  graduated  from  any  recognized  medical 
school.  Such  persons  are  properly  called  licen- 
tiates, ])hysicians,  or  practitioners  although 
individuals  of  these  clas.ses  will  occasionally 
i)e  encountered  using  the  designation  Doctor 
of  .Medicine  and  signing  tlie  letters  M.D.  after 
their  name.  Such  usage  is  justified  by  the 
argument  that  a license  to  practice  medicine 
is  tlie  “ecpiivalent”  of  the  degree  of  Doctor  of 
Medicine.  Boards  of  Medical  Examiners,  in 
some  states,  may  print  the  designation  M.D. 
on  licenses  of  individuals  who  have  never  re- 
ceived such  a degree.  In  New  Jersey  it  is 
proposed  to  make  it  illegal  for  a practitioner 
to  employ  anything  but  what  the  Board  of 
Medical  Examiners  prints  on  his  license.  This 
would  mean  that  a jjractitioner  might  be  re- 
quired to  designate  himself  as  M.D.  even  if  he 
w'ere  not  and  had  no  intention  of  making  any 
such  claim.  Such  claims  are  regarded  as  “re- 
grettable” by  the  AMA,  and  foreign  accredit- 
ing agencies  have  characterized  US,\  usage  in 
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this  respect  as  “blundering.”  Official  US  orga- 
nizations of  physicians,  such  as  the  state  med- 
ical societies,  the  AMA,  and  the  boards  of 
certified  specialists,  may  be  required  by  law 
(as  in  Pinsker  vs.  Pacific  Coast  Society,  Cali- 
fornia Supreme  Court,  1969)  to  admit  such 
arbitrarily  designated  persons  to  membership 
whether  they  approve  of  them  or  not.  Some  of 
our  European  colleagues  call  derisively  such 
compulsion  fare  ingoiare  un  rospo.  It  should 
also  be  clearly  understood  that  the  profession- 
al organizations  in  this  country  cannot  get  rid 
of  embarrassing  presences  (Parsons  College 
Case,  U.S.  District  Court  of  Illinois,  1967) 
once  they  have  been  forced  upon  them 
(Cardozo,  1970).  There  is  no  direct,  immediate 
mechanism  available  to  physicians  (or  organi- 
zations of  physicians)  to  revoke  a license  once 
it  has  been  granted  by  the  state.  In  general, 
only  an  actual  conviction  for  a felony  may 
possibly  result  in  the  revocation  of  such  a 
license.  Such  action  cannot  be  taken  by  the 
physicians’  organizations  themselves.  From 
these  considerations  it  should  be  clear  to  the 
consumer  that  the  profession  itself  cannot  be 
justifiably  criticized  if  the  practitioners  in  a 
community  are  incompetent  or  if  there  are 
undesirables  in  the  professional  societies  since 
the  profession  itself  has  no  effective  means  of 
preventing  the  admission  to  practice  of  per- 
sons the  profession  does  not  regard  as  ade- 
(]uately  qualified  and  no  practical  way  of  get- 
ting rid  of  persons  from  whom  it  would  like 
to  dissociate  itself. 

In  the  USSR,  Vietnam,  and  several  other 
areas,  the  hierarchy  of  practitioners  includes 
a special  group  called  feldshers.  Nurses  are 
also  considered  practitioners  of  medicine 
there.  In  the  USSR  and  some  parts  of  the 
U.SA  (including  New  Jersey)  midwives  occu- 
py a position  in  the  hierarchy  of  medical 
practitioners.  The  word  physician  is  common- 
ly used  for  practically  any  of  the  above 
groups,  except  midwives  and  nurses.  The 
phrase  “family  physician”  is  usually  employed 
to  mean  a doctor  of  medicine  engaged  in  gen- 
eral practice.  Legislation  now  before  the  New 
York  Senate  would  limit  this  designation  to 
a new,  special  group  of  medical  attendants 
equivalent  to  the  Soviet  feldsher.  The  feldsher 


is  the  professional  descendant  of  the  medieval 
barber-surgeon  who  became  the  military  sur- 
geon of  the  17th  century  (from  the  German 
Feldscherer).  Because  of  a shortage  of  first 
class  doctors  in  Czarist  Russia  the  feldscherer 
persisted  as  a kind  of  second-rate  physician. 
Today  the  400,000  feldshers  currently  in  the 
USSR  (many  are  women)  constitute  a catego- 
ry of  specially  trained  multi-purpose,  middle- 
grade  medical  workers,  not  inferior  quality 
physicians.  The  proposed  legislation  for  the 
creation  of  the  class  of  feldsh&r  in  the  USA 
would  restrict  the  designation  family  physi- 
cian to  a class,  the  exact  training  require- 
ments of  which  are  still  indeterminate.  These 
people  who  would,  however,  hold  a Bachelor 
of  Medicine  degree  would  be  engaged  in  “per- 
forming presumptive  or  symptomatic  diag- 
noses and  treating  or  prescribing  for  any  hu- 
man disease,  pain,  injury',  deformity  or  physi- 
cal condition.”  (“Laverne  Bill,”  proposed 
article  162,  to  be  added  to  the  New  York  Edu- 
cation Law)  Such  legislation  in  its  present 
form  is  opposed  by  organized  medicine  as  ex- 
posing the  public  to  unqualified  attendants. 

A certified  specialist  may  be  a person  who  has 
undergone  recognized  postgraduate  training 
and  passed  special  certifying  examinations  of- 
fered by  professional  boards.  Certified  special- 
ists have  no  distinctive  legal  status,  since  the 
certifying  boards  are  not  government  agen- 
cies. Certified  specialists  are  expected  to  re- 
strict their  practice  to  the  area  of  their  spe- 
cialty but  do  not  always  do  so.  Some  use  the 
curious  word  specialoid  for  a physician  who 
has  developed  a restricted  type  of  practice 
without  having  followed  the  training  course 
prescribed  for  the  certified  specialist.  It  is 
almost  impossible,  even  for  professionals,  to 
determine  from  the  labels  just  exactly  what 
the  training,  qualifications,  or  current  activi- 
ties of  such  persons  might  be.  The  trend  is 
toward  less  rather  than  greater  clarity.  Prac- 
titioners of  medicine  in  the  USA  are  required 
to  display  their  Doctorate  of  Medicine  Diplo- 
ma, State  Board  of  Medical  Examiner’s 
License,  and  Tax  Stamp  for  narcotic  and 
other  dangerous  drugs.  If  these  are  not  dis- 
played, it  may  be  assumed  they  do  not  exist. 
Certificates  from  specialty  boards  are  usually 
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displayed  it  the  physician  is  a certified  spe- 
cialist but,  some  so-called  “specialty”  boards 
do  not  enjoy  any  high  order  of  respect. 

In  the  USA  the  patient  is  unrestricted  in  his 
selection  of  a physician  on  the  basis  of  a 
direct  patient-physician  relationship  and 
without  third  party  interference.  In  such  a 
system  the  most  important  safeguard  of  the 
consumer  is  his  own  critical  judgment.  Con- 
sumer protection  in  such  a system  means 
something  very  different  than  would  be  meant 
in  the  USSR  w'here  the  patient  is  required  to 
go  to  the  particular  “doctor-of-first  contact” 
assigned  to  the  district  (uchastok)  in  which 
the  patient  is  residing,  or  to  the  district  clinic 
if  there  is  one.  The  Soviet  patient  has  no  more 
choice  about  his  medical  attendant  than  the 
United  States  patron  of  a post  office  has  about 
the  clerk  who  will  serve  him.  There  is  no 
patient-physician  relationship  in  our  sense  of 
the  term,  since  the  Soviet  physician  is  an 
agent  of  the  state.  It  is  assumed,  in  totalitari- 
an systems,  that  there  is  no  need  for  the 
consumer  to  exercise  choice  because  he  is  pro- 
tected, the  state  being  both  a designer  and 
deliverer  of  the  system  of  medical  care.  Logi- 
cally, in  such  a system,  one  cannot  have  any 
complaints  since  the  system  is  designed  to 
meet  all  the  needs  of  whatever  situation  may 
conceivably  arise.  According  to  this  line  of 
reasoning  the  responsibility  of  the  state  is 
total.  If  results  turn  out  to  be  less  satisfactory 
than  the  patient  or  his  relatives  anticipated, 
the  state  will  take  care  of  the  unfortunate 
consequences  through  a system  of  closely  in- 
terlocking agencies.  If  medical  service  is  not 
delivered  as  planned,  there  are  channels 
through  which  complaints  can  be  filed.  The 
logic  of  this  system  is  forceful  and  the  figures 
available  to  back  up  the  logic  are  impressive 
but  the  American  public  is  less  favorably  dis- 
posed to  the  imposition  of  such  a degree  of 
regimentation  than  is  its  Soviet  counterpart. 

However,  it  must  be  pointed  out  that  there  is 
also  room  for  some  skepticism  about  the  de- 
gree of  free-choice  which  the  citizen  of  the 
USA  can  exercise  in  matters  of  medical  care. 
A system  of  free  choice  of  one’s  medical  attend- 
ants is  not  very  meaningful  if  no  desirable 


attendant  can  be  found.  Furthermore,  the 
knowledgeable  resident  of  New  Jersey  who  is 
familiar  with  reports  such  as  that  of  the  Sur- 
vey Board  of  the  American  Psychiatric  Asso- 
ciationf  wdll  note  that  the  program  recom- 
mended by  the  survey  board  is  dependent 
upon  the  uchastok  principle  of  sectionaliza- 
tion.  This  essentially  deprives  the  patient  of 
any  practical  degree  of  choice.  It  is  true  that 
the  APA  envisions  the  possibility  of  free 
choice  of  physicians  in  state  hospitals,  but 
from  a practical  point  of  view  the  state  psy- 
chiatric hospital  programs  of  nearly  all  juris- 
dictions are  run  on  the  uchastok  plan.  Pa- 
tients in  state  hospitals  have  the  legal  right  to 
appeal  to  the  state  with  regard  to  the  quality 
of  medical  care  they  get  but  this  is  a correc- 
tive not  preventive  mechanism.  From  the  con- 
sumer’s point  of  view',  the  uchastok  system, 
whether  run  by  a democracy  or  totalitarian 
power,  affords  the  consumer  only  such  protec- 
tion as  may  be  built  into  the  system.  In  the 
totalitarian  system  the  state  not  only  accepts 
total  resjxrnsibility,  at  least  in  theory,  for  fail- 
ures but  also  has  an  integrated  system  to 
take  care  of  unfortunate  consequences.  The 
democratic  society  which  employs  the  uchas- 
tok system  generally  does  not  accept  any  re- 
sponsibility for  failures  but  only  (and  again 
in  theory)  for  negligence.  In  cases  of  profes- 
sional error  it  may  not  admit  liability  unless 
it  can  be  forced  to  accept  legal  suit  and  can 
subsequently  be  proved  to  have  been  negli- 
gent. Even  then,  if  one  is  successful  in  what 
for  most  people  woidd  obviously  be  a prohibi- 
tively expensive  legal  battle,  there  is  still  rela- 
tively little  opportunity  for  the  recovery  of 
any  substantial  amount  for  damages. 

Consumer  Protection  in  the  Free-Choice  Sys- 
tem— In  the  patient-physician  relationship, 
under  which  a significant  part  of  medical  care 
is  still  conducted  in  the  United  States,  it  is 
assumed  that  the  patient  knows  what  he 
wants  by  way  of  medical  care  and  how  to  go 
about  getting  it,  or  at  least  is  not  deliberately 
intent  upon  deceiving  himself.  Are  these  as- 
sumptions justified?  The  USSR  bureaucrat 

t Mental  Health  Needs  of  New  Jersey,  American 
Psychiatric  Association,  Washington,  D.  C.,  February 
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would  say  it  is  not.  Hippocrates  pointed  out  in 
iiis  first  aphorism,  that  it  is  not  enough  to 
]rrescribe  for  a patient — one  must  be  able  to 
manage  matters  on  a more  comprehensive 
scale.  “The  physician  must  not  only  be 
prepared  to  do  what  is  right  himself,  but  also 
to  make  the  patient,  the  attendants,  and  the 
externals  cooperate.”  It  has  been  asserted  by 
many  observers  (Flexner  (1910)  among 
them)  that  there  are  some  persons  who  con- 
tribute to  their  own  confusion  and  deception 
hecatise  they  cannot  think  clearly  or  have  per- 
.sonality  problems,  it  is  very  diffictdt  to  pro- 
tect such  constnners.  Our  state’s  Professional 
and  Occupational  Licensing  Study  Commis- 
sion (Re])ort  of  January  7,  1971)  threw  u])  its 
hands  when  confronted  with  the  specter  of 
full  paternalism  advocated  in  totalitarian  gov- 
ernments anti  decided  that  the  state  cotdd  not 
Ite  expected  to  regidate  ecerything.  It  recom- 
mended that  state  licensure'®  should  be  re- 
stricted to  the  coverage  of  those  ]rersonnel 
services  which  retpiire  qualifications  of  such  a 
specialized  or  complex  type  that  the  ordinary 
person  cannot  be  exjtected  to  come  to  an 
unaided  opinion  as  to  their  adetpiacy.  The 
practice  of  medicine  and  surgery  was  one 
such  area  in  which  state  licensure  was  consid- 
ered to  jjrovide  definite  consumer  protection. 
This  Commission  tlid  not  explore  the  opportu- 
nities available  through  the  British  system  of 
registrable  tpialifications  in  the  ca.se  of  medi- 
( ine,  as  ojjjjosed  to  the  procrustean  gymnastics 
retpiired  by  licensure  under  the  State  Boards’ 
System.  The  fact  is  that  while  there  is  rela- 
tively little  chance  of  deceiving  any  but  the 
most  gtillible  persons  by  the  frauds*  which 
.Morris  Fishbein  (1925)  called  the  “medical 
follies”  even  very  sophisticated  legislators  eas- 
ily become  hopele,ssly  confused  by  superficial 
appearance  in  the  labyrinth  of  licensure.  The 
commission  made  an  illuminating  plea  for  li- 
censing agencies  to  provide  the  jjtiblic  with 
information  “written  clearly,  about  how  to 
enter  a profession  or  occupation.  It  wants  to 
know  what  to  do  with  complaints.  It  wants  to 
know  what  standards  practitioners  are  expec- 
ed  to  follow,  if  any.  It  wants  help  from  agen- 
cies that  were  established  to  serve  the  public.” 
The  arresting  aspect  of  this  statement  is  that 
it  demonstrates  that  a dedicated  grotip  can 


itself  present  the  public  with  ambiguous  data, 
even  though  it  knows  that  what  the  public 
needs  and  wants  is  clear  factual  information. 
For  example,  when  one  examines  the  educa- 
tional entry  requirement  supplied  by  the  Com- 
mission for  the  profession  of  “physicians  and 
surgeons”  (graduation  from  medical  school  or 
college)  one  is  forced  to  admit  that  this  un- 
(jualified  statement  is  not  in  full  agreement 
with  the  law  in  operation  at  the  time  of  the 
report  (NJRS  15:9-8)  which  is  explicit  in 
allowing  for  equivalent  exceptions  to  the 
recjuirement  of  “graduation  from  medical 
school  or  college.” 

Consumer  Protection  at  the  Level  of  the  Med- 
ical Colleges — Up  until  1910,  medical  educa- 
tion in  the  USA  was  a jerry-built  complex  with 
.some  fine  establishments  interspersed  among 
many  shabby,  run-down,  but  still  resj>ectable 
organizations,  and  a distressingly  large  num- 
ber of  outright  fraudulent  ones,  the  diploma 
mills.  “There  is,”  Flexner  wrote  in  1910  “no 
protection  against  fraud  or  forgery”  and 
again  “the  state  board  is  legally  powerle.ss.”  A 
similar  situation  existed  abroad.  The  scan- 
dalous “extramural  schools”  in  .Scotland  and 
the  venial  Zeugnis  (certification)  vendors  of 
.Vustria,  especially,  come  to  mind.  The  Carneg- 
ie study  of  1910  expo.sed  the  extent  of  pa- 
tient exploitation  in  the  US.\.  This  helped 
bring  about  the  closure  of  the  worst  institu- 
tions here  and  the  consolidation  of  many  oth- 
ers during  the  social  changes  attendant  upon 
W^orld  A\’ar  I.  The  .\ustrian  establishments 
went  down  the  drain  due  to  the  collapse  of 
the  country.  Some  of  the  “extramural” 
schools  in  Scotland  staggered  along  on  oat- 
meal rations  for  a while  and  the  remainder 
linally  “slippit  awa  like  a knotless  thread”  in 
the  fifties.  In  the  US.A,  a generally  satisfactory 
system  of  regular  inspection  and  accreditation 
has  been  carried  on  in  recent  years  by  the 
.\merican  Medical  Association  and  the  Asso- 
ciation of  American  Medical  Colleges.  Indi- 
vidual schools  (such  as  tho.se  in  our  state) 
have  had  periods  of  considerable  difficulty 
but  the  general  level  of  education  has  been 
satisfactory.  More  recently,  with  an  increased 
demand  for  medical  manpower  and  a short- 
age of  teachers,  the  situation  has  once  again 
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become  strained.  At  present,  with  deficits  re- 
quiring cut-backs,  in  the  face  of  an  increased 
demand  for  any  kind  of  medical  attendant 
tiiat  can  be  dredged  up  from  the  bottom  of 
the  manpower  barrel,  most  schools  are  having 
difficulty  in  keeping  up  the  standards  they 
feel  should  be  maintained.  We  are  obviously 
on  the  verge  of  a return  to  the  psychology  of 
the  diploma  mill  era  rather  than  engaged  in 
intelligent  planning  to  make  efficient  use  of 
what  we  have. 

Foreign-trained  physicians  have  been  drawn 
from  areas  which  are  tvidely  divergent  in  re- 
spect to  standards  and  subjects  studied.  There 
are  schools  of  outstanding  merit  in  many  for- 
eign countries.  However,  the  student  who 
graduates  from  a superior  foreign  school  is 
less  likely  to  be  interested  in  emigrating  to 
the  USA  than  is  his  less  talented  and  less 
fortunate  compatriot.  I he  situation  of  tlie 
.Vmerican-born,  foreign-trained  medical  stu- 
dent is  no  more  satisfactory  than  that  of  the 
foreign-born  immigrant  wlio  had  the  advan- 
tage of  being  familiar  with  the  milieu  in 
which  he  studied.  “Foreign  medical  graduates 
who  are  US  citizens  fail  the  ECFMCi  and  the 
licensure  examinations  in  the  same  propor- 
tion as  all  foreign  medical  graduates”  (Millis, 
1971).  I'he  supplementation  of  medical 
physician  manpower  with  foreign  graduates  is 
a selective  process  which  operates  in  favor  of 
the  selection  of  less  successful  individuals  re- 
gardless of  their  national  origin.  There  is  a 
marked  difference  between  the  attitudes  of 
the  governments  of  the  United  Kingdom  and 
the  US.\  with  regard  to  foreign  stutlenls.  .Six- 
teen pages  of  a recent  Royal  Commission  re- 
port (1%8)  are  taken  up  with  the  responsi- 
bilities  of  the  UK  in  helping  to  train  medical 
personnel  for  less  privileged  areas.  In  the 
US.\  this  responsibility  has  been  recognized 
In’  the  establishment  of  a foreign  medical 
graduate  program  which  Millis  (op  cit.)  has 
characterized  as  “a  can  of  worms”  because 
among  other  things  “it  has  become,  to  a large 
degree,  a mechanism  for  the  entry  into  medi- 
cal practice  in  the  US.”  That  it  and  the 
l)iain-drain  imposed  upon  foreign  medical 
schools  have  become  such  problems  is  due  in 
no  small  part  to  the  active  encouragement  by 


those  legislatures  in  the  US.V  which  have  tak- 
en a position  which  is  the  reverse  of  the  UK 
in  exploiting  under  privileged  countries  as  a 
source  of  medical  manjxtwer  and  as  locations 
in  which  to  train  US  citizens  who  have  been 
unable  to  gain  entrance  in  our  own  medical 
schools.  1 he  unabashed  expression  of  such 
.selfish  sentiments  has  not  enhanced  the  US 
image  abroad  and  schemes  for  retaliative  ac- 
tion are  under  consideration  by  the  unde- 
veloped countries  that  are  in  much  greater 
legitimate  need  of  medical  manpower  than 
we  are,  and  whose  citizens  are  being  taxed  to 
educate  people  who  are  then  drained  off  by 
us. 

.Mthough  many  foreign  schools  are  well- 
known  to  educators  in  this  country,  it  is  im- 
possible to  keep  track  of  the  more  than  77fi 
such  schools  which  were  said  to  be  in  exist- 
ence in  19()9,  not  counting  those  in  China, 
East  (iermany,  tlie  European  part  of  the 
USSR  and  certain  other  areas.  The  situation 
of  most  of  these  establishments  changes  con- 
stantly in  res])onse  to  tlie  rapidly  ffuctuating 
political  and  economic  conditions  in  which 
they  are  located.  Fhe  medical  curricidum  in 
such  schools  varies  from  1 years  (in  the  Cana- 
dian schools,  which  are  comparable  to  those 
in  the  US)  to  7,  in  places  like  Belgium,  Sur- 
inam, Indonesia,  and  South  .America  (where 
what  is  considereil  pre-medical  training  in 
the  US.A  is  included  in  the  medical  curricu- 
lum) . .About  half  the  foreign  schools  require 
the  completion  of  at  least  one  additional  year 
to  be  spent  in  an  internship  before  the  in- 
structional program  is  actually  complete,  be- 
cause the  first  part  of  the  medical  curriculum 
in  such  countries  corresponds  to  what  is 
called  “premedical”  here.  Thus  a seven-year 
foreign  curriculum  may  require  one  more 
year  to  bring  it  up  to  the  combined  eight 
years  of  the  L'S.A  schedule  of  4 years  of  pre- 
medical and  4 years  of  medical  training.  A 
person  completing  three  years  of  medical  train- 
ing in  Belgium  is  not  intended  to  be  com- 
pared with  one  completing  three  years  in 
Canada,  since  the  Belgian  degree  of  Cand.  en 
Sc.  tiat.  yrtedicales  is,  in  fact,  only  the  pre- 
medical part  of  a full  seven  year  course.  The 
internal  controls  which  have  been  operative 
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in  the  USA  in  recent  years  have  produced  a 
reasonably  uniform  domestic  product,  which 
has  afforded  the  public  with  a practical  de- 
gree of  protection.  This  is  now  threatened 
because  medical  schools  are  currently  under 
great  stress,  subject  to  considerable  erosion 
and  in  serious  danger  of  deterioration.  Fur- 
ther it  is  practically  impossible,  except  in  cer- 
tain fortunate  cases,  for  the  State  Board  of 
Medical  Examiner  system  satisfactorily  to 
evaluate  the  qualifications  of  a not  inconsid- 
erable number  of  foreign-trained  medical 
graduates. 

Protection  of  the  Consumer  at  the  Level  of 
Postgraduate  Education — Once  the  physi- 
cian has  graduated  from  medical  school,  two 
paths  lie  before  him.  Either  he  is  to  proceed 
as  quickly  as  possible  into  practice  or  he  may 
elect  to  continue  his  post-graduate  education 
for  a period  of  3 to  5 years  with  a view  to 
becoming  a certified  specialist.  If  he  decides 
to  go  into  practice  as  soon  as  possible,  he  will 
be  required  to  serve  a clinical  apprenticeship 
in  a hospital,  the  internship.  This  is  a critical 
period  for  him  and  perhaps  even  more  so  for 
the  patients  with  whom  he  comes  in  contact. 
The  situation  of  both  will  be  greatly  im- 
proved, if  he  works  under  the  direction  of  a 
talented  informed  senior  staff.  Unless  an  in- 
ternship is  “approved”  the  young  physician 
can  expect  no  training  credit  for  it  though  he 
may  be  very  well  paid,  in  which  case  he  is 
likely  to  be  treated  by  the  hospital  adminis- 
tration more  as  “hired  help”  than  as  a profes- 
sional person.  Young  physicians  “seek  . . . 
internships  and  residencies  almost  exclusively 
in  hospitals  and  medical  centers  identified 
and  affiliated  with  medical  schools.”  (Satul- 
sky,  E.,  as  President  of  The  Medical  Society 
of  New  Jersey,  in  a letter  addressed  to  the 
Trustees  of  CMDNJ,  February  8,  1971)  Less 
desirable  students  often  find  themselves 
forced  to  mark  time  in  unwanted  approved 
or  even  unapproved  internships,  and  patients 
who  come  under  their  care  may  be  exposed 
to  serious  hazards.  Many  patients  who  enter 
unaffiliated  hospitals  did  not  expect  to  be 
placed  in  the  hands  of  interns  since  they  en- 
gaged their  own  family  physicians  who  then 
arranged  for  their  admission  to  the  hospital. 


Once  in  the  hospital,  however,  they  may  dis- 
cover that  their  medical  care  falls  essentially 
into  the  hands  of  inexperienced  and  relative- 
ly unsupervised  young  doctors  who  are  often 
disgruntled  by  their  situation  and  cynical 
about  their  professional  superiors. 

The  situation  of  the  patient  in  the  well- 
supervised,  approved  internship  hospital  is 
likely  to  be  more  fortunate.  Even  though  he 
may  be  unable  to  pay  for  a private  physician 
he  is  still  usually  assured  of  the  same  quality 
of  medical  care  as  an  affluent  patient  in  the 
private  pavilions  of  the  same  hospital.  In- 
deed, he  may  be  much  better  off,  from  a 
medical  point  of  view.  Here  is  a situation  in 
which  a lack  of  choice  of  one’s  physician  can 
be  preferable  to  the  choice  of  a physician  who 
is  blocked  from  taking  care  of  his  patient 
once  the  latter  is  in  a hospital,  or  who  just 
shirks  his  responsibility. 

For  a hospital’s  internship  program  to  be 
accredited,  the  interns  are  expected  to  meet 
minimal  standards  which,  for  foreign  gradu- 
ates, include  a special  examination  de- 
veloped by  the  Educational  Council  for  For- 
eign Medical  School  Graduates  (ECFMG). 

Speaking  as  a Britisher,  John  Fry  (1970)  has 
commented,  “There  is  no  simple  recognizable 
pattern  of  American  hospitals.  They  cannot 
be  graded  readily  according  to  population 
served  or  size  of  roles  because  there  is  so 
much  overlap.”  It  is  probable  that  protection 
of  patients  confined  to  institutional  bed-care 
reaches  its  lowest  level  in  unaffiliated  hospi- 
tals. Since  55  per  cent  of  the  total  number  of 
hospital  beds  are  under  state  or  municipal 
control  this  is  a problem  of  considerable  po- 
litical importance.  In  New  Jersey,  relativeh 
few  hospitals  have  approved  internship  pro- 
grams and  only  a handful  of  them  are  affili- 
ated. The  performance  of  even  this  small 
group  is  further  threatened  by  the  recent  pas- 
sage of  Assembly  Bill  2131  whiclr  blocks  hos- 
pitals from  the  use  of  ECFMG  examination 
in  the  following  manner: 

“No  hospital  licensed  by  this  State  or  operated  by  the 
State,  a county,  or  a municipality  and  which  receives 
funds  pursuant  to  the  ‘New  Jersey  Medical  Assistance 


831 


THE  JOURNAL  OF  THE  MEDICAL  SOCIEl  Y OF  NEW  JERSEY 


and  Health  Services  Act,’  P.  L.  1968,  c.  413  shall 
require  an  individual  as  a condition  to  serving  an 
internship  in  such  hospital  to  take  an  examination 
other  than  an  examination  which  may  be  required 
by  rules  and  regulations  of  the  State  Board  of  Medi- 
cal Examiners." 

In  a long  statement  justifying  this  legislation, 
the  sponsors  argued  that  “many  hundreds  of 
qualified  New  Jersey  medical  students — are 
compelled  to  attend  foreign  medical  schools.” 
“The  University  of  Bologna  in  Italy  and  Uni- 
versity of  Guadalajara  in  Mexico”  are  specifi- 
cally stated  to  be  the  locations  at  which  many 
such  students  are  to  be  found.  It  is  stated  that 
the  requirements  of  these  foreign  schools 
discriminate  against  New  Jersey  citizens  be- 
cause New  Jersey  residents  do  not  need  all 
that  Italy  and  Mexico  require  of  their  own 
citizens.  What  is  the  meaning  of  the  word 
"compelled?”  Does  our  State  really  require 
“hundreds”  of  new  doctors  every  year  in  addi- 
tion to  those  currently  studying  in  its  two 
medical  schools,  and  cannot  those  who  are  ad- 
ditionally needed  be  obtained  from  other 
schools  in  the  US.\?  Further,  if  Italy  and  Mexi- 
co believe  their  graduates  need  certain  re- 
quirements why  should  New  Jersey  require 
less?  If  these  things  are  true  what  is  wrong 
with  the  State  of  New  Jersey  that  it  is  so  un- 
attractive to  superior  medical  talent  and  why 
should  New  Jersey  seek  dispensations  for  its 
residents  from  countries  that  do  not  exempt 
tfcir  own  citizens  from  such  requirements  to 
enter  into  practice?  Of  508  internships  offered 
within  the  state  only  62  per  cent  were  filled  and 
87  per  cent  of  those  were  filled  by  graduates 
of  foreign  medical  schools.  This  can  only  mean 
one  thing:  that  the  internships  in  New  Jersey 
hospitals  are  not  considered  worth  having  by 
most  of  the  graduates  of  our  own  schools. 
This,  not  merely  a lack  of  physicians,  is  the 
primary  problem.  The  bill’s  sponsors  predict- 
ed that  it  (A-2131)  will  improve  the  qual- 
ity of  medical  care.  Ordinarily  one  does  not 
expect  legislators  to  undertake  the  role  of 
prophets  about  subjects  concerning  which 
they  have  no  special  knowledge  and  The 
Medical  Society  of  New  Jersey  had  a different 
opinion  about  the  consequences  of  this  bill 
{The  Journal,  MSNJ,  68:435)  and  disapproved 
it  “because  enactment  of  this  legislation  would 
ultimately  result  in  the  withdrawal  of  approv- 


al of  internships  and  residencies  in  hospitals 
that  act  in  accordance  with  its  provisions.” 
This  applies  to  our  really  superior  hospitals 
and  those  that  are  doing  their  best  to  protect 
the  public.  But  there  are  other  and  even 
greater  dangers  in  this  law.  For  example,  on 
February  8,  1971,  Emanuel  Satulsky,  M.D., 
then  President  of  The  Medical  Society  of 
New  Jersey,  presented  the  Trustees  of  the 
College  of  Medicine  and  Dentistry  with  a 
statement  from  the  Trustees  of  the  MSNJ  in 
which  it  was  pointed  out  that  the  state  was 
not  fulfilling  its  obligation  to  the  people  of 
New  Jersey  by  way  of  training  of  physicians 
and  that  educational  doors  in  other  states 
were  being  closed  to  New  Jersey  residents. 
The  Trustees  of  the  Society  did  not  envision 
the  importation  of  foreign-trained  physicians 
as  the  solution  to  the  medical  manpower 
problems  of  our  state.  If  we  allow  ourselves 
to  rely  upon  foreign  training  for  the  supply 
of  physicians  there  may  be  less  incentive  to 
support  and  improve  the  training  being  pro- 
vided in  our  own  medical  schools  which  offer 
the  best  hope  for  solving  the  medical  care 
problems  of  our  inner  cities.  New  Jersey  blacks 
cannot  afford  to  go  to  Italy  or  Guadalajara 
and  the  students  of  schools  in  those  locations 
have  expressed  no  urge  to  engage  in  inner 
city  practice  in  Newark,  Camden,  or  New 
Brunswick.  Ultimately,  reliance  upon  foreign 
training  will  liamstring  our  own  medical 
training  programs  with  closure  of  the  only 
channels  of  personal  development  easily  ac- 
cessible to  our  inner  city  populations. 

•After  the  passage  of  Assembly  2131,  the  State 
Department  of  Law  and  Public  Safety  appar- 
ently felt  some  prophylactic  action  was  re- 
quired and  published  amended  sections  of  an 
“Emergency  Rule  Pertaining  to  Graduates  of 
Foreign  Medical  Schools  or  Colleges”  (NJLJ 
1971,  index  page  390).  Included  is  the  follow- 
ing, “Before  a foreign  medical  school  gradu- 
ate may  intern  in  a New  Jersey  hospital,  he 
shall  successfully  demonstrate  his  didactic 
and  clinical  experience  by  passing  the 
ECFMG  examination  or  an  examination 
prescribed  by  the  State  Board  of  Medical  Ex- 
aminers adequate  to  judge  his  knowledge  of 
the  science  of  medicine  and  the  healing  arts 
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and  tlie  extent  oi  his  clinical  competence.” 

From  this  it  would  seem  that  the  FCFMG  is 
to  be  mollified  by  having  a state  administra- 
tive department  require  the  examinations 
rvhich  hospitals  were  prohibited  Irom  giving 
in  the  first  place.  On  the  other  hand  foreign 
students  whose  gains  might  be  nullified  by 
this  rule  could  be  rescued  by  an  opportunity 
to  take  a different  examination  given  by  the 
State  Board  of  Medical  Examiners.  W^e  again 
encounter  here  the  introduction  of  the  criti- 
cal concejJt  of  ‘‘substitutive  equivalency” 
wliich  Abraham  Flexner  identified  as  the 
hallmark  of  survival  of  what  he  called  his 
third  class  of  medical  schools  in  the  1910 
Carnegie  rejxrrt. 

Protcciion  of  the  Public  at  the  Level  of  Ad- 
mission to  Practice — Once  the  physician  has 
completed  his  academic  medical  training  and 
obtained  a minimum  of  clinical  training  he 
may  apply  for  a license  to  practice  medicine. 
While  there  is  much  that  is  disorderly,  con- 
fused, and  dangerous  from  tlie  consumer’s 
point  of  view  in  the  internship  year,  probably 
nothing  so  enrages  the  public  as  the  granting 
of  licenses  to  unqualified  persons,  as  is  fur- 
ther noticed  below  in  connection  with  a tpio- 
lation  from  I).  B.  Dove.  Under  the  circum- 
stances it  is  not  surprising  to  find  that  the 
agencies  which  grant  licensure  for  the  states 
(State  Boards  of  Medical  Licensure)  are  de- 
cidedly cryjjtic  in  their  statements  and  ac- 
tions. ^Vdlile  they  are  under  constant  pressure 
from  many  oppositig  interests,  they  are  ulti- 
mately forced  to  follow  the  dictates  of  legisla- 
tures about  which  nothing  is  predictable  ex- 
cept unpredictable  change.  Fhe  statutes  of 
medical  licensure  of  the  various  states  are  a 
museum  of  strange  and  often  superficially  in- 
(omjjrehensible  law.  It  should  be  understood 
that  licensure  by  the  Boards  of  Medical  Ex- 
aminers of  the  various  states  does  not  signify 
excellence  in  medicine  but  merely  compli- 
ance with  legal  recpiirements.  Our  State’s 
Professional  and  Occupational  licensing 
Study  Commission  apparently  believed  that  it 
was  necessary  (at  the  time  of  submitting  its 
report)  for  a candidate  for  licensure  to  have 
graduated  from  a medical  school  I)ut  we  have 

s.-if) 


noted  that  this  is  not  necessarily  the  case,  for 
example,  NJRS  45:9-8  at  that  time  read,  in 
part,  as  follows  ‘‘Every  applicant — shall — 
prove — that  he  has  received  (a)  a diploma 
from  some  legally  incorporated  professional 
school — or  (b) — a diploma  or  license  confer- 
ring fidl  right  to  practice  all  of  the  branches 
of  medicine  and  surgery  in  a foreign  coun- 
try.” The  act  goes  on  to  state  that  even  if  the 
apjdicant  cannot  meet  the  requirements  of 
the  riglit  to  practice,  he  may  still  be  admitted 
to  examination  for  licensure  if  he  has  put  in 
three  vears  of  internship,  or  other  hospital 
training,  and  could  prove  that  he  had  studied 
for  four  years  in  a recognized  professional 
school.  Since  we  have  already  learned  that 
there  is  no  such  thing  as  a license  to  practice 
medicine  in  Britain,  one  would  suppose  that 
if  a student  in  Britain  had  been  unable  to 
obtain  a diploma  he  would  be  ineligible  for 
licensure  iu  New  Jersey,  but  the  license  has 
evidently  been  granted  under  such  circum- 
stances. Fhe  reasoning  would  appear  to  be 
that  registrable  cjualifications  are  the  equiva- 
lent of  a license.  Registraltle  tpialification  can 
be  obtained  in  Britain  by  persons  who  have 
never  been  graduated  from  any  professional 
school.  The  regulations  of  the  ‘‘Scottish 
Triples”  are  explicit  on  this  point.  Under  the 
provision  of  this  act  (and  by  the  use  of  discre- 
tionarv  powers  and  utilizing  the  employment 
of  the  concept  of  equivalency)  it  is  not  neces- 
sary to  have  graduated  from  any  professional 
school.  It  is  not  specified  in  tvliat  manner  a 
candidate  is  required  to  prove  to  the  Board 
of  Medical  Examiners  the  issue  of  attendance 
at  a recognized  school.  Could  he  be  said  to 
have  attended  a school  to  which  he  was  never 
admitted,  for  example?  Neither  are  we  in- 
formed whether  the  Board  is  under  obliga- 
tion to  determine  whether  appropriate  rec- 
ords exist  in  the  educational  institution  in 
question  or  whether  there  is  any  discrepancy' 
between  the  candidates  alleged  proof  and 
such  records  as  may  exist.  Fhere  is  some  rea- 
son to  question  whether  the  records  of  the 
■State  Board  of  Medical  Examiners  always 
agree  with  the  records  of  the  institutions 
from  which  a person  is  said  to  have  graduat- 
ed. Fhe  candidate  seems  not  to  be  specifically 
retjuired  to  present  official  documents  from 
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the  school  itself  denionslrating  that  he  had 
been  registered  as  a properly  admitted  and 
matriculated  student  in  that  particular  insti- 
tution, or  that  he  was  admitted  to  the  final 
examinations  for  a recognized  professional  de- 
gree granted  by  it,  or  that  he  had  passed 
the  examination  required  by  the  particular 
institution  in  (juestion  for  the  particular  de- 
gree specified. 

One  of  the  strangest  pieces  of  legislation  in 
this  field  is  NJSR  45:9-8.1  which  evidently 
provides  for  the  admission  to  examination  for 
licensure  of  a person  who  may  have  attended 
lectures  (the  law  does  not  require  that  the 
work  done  in  the  course  attended  shall  have 
been  satisfactorily  passed)  in  a medical 
school.  (It  is  not  said  that  the  candidate  must 
have  graduated  from  the  school.)  He  must 
have  completed  an  internship  of  18  months 
and  spent  15  years  as  a resident  member  of 
the  staff  of  an  approved  hospital."' 

I hen  we  had  Senate  Bill  208.S  which  reduced 
from  three  years  to  one  year  the  length  of 
internship  for  students  trained  in  foreign 
medical  schools,  but  unauthorized  to  practice 
in  the  country  where  the  school  is  located. 
This  bill  has  to  be  viewed  in  association  with 
the  emergency  regulations  published  in  the 
N.  }.  Law  Journal  (index  page  389)  which 
define  a foreign  medical  school  as  one  in- 
cluded in  the  ^V'HO  list  of  foreign  medical 
schools.  The  current  edition  of  the  ^VHO’s 
W'orld  Directory  of  Medical  Schools  was  pub- 
lished in  1963  and  it  is  served  by  a supple- 
ment dated  1967.  The  third  edition  states, 
“The  listing  of  a school  in  the  directory  is 
not  meant  to  be  a recognition  of  the  value  or 
level  of  teaching  but  merely  a fact  of  its 
existence  and  functioning.”  It  is  further 
necessary  to  qualify  even  this  restrictive  state- 
ment by  observing  that  no  information  is  giv- 
en in  connection  with  many  of  the  medical 
schools  which  are  listed  in  the  supplement  as 
to  the  nature  of  their  functioning.  For  exam- 
ple, four  medical  schools  in  Peru  are  listed 
without  faculty  or  students.  How  does  such 
an  institution  without  faculty  or  students 
function?  Further,  the  nature  of  the  type  of 
functioning  of  the  schools  listed  as  having 


faculties  frequently  cannot  be  evaluated  horn 
the  information  which  is  provided.  For  exam- 
ple, Estudos  Gerais,  Universitarios  de  Ango- 
la, Luanda,  .Angola,  is  said  to  consist  of  a 
faculty  of  fifteen  part-time  people  for  163 
students.  W'^e  are  not  told  how  active  these 
part-time  people  are,  what  their  qualifica- 
tions may  be,  or  what  functions  they  perform. 

1 he  combined  ellects  of  Senate  Bill  2083  and 
the  subsequent  emergency  regulations  would 
thus  appear  to  be  to  force  the  Board  of  Medi- 
cal Examiners  to  evaluate  students  from 
schools  which  schools  cannot  themselves  be 
evaluated.  Senate  Bill  2083  was  formally  op- 
posed by  The  Medical  Society  of  New  Jersey. 
For  anyone  who  lal)ors  under  the  delusion 
that  physicians  exercise  powerful  political 
influence,  the  votes  on  these  two  bills  are 
instructive.  The  passing  vote  for  Senate  Bill 
2083  was  33-0  in  the  Senate  and  55-0  in  the 
.Assembly.  Assend)ly  Bill  2131  passed  in  the 
Assembly  67-0  and  in  the  Senate  30-0.  from 
these  figures  it  would  appear  to  be  permis- 
sible to  conclude  that  a trend  might,  with  the 
exertion  of  some  effort,  possibly  be  discerned. 
.All  this  suggests  that  the  current  organization 
of  the  State  Boards  of  Medical  Examiners  is 
of  such  a nature  that  it  places  these  Boards 
under  immediate  legislative  direction  and 
that,  in  instances  where  legislative  directive  is 
in  conflict  with  the  formal  position  taken  by 
the  profession,  the  State  Boards  are  forced  to 
follow  {X)litical  directive  instead  of  accepted 
medical  opinion.  The  State  Boards  may  be 
presented  with  directives  which  it  is  difficult 
to  see  how  they  could  possibly  carry  out.  Dif- 
ferent directives  may  be  given  to  different 
boards  by  different  legislatures.  The  pros|)ect 
of  the  gross  waste  of  time  and  effort  in  at- 
tempting to  discharge  impossible  tasks  stag- 
gers comprehension.  Unless  the  professional 
members  of  the  State  Boards  agree  with  the 
thrust  of  political  directives  their  considered 
professional  opinion  may  be  ignored  and,  ul- 
timately, they  could  be  replaced  by  more  ac- 
quiescent professionals  drawn  from  the  politi- 
cal services.  Among  the  actions  which  may 
legally  be  forced  upon  the  State  Boards  by 
legislative  process  is  evidently  the  admission 
to  practice  of  persons  who  never  actually 
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graduated  from  a professional  school  and  of 
persons  who,  the  medical  profession  may  be- 
lieve, are  not  ready  to  be  admitted  to  prac- 
tice. The  Boards  are  also  forced  into  conflict 
with  national  agencies  of  accreditation. 

It  is  difficult  to  see  how  this  can  be  reconciled 
with  the  prospect  of  a nationalized  system  of 
health  insurance.  If  anything  like  uniformity 
is  to  exist  in  the  practice  of  medicine  in  the 
USA,  a uniform  set  of  qualifications  will  ob- 
viously have  to  be  developed  for  the  country 
as  a whole.  We  should  review'  the  egregious 
practice  of  substituting  “equivalents”  for  the 
real  thing— ad  hoc  examinations  as  the 
equivalent  of  a recognized  and  standardized 
examination,  certificates  for  the  genuine  Doc- 
tor of  Medicine  degree,  fraudulent  terms  such 
as  “family  physician”  for  what  would  actually 
be  a feldsher,  the  use  of  evasive  expressions 
such  as  “attended  four  sessions  of  x weeks  in 
a recognized  college”  for  “graduated,”  and 
the  practice  of  allowing  persons  who  merely 
hold  legally  acceptable  qualifications  to  iden- 
tify themselves  as  Doctor  of  Medicine. 

\V'hat  is  needed  in  order  to  achieve  adequate 
( onsumer  protection  are: 

tl)  uniform  set  of  standards  for  qualification  for 
entrance  into  specific  levels  and  types  of  medical  prac- 
tice, 

(2)  Uniform  national  examinations,  and 

(.“I)  Kither  a national  license  to  practice  medicine 
which  reflects  the  type  of  medicine  (or  surgery)  the 
inditidual  is  qualified  to  practice  or,  following  British 
custom,  the  substitution  of  the  concept  of  registrable 
qualifications  for  that  of  licensure. 

1 he  position  taken  by  the  Professional  and 
Occupational  Licensing  Study  Commission 
encourages  the  growing  trend  toward  the  use 
of  national  board  examinations.  Since  the 
Commission  approved  the  jirinciple  of  en- 
tlorsement  of  licensure,  it  has  aligned  itself 
with  the  concept  of  national  licensure.  Certain 
elements  in  the  legislature  are  bitterly  oj> 
posed  to  such  conformation  and  a long  battle 
will  undoubtedly  be  fought  before  either  of 
these  proposals  is  actually  adopted. 

Public  Protection  at  the  Level  of  Postgradu- 
ate T aining,  i.e.  Specialty  Practice — In  the 


event  that  the  recent  medical  school  giaduate 
elects  to  pursue  a program  of  postgraduate 
training,  a number  of  organized  programs  are 
available  to  him.  If  he  wishes  to  become  a 
specialist  in  an  administrative  field  such  as 
public  health  (rather  than  in  clinical  medi- 
cine) he  returns  to  the  university  as  a candi- 
date for  a Doctorate  in  Public  Health.  Other 
types  of  specialized  training  exist.  If  he  in- 
tends to  be  a pharmacologist  he  may  enroll  as 
a candidate  for  the  Doctorate  in  Philosophy, 
in  pharmacology  or  biochemistry  or  physiolo- 
gy. If  he  wishes  to  be  a pathologist  he  looks 
for  a hospital  residency  which  has  been  ap- 
proved by  the  Institutional  Review  Commit- 
tee of  the  .\merican  Board  of  Pathology.  A 
candidate  for  one  of  the  clinical  programs 
ordinarily  applies  for  a residency  program 
which  has  been  ajjproved  by  representatives 
of  the  .\MA  and  the  appropriate  specialty 
boards  and  specialty  societies.  Many  of  the 
recognized  specialty  programs  are  actually 
sub-specialties.  Few  if  any  pathologists  are 
accredited  as  specialists  in  all  branches  of 
pathology.  There  is  an  .\merican  Board  of 
Psychiatry  and  Neurology  (and  many  special- 
ists who  have  been  certified  by  it  say  just 
that)  but  relatively  few  physicians  are  cer- 
tified in  both  psychiatry  and  neurologv'.  A 
certain  amount  of  probing  is  usually  neces- 
•sary  to  discover  that  a specialist’s  certification 
is  limited  to  a subsjiecialty. 

How  does  one  find  out  whether  a physician  is 
a certified  specialist,  what  kind  of  a specialist 
he  is,  and  what  his  background  may  be? 
There  is  a Directory  of  Medical  Specialists 
which  carries  the  imprint,  “Published  for  the 
.\merican  Board  of  Medical  Specialties,” 
which  states,  “The  searching  investigation 
and  the  rigid  examination  of  each  diplomate 
certified  by  the  specialty  boards  give  an  au- 
thoritative stamp  of  approval  to  his  status  as 
a qualified  specialist”  but  the  American 
Board  of  Medical  Sjrecialties  does  not  accept 
responsibility  for  all  that  appears  in  the  Di- 
rectory. The  following  succinct  statement 
used  to  be  buried  in  front  matter:  “The  Di- 
rectory and  its  publishers  are  not,  therefore, 
resjxmsible  for  inaccuracies  or  omissions." 
This  has  now  been  replaced  by  reference  to 
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inevitable  inaccuracies  of  computer  systems. 
Actually,  while  the  ABMS  accepts  respon- 
sibility only  for  the  accuracy  of  the  statement 
that  a person  was  certified  by  a particular 
Hoard,  “the  biographic  data  are  furnished  by 
the  diplomates  themselves.”  Therefore,  the 
only  person  responsible  for  most  of  the  mate- 
rial in  the  Directory  of  Medical  Specialists 
are  these  same  people  who  are  listed  in  it.  The 
.\merican  Boards  of  Medical  Specialties  have 
mechanisms  theoretically  able  to  eliminate 
misleading  information,  but  no  systematic 
evaluation  or  verification  of  what  is  sub- 
juitted,  and  there  is  considerable  doubt  that 
the  Boards  are  legally  able  to  sustain  the 
ejection  of  a diplomate  who  has  not  had 
his  state  license  rev'oked.  Courts  often  assume 
this  publication  is  a source  of  authoritative 
information.  There  is  no  easy  w^ay  for  a 
patient  to  be  certain  what  a claim  of  “certi- 
fied specialism”  may  mean.  The  patient 
might  take  the  following  steps:  (1)  look 

at  the  certificate  the  specialist  should  have  on 
display  in  his  office;  (2)  find  out  from  the 
board  named  on  the  certificate,  if  the  doctor 
was  actually  awarded  such  a certificate;  (.?) 
ascertain  from  the  AMA  whether  the  board 
in  question  is  a recognized  one  (there  are 
several  official-sounding  specialty  “boards” 
that  enjoy  no  substantial  reputation);  (4) 
check  the  current  jjerformance  of  the  man  in 
question  (although  he  may  have  been  cer- 
tified by  a recognized  board  at  one  time,  he 
may  since  have  become  a drunkard  or 
senile) . All  specialty  boards  do  not  regularly 
conduct  full,  systematic  investigations  into  all 
the  credentials  of  all  diplomates.  It  is  possible 
for  a person  who  has  apparently  never  gradu- 
ated from  any  school  of  medicine,  to  obtain 
certification  and  turn  up  in  this  publication, 
carrying  the  label  “M.D.”  Certification 
guarantees  neither  the  quality  of  the  work  a 
man  is  currently  doing  nor  its  nature.  A val- 
id, certified  specialist  may  be  doing  some- 
thing for  which  he  is  not  qualified.  One  finds 
men  who  are  certified  specialists  in  one  field 
dabbling  in  others.  While  this  is  ethically 
x/erboten  it  is  not  illegal  and  thus  far,  in  the 
USA,  where  all  sf>ecialists  also  hold  unre- 
stricted licenses,  there  has  been  no  effective 
means  of  controlling  such  marginal  activity. 


In  the  USSR  the  situation  is  very  different 
because  the  specialist  is  put  in  a particular 
slot  in  a well  organized,  total  plan,  and,  the- 
oretically at  least,  nothing  gets  to  him  that  he 
should  not  be  handling.  Presumably  the  same 
situation  will  ultimately  develop  in  the 
USA.  In  the  meanwhile  the  consumer  is  con- 
fronted by  potential  confusion. 

Consioner  Protection  at  the  Level  of  Estab- 
lished Practice — Once  a physician  has  been 
admitted  to  practice  protection  of  patients  is 
limited,  from  a practical  point  of  view,  to 
what  is  done  in  hospitals.  In  many  states,  the 
only  grounds  for  revocation  of  a license  are 
those  of  the  common  law — moral  turpitude  or 
insanity.  In  New  Jersey,  these  principles  are 
rendered  explicit  and  expanded  in  NJRS 
45:9-16,  which  provides  for  revocation  in 
cases  of  insanity,  habitual  drunkenness,  or  the 
personal  use  of  narcotic  drugs,  moral  turpi 
tude  (including  criminal  abortion) , fraudu- 
lent advertising,  or  acceptance  of  employ- 
ment by  one  advertising  fraudulently,  presen- 
tation of  fraudulent  credentials,  employment 
of  unlicensed  personnel,  or  gross  neglect. 
Hospitals  are  more  easily  accessible  to 
demonstrations  of  liability  than  is  a private 
practitioner.  Hospital  practice  is  open  to  peer 
review.  Thus,  the  conduct  of  physicians  in 
hospitals  can  be  expected  to  be  of  a generally 
superior  quality  but  among  hospitals  there 
still  are  great  differences.  Hospitals  affiliated 
with  or  run  by  medical  schools  generally 
afford  the  patient  the  best  protection  since 
such  institutions  cannot  afford  to  allow  ques- 
tionable practitioners  to  come  into  contact 
with  students  and  set  them  a bad  example. 
Even  in  the  university  hospital,  however,  it  is 
often  difficult  to  get  rid  of  the  substandard 
practitioner  or  one  who  has  become  senile. 
For  this  and  other  reasons  hospitals  generally 
extend  staff  privileges  rather  warily  and  only 
for  limited  periods  of  time.  Unfortunately 
such  laudable  caution  has  generally  been  set 
aside  by  the  courts  on  the  basis  that  it  denies 
duly  licensed  practitioners  full  accessibility 
to  tax-supported  institutions.  Thus  there  is  a 
constant  tug-of-war  going  on  between  good 
hospitals  that  are  trying  to  improve  the  stand- 
ards of  the  work  being  done  in  them  and  the 
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(oiiils  that  are  ir\ing  to  open  their  lacilities 
to  any  practitioner  who  holds  a license.  A 
medical  society  can  censure  jrhysicians  whose 
practice  involves  unethical  elements  but  the 
societies  are  ordinarily  not  permitted  to  enter 
into  disputes  between  a patient  and  jjhysician 
where  the  issue  is  one  of  malpractice.  Such 
complaints  fall  under  the  jurisdiction  of  the 
courts  and  no  final  conclusions  concerning 
them  can  legally  be  reached  until  all  the 
evidence  is  before  a court.  Censure  bv  profes- 
sional societies  has  no  legal  force  and  is  gen- 
erally shrugged  off  by  marginal  practitioners 
lor  whom  professional  ostracism  has  become 
a way  of  life. 

Sometimes,  a hosjiital  is  itself  a marginal  op- 
eration, is  unable  to  obtain  sufficient  num- 
bers of  first-rate  physicians,  and  has  to  accept 
whatever  personnel  it  can  get  that  is  legally 
permissible.  Under  such  conditions,  the  level 
of  practice  cannot  be  expected  to  be  as  satis- 
factory as  in  institutions  that  are  in  a position 
to  pick  and  choose  their  staff.  Efforts  to  raise 
the  level  of  practice  in  unaffiliated  hospitals 
are  often  unsuccessful  for  the  reasons  that 
(1)  experienced  teachers  to  instruct  the  staff 
are  difficult  to  obtain,  (2)  the  staff  is  often 
inadetpiately  prepared  to  profit  from  instruc- 
tion, (3)  staff  members  frequently  accept 
such  posts  oidy  as  temporary  stojjgajjs  and 
have  no  real  interest  in  the  work  or  intention 
of  making  a career  at  such  a level  of  practice, 
(4)  serious  language  problems®  may  impair 
communications,  (5)  such  organized  pro- 
grams of  ongoing  education  rvhich  are 
presented  are  generally  conducted  as  lectures 
at  which  attendance  is  required  rather  than 
desired  (for  example,  it  is  usual  for  a moni- 
tor to  be  j)rovided  and  the  “students”  are 
rctjuired  to  sign  an  attendance  roster),  and 
which  are  often  considered  as  merelv  irrele- 
vant interludes  from  more  boring  bureaucrat- 
ic routines,  (6)  the  measure  of  accomplish- 
ment is  usually  the  writing  of  a nominal  ex- 
amination which  is  not  corrected  by  the  actu- 
al instructors,  and  (7)  the  monitois  and  di- 
rectors of  education  are  themselves  poorlv 
<]ualified  for  their  task. 

One  mechanism  which  has  been  proposed  for 


maintaining  a satisfactory  level  of  per- 
formance in  the  field  of  medical  care  is  re- 
(}ualification.  Under  such  a plan  the  physician 
would  either  have  to  present  himself  at  peri- 
odic interv  als  for  renewal  of  his  license  or  else 
present  evidence  that  he  has  completed  a cer- 
tain amount  of  work  designed  to  keep  his 
education  up  to  date.  The  President’s  Com- 
mission on  Health  Manpower  has  recom- 
mended relicensure  and  the  American  Board 
of  Family  Practice  requires  its  members  to 
present  annual  evidence  of  attendance  upon 
a certain  number  of  hours  of  any  of  a consid- 
erable number  of  approved  courses. 

There  are  grave  difficulties  with  the  utiliza- 
tion of  these  proposals  in  our  system  of  medi- 
cal care.  The  proposal  of  the  American 
Board  of  Family  Practice  can  easily  degener- 
ate into  degraded  pro  forma  compliance  such 
as  is  prevalent  in  the  enforced  type  of  hospi- 
tal educational  program.  The  proposal  of  the 
President’s  Commission  would  not  work  un- 
less the  present  system  of  State  Boards  of 
Medical  Licensure  was  abolished.  Unless  the 
existing  mechanism  of  State  Board  Licensure 
were  replaced  with  one  for  a national  license, 
the  relicensure  system  would  result  in  concen- 
tration of  the  best  and  worst  physicians  in 
absolutely  .separate  areas  and  the  populations 
of  some  states  and  economic  groiqjs  within 
states  would  be  forced  to  accept  intolerable 
levels  of  care  which  could  be  given  rubber- 
stamped  approval,  as  has  already  occurred  in 
Quebec  where  dental  examinees  who  failed 
to  pass  were  accorded  provisional  licensure 
anyway.  It  is  easy  to  see  that  rather  than  lose 
what  medical  manpower  they  have,  state  and 
municipal  services  might  resort  to  the  power 
of  fiat  in  order  to  stay  in  operation. 

Effect  of  Socioeconomic  Factors  upon  the 
Level  of  Care  Available  to  the  Consumer— 
Notice  the  following  paragraph  in  the  Re- 
])ort  of  the  N.  J.  Professional  and  Occupa- 
tional Licensing  Study  Commission: 

"The  Commission  was  alarmed  to  hear  of  the 
inadequate  or  declining  number  of  practitioners 
in  some  professions  or  occupations  who  locate  in  low- 
income  areas.  Licensing  agencies  expressed  concern 
about  this  question,  but  generally  felt  helpless  to  do 
much  about  it.  The  Commission  believes  that  when 
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a clear  need  exists,  the  question  of  where  practition- 
ers practice  does  involve  the  public  interest  and,  as 
such,  is  a proper  concern  of  licensing  agencies.  What 
can  be  done  to  encourage  the  location  of  practition- 
ers in  areas  of  need  is  a matter  that  bears  explora- 
tion.” 

Statistics  on  low  income  areas  are  tricky  to 
evaluate  because  of  the  fluidity  of  the  under- 
lying population.  AVhat  does  seem  to  have 
occurred  recently  is  that  many  municipalities 
and  states  have  decreased  the  si/e  of  facilities 
for  taking  care  of  patients  in  such  areas.  Fur- 
ther, one  is  moved  to  ask  how  it  is  possible  to 
reconcile  the  position  of  a state,  which  has  a 
law  like  NJSR  *15:9-8.1  on  the  books,  and 
which  is  moving  in  the  tlirection  of  lowering 
the  standards  recpiired  for  proper  hospital 
care  (as  is  proved  by  the  reaction  of  our  State 
.Medical  .Society  to  recently  proposed  and 
passed  legislation)  with  the  suggestion  that 
its  ])hysician  population  should  l)e  recpiired 
to  accept  compulsory  assignment  of  service. 
•And,  inter  alia,  which  has  elsewhere  in  its 
report  suggested  that  the  same  physician  pop- 
ulation should  submit  itself  for  periodic  re- 
evaluation  by  the  same  agency  which  has  li- 
censed jrersons  who  have  evidently  never 
graduated  from  any  medical  school  at  all.  If, 
however,  we  assume  that  Ijy  the  introduction 
and  liberal  application  of  omnipresent  con- 
(epts  such  as  discretionary  power,  ecpiivalen- 
cy,  and  the  like,  such  apparent  inconsistencies 
could  be  reconciled,  we  still  must  admit  that 
any  workable  solution  to  tiie  problem  of 
maintenance  of  standards  must  depend  upon 
liow  the  evolving  program  of  national  health 
service  develops.  If  the  maintenance  of  stand- 
ards is  a concern  of  the  government,  the  gov- 
ernment has  to  develop  within  its  comprehen- 
sive program  an  aj)j>ropriate  mechanism  for 
dealing  with  it.  Patchwork,  ad  hoc  solutions 
can  only  compound  the  existing  confusion. 
Fhe  first  cpiestion  is  whether  even  the  limited 
degree  of  free  choice  of  one’s  medical  attencl- 
;mts  which  still  exists  in  the  US.A  is  to  en- 
dure. There  are  a considerable  number  of 
dedicated  and  often  very  highly  trained 
physicians  actively  engaged  in  grappling  with 
the  medical  problems  of  the  inner  city.  They 
are  slowly,  but  surely  and  successfully,  de- 
veloping, within  the  inner  city  population, 
cpialified  successors.  Fhe  mere  admission  of 


inner  city  people  to  an  opportunity  for  medi- 
cal education  does  not  ensure  an  adequate 
supply  of  medical  personnel  for  the  inner  city 
since  there  is  no  assurance  that  people  born 
in  the  inner  city  are  not  going  to  reject  its 
efforts  to  make  claims  upon  their  consider- 
ation. 'Fhe  assumption  that  the  admission  of 
substandard  outside  physicians  to  the  practice 
of  medicine  will  alleviate  the  medical  person- 
nel problems  of  the  inner  city  is  unfounded 
because  there  is  abundant  historical  pre- 
cedent for  the  inability  of  political  systems 
to  make  medical  personnel  conform  to  their 
wishes.  Medical  skill  is  extremely  mobile  and 
resjjonds  (piickly  to  economic  changes  and 
pressures,  giving  rise  to  the  ancient  Assyro- 
Babylonian  maxim  that  “The  kind  of  medi- 
cal care  a community  has  is  precisely  the  kind 
of  medical  care  it  deserves.”  (Mettler,  1917). 
Fhis  is  doul)ly  so  because  it  is  not  merely  the 
behavior  of  physicians  which  it  is  difficult  for 
politicians  to  control.  Legislators  also  tend  to 
reckon  without  taking  the  reaction  of  pa- 
tients into  consideration.  Legislators  and 
philanthropists  are  frecpiently  puzzled  and 
exasperated  by  the  way  in  which  people  in 
rural  areas  or  the  inner  city,  who  have  had 
inadeipiate  medical  services,  behave  when 
medical  personnel  is  put  at  their  disjxisal.  In 
such  a situation  there  is  an  even  chance  that 
such  personnel  may  not  be  uiili/ed,  or  if  it  is, 
may  not  be  accepted  as  satisfactory.  Paramed- 
ical personnel  is  usually  indigenous,  and  pro- 
fessional personnel  e.xogenous.  Friction  may 
then  arise  and  circumstances  develop  which 
may  make  it  impossible  for  the  professionals 
to  do  satislactory  work.  Even  professionals  of 
like  ethnic  origins  may  be  nullified.  The  ex- 
planation for  such  resentment  has  been  ver- 
balized in  a statement  by  Dennis  Dove 
(1970),  “But  again  1 would  strongly  em- 
phasize that  blacks  and  other  minority  groups 
are  determined  to  react  even  more  violently 
if  hordes  of  unqualified  individuals  of  their 
own  kind  are  unleashed  to  practice  on  them.” 
Peojde  don’t  want  someone  who  is  just  stand- 
ing around,  or  worse  yet  ordering  them 
around,  simply  because  such  persons  have 
been  given  the  privilege  by  the  state  of  prac- 
ticing medicine  (they  are  liable  to  add  “upon 
them.”)  W'hat  they  want  is  someone  to  han- 
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die,  in  an  efficient  manner,  particular  prob- 
lems that  they  find  themselves  plagued  by. 
They  want  to  know  what  such  persons’  real 
qualifications  are  and  they  don’t  want  to  be 
told  they  can  have  something  “just  as  good’’ 
or  a legal  “equivalent,”  when  they  want  a 
real  Doctor  of  Medicine.  Finally,  they  ejtpect 
their  attendant  to  he  intelligent,  industrious, 
efficient,  and  interested  in  them. 

Flexner  says  that  the  principal  arguments  in 
favor  of  the  use  of  “equivalency”  in  the  days 
of  the  diploma  mills  were  that  this  specious 
practice  helped  poor  hoys  get  a medical  edu- 
cation and  provided  doctors  for  socially  de- 
prived areas.  But  “poor  doctors  are  good 
enough  for  poor  people”  is  not  only  factually 
baseless  hut  absolutely  unethical.  A good 
medical  student  may  be  able  to  get  by  in  a 
poor  medical  school,  but  an  indifferent  one 
requires  expert  instruction  to  achieve  compe- 
tence. Similarly,  the  demands  made  upon  iso- 
lated rural  or  harassed  slum  doctors  are  so 
severe  that  such  areas  require  the  best  talent 
it  is  possible  to  get.  To  conscript  medical 
personnel  for  inner  city  practice  would  be  a 
tacit  admission  that  such  practice  is  socially 
and  professionally  unacceptable  and  can  only 
be  sustained  through  conscription.  Such  a 
])roposal  is  not  only  an  insult  to  the  poor  as 
well  as  to  the  medical  profession  but  it  shirks 
the  real  responsibility  of  the  state  which  is  to 
provide  a suitable  mechanism  and  environ- 
ment by  means  of  which  and  in  which  good 
doctors  can  do  the  type  of  job  they  feel  is 
really  going  to  get  proper  results. 

(Consumer  protection  is  difficult  in  the 
present  condition  of  decompensated  change 
which  our  whole  society,  as  well  as  systems  of 
medical  care,  is  undergoing.  Change  produces 
disorientation  and  disorientation  elicits  impa- 
tient efforts  to  achieve  homeostasis.  Two  easy 
homeostatic  possibilities  present  themselves  to 
political  organizations  during  upheavals — a 
wait-and-see  attitude  or  the  seizure  of  every 
opportunity  to  confirm  the  power  of  the 
state.  While  the  first  policy  makes  no  progress 
the  latter  may  be  regressive.  A third,  and 
more  infrequently  followed  possible  course,  is 
that  of  integrated  planning  with  a deliberate 


distribution  of  power  between  those  groups 
having  legitimate  interests  in,  and  a practical 
working  knowledge  of  the  subject. 

With  the  introduction  of  a plan  for  federal 
financial  help  for  the  indigent  and  aged  sick, 
that  segment  of  medical  care  formerly 
provided  by  the  cities,  states,  and  philanthrop- 
ic organizations  has  offered  these  organiza- 
tions opportunities  to  recoup  finances,  to  ex- 
pand services  in  a variety  of  sociologically 
oriented  directions  and  to  introduce  the  prin- 
ciple that  the  consumer  rather  than  the 
physician  may  dictate  what  medical  pro- 
cedures shall  be  followed.  While  the  pro- 
portion of  physicians  in  the  USA  to  the  pop- 
ulation at  large  has  not  changed  greatly  in 
the  last  half  century  (and  is  larger  than  in 
the  I’K  and  only  slightly  smaller  than  in  the 
USSR)  the  rapid  development  of  medical 
knowledge  has  placed  greater  demands  iqxjn 
the  physician.  These  two  circumstances,  plus 
an  almost  total  lack  of  integration  between 
the  services  offered  by  hospitals,  conflicting 
decisions  by  the  courts,  inconsistent  legisla- 
tive action,  and  confused  operation  of  the 
State  Boards’  system  of  licensure,  have  made  it 
impossible  to  utilize  efficiently  what  medical 
manjjower  we  have  and  have  led  to  efforts  to 
expand  manjxjwer  by  fiat  rather  than  to 
gather  the  operational  data  necessary'  for 
proper  planning.  Moreover,  when  planning  is 
attempted,  it  is  obvious  from  the  legislative 
experience  in  New  Jersey,  that  little  or  no 
attention  is  paid  to  the  opinion  of  the  profes- 
sionals. In  view  of  the  material  presented 
here  it  should  be  clear  to  the  consumer  that 
the  medical  profession  cannot  reasonably  be 
blamed  for  the  current  collapse  of  the  system 
of  delivery  of  medical  care.  Continued  frag- 
mentation of  planning  for  medical  care  at  the 
state  level  can  only  result  in  further  disloca- 
tion of  personnel.  Furthermore,  efforts  to 
produce  “a  servile  and  overcontrolled  profes- 
sion cannot  produce  the  best  system  of  medi- 
cal care.”  (Frv',  idem,  p.  230) 

Proper  protection  of  the  consumer  of  health 
care  requires  standardization  according  to 
professional  not  political  criteria,  including 
adheretice  to  uniform  systems  of  evaluating 
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tlie  credentials  of  physicians  and  for  the  ac- 
creditation of  all  medical  service  facilities/ 
especially  those  operated  by  states  and  munic- 
ipalities since  these  control  the  majority  of 
hospital  beds.  Medical  personnel  should  be 
designated  according  to  their  qualifications 
and  in  such  a manner  that  the  consumer  will 
be  able  to  determine  what  functions  different 
persons  in  the  system  are  actually  authorized 
to  perform.  Reliable,  official®  directories  con- 
taining these  data  should  be  available  for 
public  inspection.  It  is  not  likely  that  the 
states’  legislatures  are  currently  any  more 
ready  to  allow  the  federal  government  to  de- 
velop a comprehensive  national  system  of 
Tuedical  care  than  they  have  been  to  relin- 
(juish  parochial  attitudes  in  other  areas  but, 
until  this  becomes  inevitable,  there  are  still 
constructive  steps  which  coidd  be  taken  with- 
in the  existing  rickety  framework.  The  jmblic 
has  to  look  to  the  professional  expertise  in  its 
professional  societies  and  medical  .schools, 
rather  than  to  its  legislators,  in  order  to  de- 
velop programs  for  the  delivery  of  a satisfac- 
tory program  of  health  care  and  for  its  pro- 
tection within  that  system.  If  the  legislature 
will  begin  by  taking  the  necessary'  measures  to 
support  their  state  system  of  medical  educa- 
tion they  will  have  taken  the  first  of  a series 
of  obviously  necessary  steps  in  the  proper 
direction — i.e.  doing  what  they  can  to  provide 
properly  trained,  necessary  personnel.  I'he 
concern  of  our  State  Medical  Societv  about 
the  indifferent  supjxjrt  the  legislature  has 
provided  for  medical  education  in  this  state 
Avas  specifically  expre.ssed  in  Dr.  Satulsky’s 
official  letter  previously  noted.  If  in  addition, 
the  legislature  will  support  the  schools  in 
their  efforts  to  provide  adequate  clinical  ser- 
vices and  programs  of  ongoing  education  in 
the  community  hospitals,  some  measure  of 
confidence  in  the  future  of  medicine  in  New 
Jersey  may  be  restored.  It  is  patently  absurd 
to  assert  that  health  is  a right  and  not  a 
luxury  and  then  to  expect  twentieth  century 
medicine  to  function  properly  through  nine- 
teenth century  political  systems  and  in  ill- 
equipped  nineteenth  century  institutions. 

The  question  the  consumer  has  to  decide, 
when  he  asks  for  top  level  medical  care  and  is 


looking  for  a Doctor  of  Medicine,  is  whether 
he  will  insist  that  the  politicians  do  what  the 
experts  ha\  e told  them  must  Ije  done  in  order 
to  obtain  the  genuine  article  or  whether  he 
will  accept  such  substitutes  which  the  legisla- 
ture tells  him  are  “equivalents”  and  “just  as 
good.” 

Footnotes 

1.  In  certain  countries,  systems  of  “folk  medicine”  are 
recognized  forms  of  practice  which  are  permissible  (if 
witchcraft  is  not  involved)  and  even  registrable. 

2.  Many  states  predicate  the  licensure  of  physicians 
who  have  received  training  in  foreign  countries  on 
the  possession  of  a license  to  practice  medicine  in 
that  country  hut  seem  to  be  unaware  tliat  there  may 
be  no  such  requirement.  For  example,  in  Itritain,  “No 
qualifications  are  required  by  law  for  the  practice  of 
medicine  in  this  country.  The  nominal  purpose  of 
the  statutory  Medical  Register,  kept  by  the  General 
Medical  Council,  is  to  enable  patients  to  distinguish 
between  ‘qualified’  and  ‘unqualified’  practitioners.” 
(Royal  Commission  on  Medical  Education.  1965-1968, 
1968.  Report,  l.ondon,  HMSO,  paragraph  155)  . The 
entire  concept  of  licensure  may  therefore  be  mean- 
ingless in  a jurisdiction  to  which  a .State  Board  of 
Medical  Examiners  attempts  to  transfer  its  own  con- 
cepts of  the  regulation  of  practice.  In  Britain  several 
grades  of  physicians  are  tacitly  acknowledged— dis- 
tinctions which,  in  this  country,  arc  lost  upon  many 
State  Boards  of  Medical  Examiners. 

!5.  W'e  cannot  here  embark  upon  an  in(|uiry  into  the 
dilFerences  between  licensure,  certification,  registra- 
tion. and  accreditation. 

4.  riic  word  fraud  has  a double  meaning.  In  its  com- 
mon-sense meaning,  fraud  is  deceitful  action  intended 
to  take  personal  or  material  advantage  of  someone 
else,  either  by  means  of  misrepresentation  or  failure 
to  disclose  what  should  have  been  disclosed.  In  its 
simplest  sense  this  concept  is  expressed  as  misrepre- 
sentation. In  a legal  sense,  however,  nothing  is  fraud 
that  has  not  been  found  so  to  be  by  a court.  Misrepre- 
sentatioti  implies  not  only  an  interchange  between  at 
least  two  people  but  requires  a reasonable  probability 
that  one  of  the  persons  is  misled.  Extravagant  claims 
are  so  common  in  advertising  that  such  fraudulent  be- 
havior is  often  dismissed  as  “trade  puffing”  and  of 
no  real  consequence,  it  being  assumed  that  mature 
persons  do  not  take  such  claims  seriously.  The  same 
may  be  said  of  many  medical  cjuacks  and  cu Itists 
whose  claims  are  obviously  so  transparent  that  only 
very  gullible  persons  might  be  taken  in  by  them.  For 
this  reason  1 consider  the  total  danger  from  such 
unsophisticated  pretensions  to  be  less  damaging  to 
society  in  the  aggregate  than  the  subtle  substitution 
of  inferior  products  or  services  for  the  genuine  articles. 
This  is  substantially  the  same  position  taken  by  the 
NJl’OLS  Commission  on  the  issue  of  what  areas  of 
activity'  really  demand  licensure. 

5.  NJ.SR  45:9-8.1  became  law  in  1938  and  is  still  on 
the  books.  This  seems  to  present  an  opportunity  for 
a person  who  has  failed  his  course  of  medical  train- 
ing to  become  an  intern  and  take  care  of  patients  for 
an  aggregated  period  of  16  years  in  one  of  the  ap- 
proved hospitals  of  the  state  and  then  to  present 
himself  for  licensure.  It  might  be  supposed  that 
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nothing  so  odd  could  possibly  happen  but  then  how 
did  such  a law  manage  to  get  on  the  books? 

6.  The  b'SA  is  a principal  consumer  of  the  immigrant 
product  of  educational  establishments  all  over  the 
world.  In  the  case  of  medical  education  it  is  probably 
the  principal  consumer.  (“If  we  knew  how  many  of 
those  who  came  as  exchange  visitors  subsequently  ob- 
tained waivers  or  spent  two  years  in  Canada  and  then 
reentered,  it  is  likely  that  we  would  find  that  the 
foreign  medical  graduate  program  furnishes  more 
doctors  for  the  USA  that  it  does  for  all  the  other 
countries  of  the  world  put  together.’’  This  is  from 
Minis,  J,  S,,  “The  Foreign  Medical  Graduate,”  J.  Med. 
Education  (1971)  46:313-316)  , We  have  an  educa- 
tional balance-of-payments  deficit  far  in  excess  of  our 
fiscal  shortage  and  the  same  principles  are  operative 
in  both.  In  1970  the  I'S  drain  on  foreign  educa- 
tional institutions  was  the  largest  in  20  years.  In 
1969,  2756  immigrant  physicians  were  admitted  but  in 
1970  the  number  rose  to  3155,  .Asia  supplied  the 
largest  number  of  these  (1726)  and  the  Philippines 
the  largest  number  of  Asiatics  (769)  . New  Jersey 
is  a principal  consumer  of  foreign-born  physicians 
(187  in  1970).  (Scientific  Manptower  Studies  Group 
1971,  Science  Resources  Studies  Highlights,  NSF  71-11) 
This,  in  terms  of  immigrant  physicians  to  popula- 
tion, ranks  New  Jersey  with  New  York  as  the  prin- 
cipal catchment  for  foreign  physicians  having  major 
language  communication  problems.  The  reader  is 
cautioned  against  the  conclusion  that  this  article 
eciuates  the  alien  condition  with  undesirability  or 
intellectual  inferiority.  What  seems  not  to  be  ap- 
parent to  most  Americans  is  the  fact  that  we  have 
really  very  little  insight  into  what  other  nationals 
may  really  be  like.  We  admit  that  countries  vary  with 
regard  to  cultures,  and  that  cultures  vary  greatly 
among  themselves  but  something  which  may  be  ad- 
mitted may  still  not  be  realized.  AVhat  is  very  neces- 
sary in  Mexico  or  the  Philippines  may  be  without 
value  here  and  conversely.  There  is  much  to  be 
learned  in  areas  where  “modern  medicine”  competes 
with  “folk  medicine.”  Anyone  who  has  mastered  the 
nuances  of  Cebuano  manamambal,  for  example,  is 
hound  to  look  at  medical  problems  in  the  US  inner 
city  from  a completely  different  point  of  view  from 
that  which  is  sociologically  current  at  the  moment. 

I here  is  a great  deal  to  be  learned  from  our  foreign 
colleagues  and  one  of  the  most  important  lessons  is 
that  patients  and  physicians  of  (iifferent  cultures. 


even  when  they  are  from  the  same  nation,  or  of  the 
same  race,  may  simply  not  be  able  to  work  together 
in  practically  useful  ways. 

7.  The  phrase  "service  facilities’’  is  employed  here 
rather  than  “facilities  for  medical  care”  because,  if 
the  funds  available  for  medical  care  are  to  continue 
to  be  preferentially  expended  for  bed-bound  patients 
it  is  toward  a bed-oriented  population  that  we  are 
bound.  One  striking  feature  of  the  USSR  system  of 
medical  care  is  the  emphasis  of  its  “health  activists” 
on  the  prevention  of  disease  by  discouraging  self- 
neglect and  self-indulgence.  There  is  a definite  place 
for  service  facilities  which  are  concerned  with  help- 
ing the  public  actively  to  maintain  its  health,  rather 
than  to  take  it  for  granted  that  the  individual  is 
going  to  be  passively  "cared  for.  ” 

8.  Specialty  boards  obtain  their  information  (which 
may  be  erroneous)  from  the  AMA,  which  is  de- 
pendent for  its  information  upon  the  State  Board 
System  and  what  the  member  says  about  himself. 
The  AM.A  publishes  a directory  of  its  members  which 
is  the  best  reference  source  available  to  the  public  at 
present.  The  directories  of  the  various  state  medical 
societies  are  generally  very  casual  affairs. 
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Pippin  Hill 


ATTENTION  COMPONENT  SOCIETIES 

The  206th  Annual  Meeting  of  MSNJ  will  be  held  May  6 to  9,  1972  at  Chalfonte- 
Haddon  Hall  in  Atlantic  City.  Please  schedule  your  county  meeting  for  election 
of  delegates  and  alternate  delegates  so  that  the  names  can  be  forwarded  to  the 
Executive  Offices  no  later  than  April  1,  1972. 
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(diethylpropion  hydrochloride^  N.R) 


orrhythmio,  polpitotion,  ond  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  in  the  ECG  of  a heolthy  young  mole  ofter  ingestion  of 
diethylpropion  hydrochloride,-  this  wos  on  Isoloted  experience,  which  hos  not  been 
reported  by  others.  Al/ergic  phenomena  reported  Include  such  conditions  os  rash, 
urticoria,  ecchymosis.  ond  erythema.  Gostroinfesfino/  effects  such  os  diorrheo, 
constipotion,  nouseo,  vomiting,  and  obdomlnol  discomfort  hove  been  reported.  )['■ 
Specific  reports  on  the  hemotopoietic  system  include  two  eoch  of  bone  morrow  \{'r 
depression,  ogronulocytosis,  ond  leukopenio.  A vorlety  of  miscellon^ous  odverse 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry  j|  1 
mouth,  heodoche.  dyspnea,  menstruol  upset,  hoir  loss,  muscle  pain,  decreased  | . 
libido,  dysurio,  and  polyuria  I , 

Convenience  of  two  dosage  forms:  TEPANIL  Ten*tob  toblets:  One  75  mg.  toblet 
doily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL.-  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  oddifionol  toblet  moy  be  given  in  | 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not  ||  j 
recommended.  \- 


^Merrell^ 


MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson- Merrell  IfK. 
CirKinnati,  Ohio  45215 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionolly  unstoble  potienis  susceptible  to  drug  obuse. 

Warning;  Although  generolly  sofer  ihon  the  omphetomines,  use  with  greof  coutlon  in 
patients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  Iheropy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  reiotively  low  Incidence.  As  is  chorocteristic  of  sympothomimetic  ogents,  it  moy 
occosionoily  couse  CNS  effects  such  os  Insomnio.  nervousness,  dizziness,  anxiety, 

I ond  jltteriness.  In  conirost.  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  increose  In  convulsive  episodes  hos  been  reported.  Sympothomimetic  cordio- 
vosev/or  effects  reported  include  ones  such  os  lochycordio,  precordlol  pain. 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composifion;  Each  white,  beveled,  com- 
pressed tablet  cantalns:  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  Far  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  ieg  muscle  cramps.  Including  those  ossociated  with  or- 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnoncy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  may  produce  Intestinol  cromps  In 
some  instonces,  and  quinine  moy  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  ond  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rosh,  or  visuol  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  toblet  following  the  evening  meol 
ond  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 

^ N MERRELL-  NATIONAL  LABORATORIES 

( 1^6rrell  ) Division  of  Richardson- Merrell  Inc. 

' y Cincinnati,  Ohio  45215 


G^inamm 

(quinine  sulfole  260  mg.,  ominophylHne  195  mg.) 


I.332C  (2877) 


Specific  therapy  for  night  leg  cramps 


The  November  Bond  Issue 


iMicL 


By  Stanley  S.  Bergen,  Jr.,  M.D.,  President,  College 
of  Medicine  and  Dentistry  of  New  Jersey 


When  New  Jersey  voters  go  to  the  polls  in 
November,  they  will  be  asked  to  approve  a 
SI 55  million  1971  Bond  Issue  to  help  contin- 
ue, expand,  and  improve  our  New  Jersey 
higher  education  system.  As  you  think  about 
the  bond  issue,  your  concerns  will  be  numer- 
ous . . . the  tax  base,  educational  use  of  sales 
tax,  and  lottery  money  . . . important  ques- 
tions with  complex  answers  that  may  obscure 
the  real  issue.  At  stake  in  November  is  the 
future  of  higher  education  and,  in  particular, 
the  future  of  medical  and  dental  education  in 
New  Jersey. 

If  partisan  politics  and  narrow  considerations 
can  be  set  aside,  the  1971  Bond  Issue  offers 
the  voters  of  New  Jersey  the  opportunity  to 
say:  “Yes.  There  is  a future  for  medical  and 
dental  education  in  New  Jersey.’’ 

On  election  day  the  voters  of  one  of  the  most 
prosperous  and  populous  states  in  the  coun- 
try' must  decide  to  respond  positively  to  the 
aspirations  of  its  youth  for  higher  education 
and  to  the  unquestionable  need  for  the  im- 
provement of  medical  and  dental  education 
and  the  delivery  of  health  care  for  every  citi- 
zen. One  set  of  figures  alone  shows  that  the 
medical  and  dental  education  needs  of  New 
Jersey  are  critical.  The  physician-patient  ra- 
tio in  New  Jersey  continues  to  be  one  of  the 
lowest  in  this  country,  130  to  100,000  popula- 
tion. Next  door,  in  New  York,  they  are  doing 
much  better.  Their  ratio  is  230  to  100,000, 
and  rising. 

New  Jersey  youth  are  going  out  of  state  and 
overseas  for  their  medical  education.  Even 
worse,  most  of  these  talented  young  men  and 
women  never  return. 

The  rise  of  infant  mortality,  venereal  disease, 
and  lead  poisoning  all  further  underscore 
that  the  time  for  action  in  medical  and  den- 
tal education  in  New  Jersey  cannot  be  post- 


poned to  next  year,  or  the  year  after  that,  but 
must  be  faced  now. 

The  1971  bond  issue  offers  medical  and  den- 
tal education  a continuation  of  the  funding 
program  begun  in  1968  with  a $10.7  million 
share  of  that  bond  issue.  Expenditure  of  the 
1968  bond  issue  funds  did  not  commence  un- 
til recently,  following  the  court  decision  in 
favor  of  the  Newark  Affirmative  Action  Pro- 
gram. On  July  6,  Governor  Cahill,  Senator 
Harrison  Williams,  Mayor  Kenneth  Gibson 
of  Newark,  and  I shovelled  a few  pounds  of 
symbolic  earth  from  an  empty  lot  in 
Newark’s  Central  \\'ard  to  mark  the  breaking 
of  ground  for  the  new  campus  of  the  New 
Jersey  School  of  Medicine — College  of  Medi- 
cine and  Dentistry  of  New  Jersey. 

The  first  building  under  construction  for  the 
Newark  campus  is  an  $8.5  million  power 
plant.  We  are  now  seeking  bids  on  the  next 
phase  of  construction,  the  buildings  that  will 
house  the  library  and  the  Dental  School.  In 
the  months  aJiead  we  will  also  seek  bids  for 
the  remainder  of  the  construction. 

The  construction  program  for  the  College  of 
Medicine  and  Dentistry,  which  the  1971 
Bond  Issue  will  help  finance,  will  maintain 
and  increase  the  momentum  already  shown 
by  the  dramatic  expansion  of  enrollment  now 
occurring  in  our  medical  and  dental  schools. 
The  new  facilities  will  enable  the  college  to 
escalate  the  number  of  medical  students  in 
training  from  about  500  to  more  than  900 
students  by  1976.  Similarly,  the  number  of 
dental  students  will  increase  from  about  200 
to  nearly  400  students.  Most  of  these  students 
can  be  expected  to  intern  in  New  Jersey 
hospitals  and/or  practice  in  communities 
throughout  the  State. 

Every  voter  has  a stake  in  continuing  medical 
and  dental  education.  If  New  Jersey  does  not 
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Aavc  a slioiig  coiiliiuiing  medical  and  denial 
education  program,  we  cannot  expect  to  at- 
tract outstanding  American  medical  and  den- 
tal school  graduates  to  our  state.  Strong  medi- 
cal and  dental  schools  are  needed  to  develop 
(juality  continuing  education  programs  and 
then  see  that  they  are  successfully  carried 
out.  The  Ciollege  is  presently  working  closely 
'tvith  The  Medical  Society  of  New  Jersey, 
its  component  societies,  and  the  .Veademy  of 
Medicine  in  the  development  of  quality  con- 
limdng  physician  education  jirograms. 

On  November  2,  1971  the  voters  of  New  Jer- 
sey can  make  the  decision  to  biuld  a medical 
and  dental  education  complex  equal  to  the 
needs  of  its  citizens  or  to  abandon  them  to 
the  crowded  academic  health  centers  of 
neighboring  states.  In  addition,  there  is  in- 
creasing evidence  that  other  state  and  jjrivate 
medical  and  dental  schools  give  preference  to 
residents  of  their  own  states,  making  it  diffi- 
•cidt  for  New  Jersey  residents  to  enter  these 
schools.  In  some  states,  high  out-of-state  tui- 
tion rales  are  being  used  to  discourage  poten- 
tial students.  This  means  that  New  Jersey 
VI list  take  the  res^xmsibility  for  training  a 
major  share  of  its  jjhysicians  and  dentists. 
Every  physician  and  dentist  in  New  Jersey 
has  the  opportunity  to  share  in  building  the 
College  of  Medicine  and  Dentistry  of  New 
Jersey  by  encouraging  voters  to  go  to  the 
polls  and  vote  YES  for  the  1971  Bond  Issue 
lor  the  sake  of  their  own  health  and  the 
future  of  higher  education  in  New  Jersey. 
Here  are  a few  basic  facts  about  the  1971 
Botul  Issue: 

fifty  million  dollars  provided  by  the  1971 
l)ond  issue,  together  with  federal  grants,  ]ui- 
vate  funds,  and  loans,  will  permit  the  com- 
pletion of  two  campuses  for  the  College  of 
.Medicine  and  Dentisliy  of  New  Jersey 
through  the  development  in  Newark  of  a 
comprehensive  medical  and  dental  education 
crnnplex  and  the  construction  in  New  Bruns- 
wick of  a teaching  hospital  to  comjrlement 
the  existing  basic  science  building.  The 
teaching  hospitals  at  both  cami)uses  will  be 
financed  through  self-litpiidatiug  loans  as  au- 


thorized in  recently-enacted  ameudmenls  to 
the  Educational  Eacilities  Act.  With  these 
new  facilities,  the  College  will  increase  the 
number  of  medical  students  in  training  from 
about  400  to  more  than  900  students  by  1976. 
Similarly,  the  number  of  dental  students  will 
increase  from  about  200  to  nearly  400  stu- 
dents. Hospitals,  through  affiliations  with  the 
medical  school,  will  receive  the  benefits  of 
continuing  medical  education  and  research. 
Eherefore,  with  the  development  of  its  two 
(ampuses,  the  College  of  Medicine  and  Den- 
tistry will  be  able  to  play  a forceful  role  in 
a.ssuring  a high-quality  of  health  care  to  all 
the  citizenry  of  the  State. 

This  bond  issue  will  allow  ^>21, 900, 000  e\- 
pansion  at  the  Newark,  New'  Brunswick,  and 
Camden  campuses  of  Rutgers  I’niversity. 

In  New  Brunswick,  the  bond  issue  will  bring 
about  the  expansion  of  the  Douglass- 
Agriculture  complex  to  allow  a doubling  of 
the  current  enrollment  to  7,000  undergratlu- 
ate  students.  Eacilities  planned  for  this  cam- 
pus include  a library  addition  and  exjjansion 
anti  reno\ation  of  existing  buildings.  .\lso  in- 
(luded  are  funds  for  site  development  and 
siqjport  utilities,  especially  to  service  critical- 
ly-needed student  housing.  4 he  cost  of  con- 
structing the  new  housing  will  be  financed 
through  the  Educational  Eacilities  .Authority 
with  the  tost  being  met  by  student  lental 
fees. 

.\t  Lisingston  College,  an  academic  building 
is  plannetl  which  will  contribute  significantly 
in  moving  this  college  to  an  enrollment  ol 
5,000  students. 

.A  field  house  is  planned  for  Ihiiversiiy 
Heights  which  will  provide  a suitable  and 
much-needed  home  for  many  of  the  Universi- 
ty’s athletic  teams.  The  bond  issue  includes 
$5  million  towards  the  construction  of  this 
facility:  the  remaining  funds  will  be  solicited 
from  alumni  and  other  fiiends  of  the  Univer- 
sity. 

.At  the  Newark  campus,  facilities  are  planned 
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to  provide  for  an  umlergraduate  enrollment 
growth  of  2,000  students,  moving  from  a 
present  enrollment  of  5,000  to  7,000.  The  first 
phase  of  a physical  education  building  will 
be  constructed. 

At  the  Camden  campus,  additional  science 
facilities  as  well  as  renovation  of  existing 
structures  will  be  provided.  Total  undergrad- 
uate enrollment  will  grow  from  the  present 
total  of  2,100  students  to  a level  of  5,000 
students. 

The  projected  enrollments  are  dependent  on 
the  development  for  approximately  11,000 
students  of  housing,  student  center,  and  other 
facilities  currently  not  planned  for  construc- 
tion with  state  funds. 

State  Colleges 

The  eight  state  colleges — Glassboro,  Jersey 
City,  Montclair,  Newark,  ^Villiam  Paterson, 
Ramapo,  Stockton  and  Trenton — provide  arts 
and  sciences  and  professional  programs  at  the 
baccalaureate  level.  These  institutions  are 
growing  rapidly  and  providing  a broad  range 
of  opptortunities  to  the  citizens  of  our  state. 
In  1968  the  state  colleges  enrolled  22,500  fidl- 
time  undergraduate  students.  Presently,  en- 
rollment is  28,400.  By  1975  (on  the  basis  of 
this  bond  issue  and  facilities  now  under  de- 
velopment) , enrollment  at  the  state  colleges 
will  exceed  45,000  full-time  students. 

1 he  1971  bond  issue  will  provide  funds  to 
each  established  state  college  for  essential  al- 
teration of  existing  facilities  wliich  will  in- 
crease enrollments  and  improve  the  (luality 
of  education.  At  the  two  new  state  colleges — 
Ramapo  and  Stockton — the  bond  issue  will 
support  the  construction  at  each  college  of 
facilities  necessary  to  expand  to  an  enroll- 
ment level  of  3,000  full-time  students. 

In  addition  to  these  significant  expansions  of 
enrollments,  the  bond  issue  will  support  at 
Montclair,  Newark,  ^Vblliam  Paterson,  Rama- 
po, Stockton  and  Trenton  site  preparation 
lor  badly-needed  student  housing,  the  con- 
struction costs  of  which  will  be  paid  from  fees 
charged  to  student  occupants. 


Community  Colleges 

The  community  colleges  are  the  fastest 
growing  segment  of  the  state’s  higher  educa- 
tion system.  There  are  now  fifteen  communi- 
ty colleges  in  Atlantic,  Bergen,  Burlington, 
Camden,  Cumberland,  Essex,  Cloucester, 
Mercer,  Middlesex,  Monmouth,  Morris, 
Ocean,  Passaic,  Somerset  and  l^nion  counties. 

In  1968  full-time  enrollment  at  the  communi- 
ty colleges  was  12,000  full-time  students.  Cur- 
rently there  are  24,500  students  enrolled.  By 
1975,  as  the  result  of  facilities  nc^w  under 
development  (plus  new  facilities  to  be  sup 
jjorted  by  this  bond  issue)  space  for  more 
than  41,000  full-time  students  is  expected  to 
be  available. 

This  1971  bond  issue  will  support  the  con- 
struction of  an  academic  complex  for  Essex 
Ciountv  College.  This  new  structure  in 
rlowntown  Newark  will  provide  space  for  6,- 
100  full-time  day  students,  an  increase  of 
more  than  2,500  students  from  the  present 
enrollment.  The  state's  share  for  construction 
of  this  facility  is  .SI 0.1  million. 

Eunds  are  included  for  the  first  phase  of  the 
permanent  academic  facilities  for  Somerset 
County  College.  This  college  is  currently 
housed  in  interim  facilities  located  on  the 
permanent  site.  These  new  permanent  facili- 
ties will  allow  the  college  to  expand  its  en- 
rollment from  700  full-time  day  students  to 
2,300  students.  Tiie  state’s  share  of  the  cost  of 
these  new  facilities  is  estimaied  to  be  .S4  mil- 
lion. 

1 he  remaining  $20  million  provided  by  this 
bond  issue  will  be  allotted  to  the  other  com- 
nuiuity  colleges  in  accordance  with  their 
priorities. 

The  1971  bond  issue  is  an  investment  in  New 
Jersey’s  future.  The  benefits  to  be  derived 
from  this  investment  will  be  the  decades  of 
use  to  be  provided  by  these  facilities,  and  the 
years  of  productive  service  to  be  rendered  by 
the  graduates  of  our  system  of  public  higher 
education.  This  is  an  investment  New  Jersey 
needs  to  make. 
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"‘Prescribe  With  Confidence” 

K A T E S BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  . CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


Endorsed  Policies  for  Members  of 

The  Medical  Society  of  New  Jersey 

• Individual  Professional  Liability 

• Partnerships  and  Professional  Corporations 

• Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  the  Loss  Control  Program  which  includes 

• Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  Assigned  Solely  to  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  S.  Munn  Ave.,  E.  Orange,  N.  J.  07018 
(201)  • 673-3060 
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The  Physician's  Assistant 
— A Progress  Report 

(The  following  is  abstracted  from  a report  released 
by  Malcolm  C.  Todd,  MD.,  Chairman  of  the  AMA 
Council  on  Health  Manpower.) 

In  1969,  the  AMA  House  of  Delegates 
adopted  the  Council  on  Health  Manpower 
“Guidelines  for  the  Development  of  New 
Health  Occupations”  to  assist  organizations 
and  institutions  contemplating  the  training 
and  development  of  new  health  manpower. 
In  1970,  the  Council  recommended  to  the 
Board  of  Trustees  that  the  following  be 
adopted  as  a working  definition  of  the  term 
“physician’s  assistant’’  or  any  other  term  that 
indicates  a new  health  occupation  with  qual- 
ifications other  than  those  of  a licensed  physi- 
cian working  in  the  capacity  of  an  assistant  to 
such  a physician. 

"The  physician’s  assistant  is  a skilled  person  qualified 
by  academic  and  practical  training  to  provide  patient 
services  under  the  supervision  and  direction  of  a 
licensed  physician  who  is  responsible  for  the  per- 
formance of  that  assistant.” 

The  Council  on  Health  Manpower  has  also 
expressed  its  concern  with  the  growing  use  of 
the  term  “physician’s  associate”  to  describe 
this  new  health  occupation,  and  its  recom- 
mendation that  this  term  be  used  only  to 
denote  another  physician  w'as  adopted  by  the 
House  this  year. 

The  American  Academy  of  Orthopaedic  Sur- 
geons and  the  American  Urological  Associa- 
tion have  completed  surveys  of  their  member- 
ship to  corroborate  need  for  a new  type  of 
assistant  on  their  team  and  have  developed 
detailed  job  descriptions  for  these  new  cate- 
gories of  health  personnel.  Based  on  this 
documentation,  the  Council  on  Health  Man- 
[X)wer  approved  occupational  guidelines  for 
orthopaedic  and  urologic  physician’s  assist- 
ants and  invited  both  specialty  groups  to 


work  with  the  Council  on  Medical  Education 
to  develop  criteria  for  the  accreditation  of  ed- 
ucational programs.  The  Council  on  Medical 
Education  has  completed  “Essetitials  for  Ap- 
proved Educational  Programs  for  the  Or- 
thopaedic Physician’s  Assistant”  and  the 
drafting  of  “Essentials  for  the  Urologic  Physi- 
cian’s .Assistant”  is  well  under  way. 

In  .April  1971,  the  .American  Society  of  Inter- 
nal Medicine,  American  Academy  of  Family 
Physicians,  and  the  American  College  of 
Physicians  jointly  provided  the  Council  on 
Health  Manpower  with  a list  of  functions 
that  would  be  delegated  to  assistants  em- 
ployed by  primary  physicians,  especially  in- 
ternists and  family  or  general  physicians.  The 
.American  Society  of  Internal  Medicine  and 
the  American  Academy  of  Family  Physicians 
have  also  completed  surveys  to  document  the 
attitudes  of  their  membership  toward  the 
physician’s  assistant. 

The  importance  of  these  efforts  becomes  clear 
in  light  of  the  national  need  for  increased 
numbers  of  skilled  allied  health  workers,  the 
desire  to  use  the  acquired  skill  and  experi- 
ence of  returned  military  medical  corpsmen, 
and  the  need  for  nationally  recognized  ac- 
creditation of  programs  in  this  new  field  to 
assure  quality.  Additionally,  the  Council  on 
Health  Manpower  is  exploring  the  feasibility 
of  a mechanism  for  national  certification  of 
physician’s  assistants  based  upon  proficiency 
examinations  to  provide  alternative  mecha- 
nisms for  entry  into  the  field  and  a greater 
assurance  of  personal  qualifications  of  such 
personnel  than  are  afforded  through  present 
systems  of  recognition. 

The  Council  on  Health  Manpower,  with  le- 
gal assistance,  has  drafted  answers  to  seve-ral 
specific  questions  forwarded  to  state  agencies 
now  attempting  to  establish  regulatory 
mechanisms  for  physician’s  assistants.  These 
questions  and  answers  are  listed  below. 
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1.  what  is  AMA’s  position  on  Boards  of  Medical 
Exatni7iers’  approving  physician’s  assistant  programs? 

The  AMA  believes  that  California’s  A.B.  2109 
offers  an  acceptable  interim  approach  to  the  prob- 
lem of  program  recognition.  However,  one  of  the 
distinctive  features  of  American  education  is  that 
the  development  and  maintenance  of  educational 
standards  has  traditionally  been  the  responsibility  of 
non-governmental,  voluntary  accrediting  agencies. 
Nationally  recognized  status  of  course  would  ideallv 
involve  approval  by  the  .AM.^’s  Council  on  Medical 
Education. 

2.  What  is  AMA’s  position  on  Boards  of  Medical 
Examiners’  approving  doctors  as  preceptors? 

The  AM.\  would  encourage  the  Board  to  implement 
a mechanism,  as  part  of  their  program,  which  would 
qualify  doctors  to  be  responsible  for  a preceptorship 
program. 

What  recognition  is  to  he  given  to  physician’s 
assistants? 

rite  .\M.\  is  joined  by  the  .\merican  Hospital  Asso- 
ciation, the  American  Public  Health  Association,  and 
other  national  groups  in  calling  for  a moratorium 
on  state  licensure  of  any  additional  categories  of 
allied  health  personnel  to  permit  time  for  study  of 
suggested  alternatives  to  the  present  system,  which 
is  often  restrictive  to  the  evolution  of  the  profession 
licensed,  and  which  legallv,  often  does  not  protect 
the  public  to  the  degree  intended. 

,\t  present,  the  .\M.-\  favors  national  certification  of 
physician  support  personnel  and  is  considering  a 
system  for  national  certification  of  physician’s  assist- 
ants that  could  be  based  upon  a uniform  examina- 
tion to  evaluate  individual  qualifications. 

4.  Shonid  Boards  of  Medical  Examiners  require  some 
kind  of  proof  that  efforts  have  been  made  to  de- 
termine the  need  for  a physician’s  assistant? 

Yes,  the  .-\M.\  has  stated  that  documentation  of  need 
should  be  attested  to  by  the  group  representing  the 
potential  employer,  i.e.,  the  medical  specialty  whose 
members  will  be  responsible  for  utilizing  new  per- 
sonnel. .\t  the  local  level,  we  would  recommend 
documentation  to  be  in  evidence  to  indicate  that 
there  are  sufficient  employment  opportunities  in  the 
community  to  accommodate  the  graduates  of  a pro- 
gram. Additionally,  such  employment  opportunities 
as  exist  should  not  be  solely  representative  of  one 
economic  area,  nor  should  they  be  primarily  con- 
centrated in  the  parent  educational  institution. 
.Mong  these  lines,  documentation  of  need  might  be 
delegated  to  area-wide  comprehensive  health  plan- 
ning agencies. 

■).  note  does  AMA  recotntnend  physician’s  assistants 
hi'  identified? 

Our  immediate  concern  is  that  this  a,ssisiant  be 
closely  identified  with  a physician,  but  not  mistaken 
for  him.  Accordingly,  we  have  no  objection  to  the 
term  physician’s  assistant”  in  the  singular  possessive, 
but  the  AM.A’s  Council  on  Health  Manpower  has 
opposed  use  of  the  term  "physician’s  associate”  to 
identify  anyone  other  than  a fellow  physician. 

f).  //ore  does  AMA  recommend  handling  the  question 
of  informed  consent? 


riie  patient  as  a human  being  is  entitled  to  choose 
his  own  physician  and  he  should  be  permitted  to 
acquiesce  in  or  refuse  to  accept  particular  services 
from  the  physician  to  whom  he  grants  his  consent  for 
treatment. 

Customarilv,  patients  have  accepted  the  gi'ing  of  in- 
jections by  professional  and  vocational  nurses,  the 
drawing  of  blood  specimens  for  diagnostic  purposes 
by  nurses  and  medical  technologists,  and  a variety 
of  routine  procedures  when  performed  by  ancillary 
helpers  of  physicians.  There  are  certain  services  that 
traditionally  have  been  performed  onlv  by  physi- 
cians, however.  To  change  this  traditional  role  and 
to  have  physicians  suddenly  delegate  procedures, 
which  patients  impliedly  consent  to  have  performed 
only  by  the  physician  of  their  choice,  to  newly 
emerging  categories  of  allied  health  personnel  may 
expose  physicians  to  increased  legal  problems  and 
result  in  cleteriorating  medical  public  relations. 

The  profession  has  been  advised  to  inform  patients 
when  assistants  are  to  be  used  during  surgical  pro- 
cedures, for  example,  and  to  make  full  disclosure  if 
another  physician  is  to  perform  such  a procedure 
under  the  guidance  of  the  primary  physician.  The 
same  type  of  recommendation  has  been  made  to 
obstetricians  who  may  be  unavailable  when  a pa- 
tient is  in  labor.  .Any  substitution  requires  the  con- 
sent of  the  patient  who  has  agreed  to  have  a 
particular  physician  perform  certain  procedures.  In 
the  case  of  physicians  who  plan  to  utilize  physician’s 
assistants  in  their  office  and/or  hospital  practice, 
the  Office  of  the  General  Counsel  recommends  that 
the  a.ssistant  be  introduced  and  identified  by  role 
to  all  patients  for  whom  he  mav  provide  services; 
that  physicans  not  delegate  any  patient  care  func- 
tions to  such  an  assistant  when  a patient  indicates 
an  unwillingness  to  have  the  function  in  question 
performed  bv  anvonc  other  than  the  physician;  and 
that  the  physician  be  alert  to  patient  complaints 
concerning  the  tvpe  or  quality  of  services  provided 
by  such  an  assistant.  This  advice  is  based  upon  legal 
considerations  and  is  designed  to  lessen  tbe  pos- 
sibility of  a patient  suing  the  physician  because  of 
disappointment  or  dissatisfaction  following  a physi- 
cian’s failure  fully  to  inform  the  patient  of  the  role 
of  the  assistant.  If  a conscious  patient  accepts  the 
services  of  a physician’s  assistant  without  objection, 
consent  may  be  implied  from  tbe  circumstances. 

7.  What  are  AMA  recommendations  regarding  mal- 
practice coverage? 

The  physician  employer  should  obtain  additional 
coverage  for  utilization  of  the  assistant  as  deemed 
nece.s.sary  by  the  insurer  and  seek  to  have  ilm  issue 
of  professional  liability  clarified  and  establ  shed  in 
all  the  settings  where  the  assistant  will  function. 
This  implies  that  in  every  instance  there  exists  a 
clear  understanding  between  the  physician  and  his 
assistant  as  to  the  scope  of  the  assistant’s  duties  and 
responsibilities.  .Additionally,  the  assistant  may 
wish  to  obtain  bis  own  professional  liability  insur- 
ance to  protect  his  own  interests. 

8,  What  is  the  opinion  of  AMA  regarding  examina- 
tion of  the  physician’s  assistant  prior  to  certification? 

The  ,AM.\  would  expect  that  interim  efforts  would 
be  based  upon  assurances  ('examination)  of  their 
competency  to  jjcrform  within  their  defined  scope 
of  function. 
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9.  What  is  AMA's  position  regarding  continuing  edu- 
cation of  physician’s  assistants? 

I'he  AMA  is  on  record  as  recommending  continuing 
education  for  allied  health  personnel  as  well  as  for 
physicians. 

10.  What  is  AMA’s  position  on  fees  and  charges  in 
genera!? 

A statement  drafted  jointly  by  the  .AMA’s  Judicial 
Council  and  the  Council  on  Medical  Services,  and 
approved  by  the  House  of  Delegates,  holds  that 
when  a physician  assumes  responsibility  for  services 
rendeied  to  a patient  by  a resident  or  intern  the 
physician  may  ethically  bill  the  patient  for  services 
which  were  performed  under  the  physician’s  per- 
sonal observation,  direction,  and  supervision.  While 
this  statement  relates  to  interns  and  residents,  it 
nonetheless  recognizes  the  right  of  the  physician  to 
bill  for  services  performed  by  others  under  his  per- 
.sonal  observation,  direction,  and  supervision,  when 
he  is  responsible  for  such  services.  It  would  seem 
that  this  opinion  would  control  in  the  absence  of 
any  specific  opinion  of  the  Judicial  Council  or  the 
Mouse  of  Delegates  relating  specifically  to  the  physi- 
cian’s assistant.  Presently,  there  is  so  such  specific 
ruling. 

If  the  physician’s  assistant  is  a salaried  employee 
acting  under  the  direction  and  supervision  of  his  or 
her  physician  employer,  that  employer  would  be 
expected  to  include  cost  for  services  rendered  in 
his,  the  employers’  fee.  This  is  no  new  ethical  con- 
cept, for  example;  nurses  for  years  have  in  fact  ad- 
ministered "shots,”  taken  histories,  and  assisted  the 
physician  in  a great  variety  of  ways.  1 he  nurse  was 
on  salary.  That  .salary— the  cost  of  her  services— be- 
came a component  of  the  physician’s  fee.  It  was  a 
part  of  his  charge  for  the  totality  of  the  services 
rendered  by  him  or  under  his  direction  or  super- 
vision. A salaried  employee  docs  not  bill  for  his  or 


her  services.  An  employer  does  not  bill  scicarately 
for  the  services  performed  by  employees. 

II.  What  is  AMA’s  position  on  charges  that  are  made 
by  institutions  for  physician’s  assistants  who  work 
in  an  emergency  room? 

The  (jiiestion  implies  that  a physician’s  assistant 
could  be  employed  by  a hospital  to  staff  an  emer- 
gency room  and  provide  medical  services.  Since 
physician’s  assistants  are  not  licensed  to  practice 
medicine  and  surgery,  employment  under  these  cir- 
cumstances could  subject  both  the  hospital  and  the 
assistant  to  charges  of  the  unlawful  practice  of 
medicine  anti  imite  increa.sed  exposure  to  legal 
liability. 

In  the  event  that  a hospital  employed  a physician’s 
assistant  to  make  the  initial  evaluation  of  persons 
presenting  themselves  to  the  emergency  room,  and 
to  notify  the  physician  on  call  when  m^ical  sertites 
appeared  necessary,  the  assistant  would  appear  to  be 
serving  in  the  .same  role  as  any  hospital  employee 
and  a separate  charge  would  not  be  made  for  such 
services.  The  billing  from  the  hospital  would  be  for 
the  use  of  the  emergency  room  facilities  and  the 
hospital  employees’  usual  services  within  the  scope 
of  their  employment. 

The  physician’s  assistant  who  works  in  an  emergency 
room,  by  definition,  must  be  responsible  to  the  doc- 
tor in  charge;  even  though  an  employee  of  a hos- 
pital, this  assistant  must  be  accountable  to  a physi- 
cian. ^V’e  are  vitally  concerned  about  the  employ- 
ment and  utilization  of  physician’s  assistants  in 
emergency  rooms  across  the  country.  While  recogniz- 
ing the  theoretical  economies  of  utilizing  such  per- 
sonnel to  handle  trauma,  we  are  especially  concerned 
for  the  high  incidence  of  triage  judgment  necessi- 
tated in  such  a setting.  It  is  hoped  that  the  medical 
staff  of  the  hospital  will  continue  to  be  responsible  in 
this  area. 


Services  to  Rehabilitation  Commission 

From  time  to  time,  complaints  are  re- 
ceived from  jthysicians  concerning  non- 
payment or  late  jaayment  of  bills  for 
services  rendered  clients  of  the  Rehabilita- 
tion Commission.  Frequently,  statements 
are  sent  directly  to  Trenton  Central  Office 
where  they  cannot  be  processed  for  lack 
of  specific  information.  Physicians  are  ad- 
vised that  the  invoice  for  payment  for 
their  services  (Form  SR-7)  should  be 
signed  and  returned  to  the  local  District 
Office  within  30  days  of  receipt.  Invoices 
not  submitted  within  30  days  will  result 
in  additional  delays. 
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Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  the  month  of  August. 


1971 

1970 

August 

.\ugust 

Aseptic  Meningitis 

48 

53 

Primary  Encephalitis 

2 

3 

Hepatitis;  Total 

364 

303 

Infectious 

281 

233 

Serum 

83 

70 

Malaria:  Total 

5 

4 

Military 

2 

3 

Civilian 

3 

1 

Meningococcal  Meningitis 

2 

10 

German  measles 

2 

12 

Measles 

22 

31 

Salmonella 

149 

126 

Shigella 

36 

23 

Mumps 

19 

26 

Shigella 

Shigella  has  been  the 

etiologic  agent 

impli- 

cated  in  three  outbreaks  of  diarrheal  illness 
this  summer.  All  three  outbreaks  have  oc- 
currerl  in  settings  where  large  numbers  of 
people  were  congregated — the  first  one  in  a 
summer  cam[),  another  in  a nursing  home, 
and  the  third  in  an  institution  for  the  men- 
tally retarded. 

Children  at  a New  York  summer  camp  be- 
came severely  ill  with  nausea,  vomiting,  ab- 
dominal cramps,  diarrhea,  and  fever  20  to  36 
hours  after  visiting  a camp  in  New  Jersey. 
Sixty-two  of  99  campers  who  had  made  the 
trip  became  ill.  None  of  the  New  York  camp- 
ers who  had  avoided  New  Jersey  became  ill. 
Attack  rates  for  foods  which  the  New  York 
campers  had  transported  with  them  and  for 
water  drunk  at  the  New  Jersey  camp  clearly 
implicated  the  water  as  the  responsible  vehicle 
for  transmission  of  the  illness.  Stool  cultures 
from  nine  of  the  ill  New  York  campers  yield- 
ed ShigrUa  sonnei.  Children  in  the  New  Jer- 
sey camp  diti  not  experience  a sudden  out- 
break ol  illness  at  the  same  time  that  the 
children  from  New  York  became  ill.  Howev- 
er, day  by  day  analysis  of  gastrointestinal  ill- 
ness among  New  Jersey  campers  revealed  that 
diarrhea  had  been  a problem  all  summer 
with  increased  numbers  of  cases  occurring 
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shortly  after  the  arrival  of  each  new  group  of 
campers.  Water  samples  from  the  New  Jersey 
camp  demonstrated  contamination  by  fecal 
conforms  and  inadequate  chlorination.  These 
conditions  have  been  rectified. 

Shigella  sonnei  likewise  caused  an  outbreak 
of  diarrhea  in  a nursing  home.  Two  patients 
with  fever  to  104,  diarrhea,  and  positive  stool 
cultures  led  to  an  epidemiologic  investiga- 
tion. Diarrhea  began  occurring  in  late  July  in 
one  of  two  buildings  housing  patients.  By 
mid-August,  several  patients  in  the  other 
building  also  had  diarrhea.  Rectal  swabs  re- 
vealed that  80  of  the  90  employees,  plus  23 
additional  patients  harbored  S.  sonnei,  but 
all  the  employee’s  cultures  were  negative. 
About  half  of  the  infected  patients  had  been 
totally  asymptomatic,  the  others  having  diar- 
rhea and  low  grade  fever.  The  occurrence  of 
cases  over  three  to  four  weeks  and  the  se- 
quential spread  of  cases  from  one  building  to 
another  probably  indicates  that  the  outbreak 
was  propagated  by  person-to-person  spread. 

The  third  outbreak  involved  residents  in 
three  of  14  cottages  at  an  institution  for  the 
mentally  retarded.  Shigella  flexneri  was  prob- 
ably introduced  into  the  institution  by  an 
infected  child  transferred  from  another  insti- 
tution. Illness  occurred  in  each  cottage  at 
separate  times,  suggesting  spread  from  one 
cottage  to  another.  Within  each  of  the  three 
cottages,  20  to  30  per  cent  of  the  residents 
became  ill  over  a 4 to  5 day  period  indicating 
a common  exposure.  The  vehicle  by  which 
the  exposure  occurred  has  not  been  deter- 
mined, but  was  probably  by  either  a child  or 
an  attendant. 

Infected  patients  in  the  institution  for  the 
retarded  and  at  the  nursing  home  have  been 
isolated  and  placed  on  antibiotics.  Shigellosis, 
unlike  gastrointestinal  infections  caused  by 
salmonella,  is  usually  terminated  by  appropri- 
ate antibiotic  therapy.  It  is  hop>ed  that  by 
treating  all  infected  patients  regardless  of 
whether  they  have  symptoms,  the  organism 
can  be  eradicated  from  institutions  and  there- 
by prevent  the  establishment  of  endemic 
shigellosis. 
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The  Drug  Efficacy  Study 

This  fall,  prescription  labeling  and  promo- 
tional material  on  about  80  per  cent  of  cur- 
rently prescribed  drugs  will  display  a rating 
of  the  drug’s  efficacy  for  certain  of  the 
claimed  indications.  The  action  is  being  tak- 
en by  FDA  in  the  belief  that  the  prescribing 
physician  must  know  the  scientific  status  of  a 
given  drug’s  efficacy  in  order  to  exercise  the 
best  possible  clinical  judgment  in  choosing 
drugs  for  patients.  The  following  attempts  to 
explain  the  aims  and  procedures  of  the  Na- 
tional Academy  of  Sciences’  Drug  Efficacy 
Study  (DESI)  which  led  to  this  development. 

The  DESI  program  stems  directly  from  re- 
quirements of  the  Federal  Food,  Drug,  and 
Cosmetic  Act.  Beginning  in  1938,  this  law 
required  pre-clearance  of  new  drugs  by  FDA 
for  safety.  The  Drug  Amendments  of  1962 
(Kefauver-Harris)  required  that  effectiveness 
as  well  as  safety  of  drugs  be  established  prior 
to  marketing.  The  amendment  provided  that 
this  proof  of  efficacy  be  in  the  form  of  “sub- 
stantial evidence.’’  This  evidence  was  defined 
by  the  Congress  as  “.  . . adequate  and  well- 
controlled  investigations,  including  clinical 
investigations,  by  experts  qualified  by  scienti- 
fic training  and  experience  to  evaluate  the 
effectiveness  of  the  drug  involved,  on  the  basis 
of  which  it  could  fairly  and  responsibly  be 
concluded  by  such  experts  that  the  drug  will 
have  the  effect  it  purports  or  is  represented  to 
have.’’ 

Therefore,  since  1962,  the  FDA  has  reviewed 
all  new  drug  applications  for  both  safety  and 
effectiveness.  But  the  1962  amendments  also 
required  that  all  drugs  marketed  between 
1938  and  1962  and  tested  only  for  safety,  now 
be  evaluated  for  effectiveness  as  well.  Some 
4,000  drug  products  fell  into  this  category 
and  efficacy  evaluation  for  all  of  them  obvi- 
ously posed  an  enormous  task.  To  accom- 
plish this  task  within  a reasonable  time,  FDA 
went  to  the  National  Academy  of  Science  for 
assistance.  The  Academy  assembled  30  panels 
with  some  200  medical  and  scientific  special- 
ists described  in  its  1969  report  as  “predomi- 


nantly physicians  with  academic  affiliations 
for  the  obvious  reason  that  these  best  met  the 
legal  qualification  of  ‘experts  qualified  by 
scientific  training  and  experience  to  evaluate 
the  effectiveness  of  the  drug(s)  involved.’’’ 

I'he  National  Research  Council — research 
arm  of  the  National  Academy  of  Sciences — 
developed  guidelines  for  the  study.  In  the 
course  of  its  w'ork,  NRC  consulted  manufac- 
turers, professional  and  scientific  organiza- 
tions, and  other  interested  parties.  The  30 
study  panels  of  the  Academy  considered  in- 
formation gathered  from  all  these  sources, 
including  FDA  files  and  the  scientific  litera- 
ture. On  the  basis  of  this  information,  panel 
members  were  able  to  make  informed  judg- 
ments. The  panels  classified  each  of  approx- 
imately 16,000  therapeutic  claims  for  the 
more  than  4,000  drug  formulations  into  the 
following  categories: 

Effective:  Substantial  evidence  of  effectiveness; 

Probably  effective:  .Additional  evidence  required  to 
rate  the  drug  “effective;” 

Possibly  effective:  While  additional  evidence  for  an 
"effective"  rating  might  be  forthcoming,  as  it  stands 
there  is  little  evidence  of  effectiveness,  and  in  the 
absence  of  substantial  evidence,  the  claim  is  consid- 
ered inappropriate; 

Ineffective:  Lack  of  substantial  evidence  of  efficacy; 

Ineffective  as  a fixed  combination:  Even  though  one 
or  more  of  the  components  might  be  effective  if  used 
alone,  not  acceptable  in  fixed  dosage  combination  for 
reasons  of  safety  or  because  of  lack  of  evidence  of 
contribution  of  each  component  to  claimed  effect; 
and 

Effective  but:  With  an  appropriate  qualification. 

This  difficult  g;roup  is  under  reconsideration  by 
NAS/NRC  and  FDA. 

Each  drug  received  a rating.  FDA  was  given 
the  first  rating  report  in  October  1967;  the 
last  report  in  May  1969. 

Significance  to  the  Physician 

The  Efficacy  Study  revealed  that  about  60  per 
cent  of  all  therapeutic  claims  reviewed  lacked 
adequate  evidence  of  efficacy  under  the  law. 
The  NAS  experts  reported  a generally  pooi 
quality  of  labeling  and  of  evidence  submitted 
in  support  of  efficacy  claims.  According  to  the 
FDA,  many  of  the  efficacy  presentations  sub- 
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mitted  by  inanulaclurers  cunsisied  ol  uncon- 
trolled observations  and  “testimonial-type  en- 
dorsements.” I'here  was  a “conspicuous”  lack 
of  substantial  evidence  based  on  well- 
controlled  investigations  by  experienced  in- 
vestigators, said  FDA.  The  agency  criticized 
the  labeling  of  two-thirds  of  the  drugs  they 
evaluated.  They  found  too  many  package  in- 
serts to  be  “poorly  organized,  repetitive,  out 
of  date,  evasive,  and  promotionally  ori- 
ented.” The  majority  were  found  to  fail  in 
j^roviding  the  jihysician  and  the  pharmacist 
with  authoritative  and  objective  guides  to 
])rescribing  or  dispensing.  This  point  takes  on 
added  signilicance  because  official  labeling 
sets  the  boundaries  for  permissible  advertis- 
ing and  other  promotion. 

FDA  Response 

fn  each  case,  FD.Vs  conclusions,  based  on  the 
NAS/NRC  recommendations,  are  published 
in  the  Federal  Register,  an  official  journal  of 
the  Federal  Government.  As  soon  as  the  FDA 
judgment  is  published,  manufacturers  of 
drugs  with  claims  rated  less  than  effective 
have  several  options  open  to  them  short  of 
product  withdrawal.  They  may  choose:  (1) 

to  develop  necessary  scientific  data  to  substan- 
tiate current  claims;  (2)  to  eliminate  or  mod- 
ify questionable  claims;  or  (3)  to  reformulate 
the  product. 

W'hen  the  choice  is  to  develop  additional 
data,  the  manufacturers  have  six  months  for 
“possibly  effective”  claims  and  twelve  months 
for  “probably  effective”  claims.  During  these 
periods,  manufacturers  may  request  extension 
of  time  based  on  development  of  a satisfacto- 
ry protocol  for  study  of  disputed  claims.  The 
drug  may  remain  on  the  market  in  the  inter- 
im if  there  are  no  questions  of  safety.  FDA  is 
well  aware  that  the  studies  will  take  time  and 
will  not  insist  on  unreasonable  time  limits  in 
any  case. 

0\er-all,  the  Agency  says  it  will  better  meet 
the  need  to  reach  practicing  physicians  and 
other  professionals  with  information  on  what 
is  being  proposed  and  accomplished  under 
tite  drug  efficacy  program.  The  law  rccpiires 
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that  the  labeling  of  prescription  drtigs  bear 
full  disclosure  of  all  material  facts  to  the 
prescribing  physician.  On  the  basis  of  this 
double  incentive,  FDA  is  issuing  regulations 
requiring  that  all  labeling  and  all  promotion- 
al material  carry  a prominently  placed  “box” 
characterizing  the  claims  for  any  given  drug 
which  has  been  judged  “probably”  or  “pos- 
sibly” effective. 


FDA  recognizes  that  drugs  of  questioned 
efficacy  will  be  available  by  prescription  while 
evidence  of  effectiveness  is  still  incomplete. 
Such  a status  will  be  temporary,  and  drugs  in 
this  category  either  will  become  “effective”  as 
soon  as  appropriate  evidence  permits,  or  re- 
moved from  the  market  if  this  evidence  is  not 
forthcoming.  The  Drug  Efficacy  Study,  says 
the  FDA,  has  been  the  most  thorough  review 
ever  attempted  of  drugs  available  to  the 
physician.  Wdien  the  study  is  fully  imple- 
mented, the  physician  should  be  able  to 
prescribe  any  marketed  drug,  secure  in  the 
knowledge  that  its  efficacy  has  been  judged 
on  the  basis  of  accejttable  scientific  evidence. 


PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 


ANESTHESIOLOGY  —A.  Bhattacharj^a,  M.D.,  15,  West 
Erie  Street,  Albany,  New  York  12208.  University 
of  Calcutta  (India)  1954.  Board  eligible.  Group, 
partnership,  salaried.  Available  January  1972. 

Kin  Siu  Tam,  M.D.,  .820  East  North  Avenue,  Pitts- 
burgh, Pennsylvania  15212.  South  China  Medical 
College  1958.  Hospital.  Available  July  1972. 

CARDIO-THORACIC  SURGERY-F.  I.  Ehrenstein, 
M.D.,  U.  S.  Naval  Hospital  Memphis,  Millington, 
Tennessee  38053.  Istanbul  1962.  Board  certified. 
Partnership,  solo.  Available  March  1972. 
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DERMATOLOGY— Charles  W’asilewski,  M.O.,  844  South 
Lincoln  Avenue,  Springfield,  Illinois  62704.  JefTerson 
1963.  Board  certified.  Group.  Available  July  1971. 

FAMILY  PRACTICE-Louis  S.  Zeiger,  M.D.,  415  Queen 
.Anne  Road,  Cherry  Hill,  New  Jersey  08034.  Uni- 
versity of  Pennsylvania  1967.  Group  or  partnership, 
but  not  solo.  .Available  September  1971. 

GENERAL  PRACTICE-Michael  F.  O'Connor,  M.D., 
15,520  Windmill  Pointe  Drive,  Grosse  Pointe  Park, 
Michigan  48230.  University  College,  Cork,  Ireland 
1970.  Solo.  Early  1972. 

INTERNAL  MEDICINE-Barry  A.  Portnoy,  M.D.,  8008 
Seawall  Blvd..  Galveston,  Texas  77550.  Emory 
1966.  Board  eligible.  Group.  Available  July  1972. 

M.  M.  Rahman,  M.D.,  275  Bay  37  Street,  Brooklyn, 
New  York  11214.  Dacca  Medical  (Pakistan)  1958. 
Board  eligible.  Group,  partnership,  or  institution. 
Available  July  1971. 

Eugene  F.  Cheslock,  M.D.,  107  Beverwvck  Drive. 
Guilderland,  New  York  12084.  CMDNJ  1965.  Sub- 
specialty, Hematology.  Board  eligible.  Group.  .Avail- 
able July  1972. 

Nicholas  .A.  Cannarozri,  M.D.,  1 Hemlock  Hill 

Road,  Cdinton,  Connecticut  06413.  Hahnemann 
1965.  Board  eligible.  Subspecialty,  Rheumatology. 
.Association,  partnership,  or  solo.  .-Available  July 
1972. 

Edward  J.  Feller,  M.D.,  4287-1  Wilmington  Drive, 
.Andrews  .AFB,  Washington,  D.C.  20331.  State 
University  of  New  York  1965.  Board  certified. 
Subspecialty  Gastroenterology.  Partnership,  gyoup, 
or  hospital-based.  Available,  summer  of  1972. 

OBSTETRICS  AND  GYNECOLOGY -Teresita  M.  Gun- 
gon,  M.D.,  9316  Seaview  .Avenue,  Brooklyn,  New 
York  11236.  Santo  Tomas,  1961.  Board  eligible. 
Full-time  hospital,  group,  or  partnership.  .Available 
.August  1971. 

A'ellore  Bhupathy,  M.D.,  802  Gaston  .Avenue,  Fair- 
mont, West  A'irginia  26554.  Bangalore  (India) 

1961.  Board  eligible.  Group,  partnership,  itistitu- 
tion,  or  solo.  .Available. 

Shi-Han  Oh,  M.D.,  13-C  Concord  Cove  .Apts., 

Havre  De  Grace,  Maryland  21078.  Seoul  Univei-sity 
I Korea)  19()0.  Board  eligible.  Group  or  partner- 
ship. Available  January  1972. 

OPTHALMOLOGY -Robert  A.  D'lorio,  M.D..  8 Whit- 
tier PL,  Apt.  22F,  Boston  02114.  Cieorgetown  1965. 
Board  eligible.  Partnership  or  group  or  solo.  .Avail- 
able .March  1972. 

John  H.  Park.  M.D.,  741  South  Gunderson  .Avenue, 
Oak  Park,  Illinois  60304.  State  I niversity  of  New 
A'ork  1966.  Partnership  or  solo.  .Available  January 
1972. 

ORTHOPEDIC  SURGERY-Jalal  .Sadrieh,  .M.D.,  430 
East  67th  Street,  New  York  10021.  Pahlavi  (Iran) 

1962.  Board  eligible.  Solo,  partnership,  or  group. 
.Available  January  1972. 

PATHOLOGY -John  S.  Weinstein,  M.D.,  123  A'ork 
Street,  .Apt.  11-D,  New  Haven,  Connecticut.  New 
Jersey  College  of  Medicine  1966.  Board  eligible. 
■Any  type  of  practice.  .Available  July  1972. 


Joseph  W.  Placer,  M.D.,  130th  Station  Hospital, 
APO,  New  York  09102,  New  York  Medical  1964. 
Board  certified.  Group,  partnership,  or  institution, 
.Available  September  1972. 

PEDIATRICS-U.  K.  Kim.  M.D.,  94  Hillcrest  Drive, 
Victor,  New  York  14564.  Ewha  (Korea)  1957. 
Board  eligible.  Institutional,  such  as  college  health 
center,  or  public  health  field.  Available  September 
1971. 

Kalavathi  Bhupathy,  M.D.,  802  Gaston  .Avenue, 
Fairmont,  West  A'irginia  26554.  Bangalore  (India) 
1961.  Board  certified.  Group,  partnership,  clinic, 
or  institution.  .Available. 

PHYSICAL  MEDICINE  AND  REHABILITATION-Pravin 
Panchal,  M.D.,  2441  AVebb  Avenue,  Apt.  5A,  Bronx, 
New  A'ork  10468.  Gujarat  University  (India)  1965. 
Board  eligible.  Hospital.  Available  July  1971. 

RADIOLOGY -M.  -A.  Jafarzadeh,  M.D.,  314  AVest  56th 
Street,  .Apt.  4B,  New  A’ork  10019.  Tehran  1956. 
Board  eligible.  Partnership,  pp'oup.  or  hospital. 
.Available  .April  1972. 

SURGERY —Neniesio  M.  Elefante,  M.D.,  18724  AValkers 
Choice  Road.  .-Apt.  2,  Gaithersburg,  Maryland  20760. 
Santo  Tomas  (Philippines)  1959.  Board  eligible. 
Solo,  group,  or  partnership.  .Available  July  1971. 

.Abolfath  B.  Ardalan,  M.D.,  12300  McCracken  Road, 
Cleveland,  Ohio  44125.  Tehran  (Iran)  1962.  Sub- 
specialty, thoracic  and  vascular  surgery.  Board  eligi- 
ble. Group  or  partnership.  Available  July  1971. 

Benjamin  C.  Agustin,  M.D.,  9316  Seaview  Avenue, 
Brooklyn,  New  A’ork  11236.  Santo  Tomas  I960. 
Board  eligible.  Full-time  hospital,  partnership,  or 
group.  .Available  .August  1971. 

Sun  Jiang  Guo,  M.D..  Western  Massachusetts  Hos- 
pital, 91  East  Mountain  Road,  AVestfield,  Massa- 
chusetts 01085.  Taiwan  University  1964.  Board 
eligible.  .Associate  or  hospital-based.  .Available 
July  1972. 

Charles  P.  Ciarroll,  M.D.,  5011  Caryn  Court,  .Apt. 
303,  .Alexandria.  A'irginia  22312.  New  York  I'ni- 
versity  1965.  Board  eligible.  .Available  July  1972. 

UROLOGY  — .AI.  .A.  Fermaglich,  M.D.,  Munson  Army 
Hospital,  Fort  Leavenworth,  Kansas  66027.  Brussels 
1964.  Solo,  partnership,  or  group  .Available  Octo- 
ber 1971. 

Moustafa  S.  Naguib,  M.D.,  1325  South  Grand  Ave- 
nue, St.  Louis,  Missouri  63104.  Ein  Shams  University 
(Cairo)  1961.  Board  eligible.  Solo,  associate,  or 
group.  Available  July  1971. 

Shah  M.  Chaudhry,  M.D.,  102  North  Main  Street, 
Cape  May  Court  House,  New  Jersey  08210.  Punjab 
University  (Pakistan)  1956.  Board  eligible.  Group  or 
partnership.  Available  July  1971. 

R.  M.  Ravavarapu,  M.D.,  20  Fairhaven  Boulevard, 
Woodbury,  New  A'ork  11797.  Guntur  (.Andhra,  In- 
dia) 1963.  Group,  partnership,  or  solo.  Available. 

.A.  Turhan  Ilkay,  .M.D.,  22  Fairhaven  Boulevard, 
AA'oodbuiy,  New  A’ork  11797  Istanbul  (Turkey) 
1951.  Board  eligible.  .Any  type  of  practice.  Avail- 
able. 
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THIS  PUSH  BUTTON  CAN 

BREAKS 
EXERCISE /PAIN 


THE 

CYCLE 


...by  reducing  pain.^  Thus  permitting  necessary  functional 
exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER-O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures, 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

PRECAUTIONS:  If  rash  or  irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  iVz  and  4 oz.  cans.  Approximately  125  applica- 
tions in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217,  May.  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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ANNOUNCEMENTS 


Colloquium  on  Alcoholism 

The  second  Annual  Meeting  of  the  American 
Medical  Society  on  Alcoholism — “Multi- 
disciplinary Treatment  of  Alcoholism — The 
Changing  Role  of  the  Physician  and  the 
Allied  Health  Professions” — will  be  held  on 
October  29  and  30  in  the  Turner  Auditorium 
of  the  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  Maryland. 

In  addition  to  innovative  papers  by  outstand- 
ing authorities  in  the  field,  workshops  will 
consider  such  problems  as  children  alcoholics, 
the  family,  medical  complications,  the  woman 
alcoholic,  planning  alcoholism  programs, 
traffic  safety,  industrial  programs,  the  general 
hospital,  other  drug  abuse,  and  the  role  of 
non-professionals.  Further  information  may 
be  secured  from  the  Director,  Division  of 
.Alcoholism  Control,  State  Office  Building, 
301  West  Preston  Street,  Baltimore,  Mary- 
land 21201. 


Clinical  Application  of  Basic  Sciences 

In  the  “Clinical  Application  of  Basic 
.Sciences”  series  offered  by  the  Burlington 
County  Memorial  Hospital,  the  following 
programs  have  been  announced  for  Novem- 
ber. Credit  will  be  allowed  (H/2  points  per 
session)  by  the  .American  .Academy  of  General 
Practice. 

November  4 Cranio-Cerebral  Trauma 
November  1 1 Crushing  Injuries  of  the  Chest 
November  18  Peritoneal  Dialysis  in  the  Community 
Hospital 

Meetings  convene  promptly  at  3; 30  p.m.  in 
the  Common  Room  of  the  T.  }.  Summey 
Building.  Additional  information  may  be  ob- 
tained from  the  Department  of  Medical  Edu- 
cation of  the  hospital,  which  is  located  at  175 
Madison  .Avenue,  Mount  Holly  08060 — 
telephone  (609)  267-0700. 


Seminar  for  Emergency 
Department  Personnel 

On  November  3 and  4,  a symposium  will  be 
held  in  Cherry  Hill  for  emergency  depart- 
ment personnel.  The  program  covers  a re- 
view of  all  aspects  of  emergency  room  care, 
including  resuscitation,  wounds,  x-ray  prob- 
lems, electrocardiography,  triage,  new  equi{> 
ment,  staffing,  and  even  public  relations. 
.Sponsoring  agency  is  the  New  Jersey  Com- 
mittee on  Trauma  of  the  .American  College 
of  Surgeons.  The  §40  registration  fee  in- 
cludes luncheon,  programs,  parking  fees, 
and  packets  of  lecture  notes.  For  more  infor- 
mation, write  to  Herbert  MacNeal,  M.D.,  St. 
Clare’s  Hospital,  Denville  07834. 


Guide  to  Prescription  Prices 

Now  available  at  $7.95  is  a physician’s  Guide 
to  Prescription  Prices.  It  is  released  by  Wil- 
com.  Ltd.,  6900  East  Genessee  Street,  Fayette- 
ville, New  York,  13066.  Drugs  are  listed  al- 
phabetically by  trade  name  and  the  average 
price  which  the  patient  may  expect  to  pay 
per  dosage  unit  is  also  shown.  The  text  in- 
cludes a “Medical  Almanac”  which  covers 
conversion  tables,  growth  chart,  emergency 
numbers  for  poison  control  centers,  and  es- 
sential medical  and  prescribing  data.  The  av- 
erage prices  for  generic  drugs  are  also  in- 
cluded. The  book  is  revised  semi-annually. 
The  volume  is  intended  for  physicians  and 
not  for  patients,  and  the  average  prices  are 
obtained  by  computer  calculations  based  on 
the  pricing  practices  of  typical  drug  stores 
throughout  the  United  States.  Experience  in- 
dicates that  there  is  very  little  geographical 
variation  in  these  prices. 
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MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1971 

October 

10  Academy  of  Medicine  of  New  Jersey, 
New  Jersey  and  New  York  Dental  So- 
cieties of  Anesthesiology,  American 
Society  of  Advancement  of  Anesthesia 
in  Dentistry,  and  CMDNJ 
Martland  Medical  Center,  Newark 

■Amnesia,  Sedation,  and  .Anesthesia  in  Ambu- 

latory Dental  Patients 

1.3  Academy  of  Medicine  of  New  Jersey 
Urology  Section  Meeting 

13  American  Academy  of  Pediatrics  (New 

Jersey  Chapter) 

Nurses’  Residence,  United  Hospitals 

Medical  Center,  Newark 
Child  Health  Care  in  Newark 

13  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Kidney  Functions 

14  Burlington  County  Memorial  Hospital 

Mount  Holly 

Masked  Depression  in  Medical  Practice 

18  Academy  of  Medicine  of  New  Jersey 
Beth  Israel  Medical  Center,  Newark 

Disorders  of  the  Heart  Beat 

19  Associated  Eye  Residencies  of  New 
Jersey 

Eye  Institute  of  New  Jersey,  Newark 
I’haco-Emulsification 

20  .\cademy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medicitl  Center 
-Newark 

Recurrent  Fevers  of  Unknown  Etiology 

21  Burlington  County  Memorial  Hospital 
Mount  Holly 

The  Influence  of  Language  upon  Symptoma- 
tology in  Foreign-born  Patients 

25-29  Saint  Barnahtis  Medical  Center 
Livingston 

Obstetric  and  Gynecologic  Pathology 


27  St.  Clare’s  and  Dover  General  Hos- 
pitals 

Cancer  Chemotherapy  and  Immunotherapy 

27  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Hospital  Acquired  Infections 

28  Burlington  County  Memorial  Hospital 
Mount  Holly 

Unusual  Post  Surgical  Pain 
November 

3,  10,  Academy  of  Medicine  of  New  Jersey 
17  Beth  Israel  Medical  Center,  Newark 

Implantation  with  Permanent  Pacing 

3-4  New  Jersey  Committee  on  Trauma 
(ACS) 

Cherry  Hill  Inn,  Cherry  Hill 

Emergency  Department  Personnel 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

Cranio-Cerebral  Trauma 

10  Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center,  Newark 
Psychiatry  Symposium 

10  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Leukemia  and  Chemotherapy 

10  New  Jersey  Dental  As.sociation 

Semi-.Annual  Session 

10  .Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Chronic  Renal  Disease  and  Dialysis 

10  .Academy  of  Medicine  of  New  Jersey 
Hoffmann-La  Roche,  Nutley 

.Alcoholism 

11  Burlington  County  Memorial  Hospital 
Mount  Holly 

Crushing  Injuries  of  the  Chest 
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17  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Pharmacology'  of  Diuretics,  Indications  and 
Use 

18  Burlington  County  Memorial  Hospital 
Mount  Holly 

Peritoneal  Dialysis  in  the  Community  Hospital 

24  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Electrolyte  Imbalance 

24  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Lymphomas 

December 

1 Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Urology,  Including  Prostatic  Disease 

2-3  Saint  Barnabas  Medical  Center 
Livingston 

Gynecological  Endoscopy 

2 Burlington  County  Memorial  Hospital 

Interservice  Seminar 

8  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Arteriogiams  and  Lymphangiograms 

8 Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 
Newark 

Urinary  Tract  Infections 

8 .\cademy  of  Medicine  of  New  Jersey 
Bergen  Pines  Hospital 

Partunus 

Pacemaker;  Electrode  and  Vascular  Surgery 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

The  Management  of  Suspected  Testicular 
Neoplasm 

11  Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Section  on  Dermatology 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Medical  and  Surgical  Management  of  Uro- 
lithiasis 


22  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Metastatic  Disease  of  the  Breast 

30  Burlington  County  Memorial  Hospital 
Mount  Holly 

Evaluation  and  Management  of  the  Arthritic 
Hip 

1972 

January 

6 Burlington  Countv  Memorial  Hospital 

Mount  Holly 

Viral  Hepatitis:  A Reappraisal  of  Mild  Hyper- 
tension 

1 1 Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Sectional  Meeting:  Dermatology 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Current  Concepts  of  Cardiomyopathy 

19  Academy  of  Medicine  of  New  Jersey 
College  of  Medicine  and  Dentistr)'  at 
Newark 

Advances  in  Radiotherapy 

20  Burlington  County  Memorial  Hospital 
Mount  Holly 

Current  Trends  in  the  Therapy  of  Mild 
Hypertension 

26  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Fluid  and  Electrolyte  Balance 

27  Burlington  County  Memorial  Hospital 
Mount  Holly 

Orthostatic  Hypotension 
Februarv 

3 Burlington  County  Memorial  Hospital 

Mount  Holly 

Problems  Related  to  Antidiuretic  Hormones 

9 St.  Clare’s  and  Dover  General  Hospi- 

tals 

Renal  Failure 

10  Burlington  County  Memorial  Hospital 

Mount  Holly 

Neurological  Complications  of  Viscera)  Car- 
cinoma 

17  Burlington  County  Memorial  Hospital 

Mount  Holly 

Full  Time  and  \’oluntary  Staff— The  Interface 
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23  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Auto-immune  Aspects  plus  Transplantation 

24  Burlington  County  Memorial  Hospital 
Mount  Holly 

Newer  Approaches  to  Community  Health 

March 

2 Burlington  County  Memorial  Hospital 

Mount  Holly 

Sterilization  and  Therapeutic  Abortion 

8 St.  Clare’s  and  Dover  General  Hospi- 
tals 

Renal  Vascular  Hypertension;  Malignant  Hy- 
pertension 

9 Burlington  County  Memorial  Hospital 

Mount  Holly 

Family  Life  Problems  in  Medicine 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Geriatric  Psychiatry 

22  St.  Clare’s  and  Dover  General  Hospi- 

tals 

Secondary  Nephropathies 

23  Burlington  County  Memorial  Hospital 

Mount  Holly 

Alcohol:  The  Unglamorous  Addiction 

30  Burlington  County  Memorial  Hospital 

Mount  Holly 

Descent  into  Hell 


April 

6 Burlington  County  Memorial  Hospital 
Mount  Holly 

Interservice  Seminar 

12  Academy  of  Medicine  of  New  Jersey 
Veterans  Administration  Hospital,  East 
Orange 

Dental  Symposium:  Implantology 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Thermography 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Radiography  in  Evaluation  of  Gastrointesti- 
nal Diseases 

27  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diseases  of  the  Esophagus 


4 Burlington  County  Memorial  Hospital 

Moimt  Holly 

Syndrome  of  Stress  Ulcer 

6-9  The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

11  Burlington  County  Memorial  Hospital 

VIount  Holly 

Zollinger- Ellison  Syndrome 


1972  Annual  Meeting  Dates — May  6-9 


The  Old  Helping 

Many  of  the  younger  doctors  do  not 
know  that  there  exists  in  our  state  a 
unique  helping  hand  organization, 
known  as  the  Society  for  the  Relief  of 
the  Widows  and  Orphans  of  Medical 
Men  in  New  Jersey.  This  organization 
provides  immediate  financial  assistance 


Hand  Organization 

to  the  dependents  of  a deceased  mem- 
ber. It  lends  money  without  interest  to 
assist  widows  and  orphans  of  doctors 
who  have  known  adversity. 

For  details,  write  to  the  Society  at  P.O. 
Box,  95,  Belleville,  New’  Jersey. 
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You  can't  fell  a redwood 
with  a hatchet 


with  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theraqrair 

High  Potency  Vitamin  Formula 

Theragrair-M 

High  Potency  Vitamin  Formula  with  Minerals 

*«■«! 
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BACTERIOLOGY 


I.  PYOCEMS 

□ SMEAR  OR  MICRO 
□^LTURE 


II . ACID  FAST  BACILLI 
□ SMEAR  □ CULTURE 


III.  FUNU 

□ SMEAR  □ CULTURE 


A serious  infection . . . Pseudomonas,  confirmed 
by  pure  culture.  Fortunately,  the  strain  proves 
sensitive  to  carbenicillin  and  the  patient  is 
not  allergic  to  penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis, 
there  are  no  reports  of  nephrotoxicity  or  - 
ototoxicity  with  Pyopen  therapy.  Its  effectiveness 
against  Ps.  aeruginosa  and  Proteus 
species  (particulary  indole-positive  strains) 
has  been  amply  confirmed  by  clinical  experience 
and  microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the  com- 
pany which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof  of 
our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning  materials  and  an  added  measure  of 
personal  attention:  Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities ...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to carbenicilhn  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  direcdy. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa. Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Ciinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections:  severe  systemic  infections  and  septicemia: 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bactenologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis);  soft  tissue  in- 
fections Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions)  Note;  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions;  Organisms 
found  to  be  susceptible  in  vitro  include:  Gram-Negative  Organisms- 
Ps.  aeruginosa.  Proteus  mirabilis.  Pr.  morganii.  Pr.  rettgeri.  Pr.  vul- 
garis. E.  coll.  Enterobacter  species.  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillinase-producing).  Staph,  albus.  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus laecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea.  Mima.  Citrobacter.  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase  Klebsiella 
species  are  resistant  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy 
\Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection.  should  be  kept  in  mind. 
Each  gram  contains  4 7 mEq  sodium;  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
IS  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions -Skin  rashes,  eosinophilia.  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions  Gastrointestinal  Disturbances  — Nausea 
Hemic  and  Lymphatic  Sysferrrs- Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  -gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time  Hepatic  and  Renal  Studies  — SCOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated  Central  Nerv- 
ous System  — Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions-Pain  at  the 
site  of  injection,  sometimes  accompanied  by  indufation.  Vein  irri- 
tation and  Thrombophlebitis  — particularly  when  undiluted  solution 
IS  injected  directly  into  the  vein  How  Supplied:  Available  in  1 Gm 
and  5 Gm.  viais. 

Before  prescribing  or  administering,  see  package  circular  or  PDR 
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Dr.  Abraham  G.  Chmelnik 

Most  residents  of  Essex  County  will  remem- 
ber with  affection,  Abraham  G.  Chmelnik, 
M.D.,  who  was  a pioneer  anesthesiologist 
with  the  New'ark  City  Hospital.  Born  in  1899, 
he  was  72  years  old  at  the  time  of  his  death 
on  July  12,  1971.  Dr.  Chmelnik  had  a tour  of 
duty  as  Medical  Director  of  the  Martland 
Medical  Center,  and  was  active  in  the  affairs 
of  the  American  Society  of  Anesthesiologists. 
He  was  a 1922  alumnus  of  the  Medical 
School  at  New  York  University.  During 
World  VV^ar  II,  Dr.  Chmelnik  was  a Com- 
mander in  the  Medical  Corps,  of  the  U.  S. 
Navy. 

Dr,  R.  John  Cottone 

A long  illness  caused  the  death  of  R.  John 
Cottone,  M.D.  on  August  4,  1971,  at  the  age 
of  75.  Dr.  Cottone  was  a well-known  Mercer 
County  surgeon  and  was,  at  one  time,  pres- 
ident of  the  Mercer  County  Medical  Societv. 
He  earned  his  M.D.  at  the  Medical  School  of 
Georgetown  University  in  1923  and,  during 
his  active  surgical  career  in  Trenton,  he  was 
identified  with  the  St.  Francis  Hosj)ital. 

Dr.  Hayward  F.  Day 

Formerly  president  of  the  Board  of  Health  of 
Somerset,  New  Jersey,  Hayward  F.  Day, 
M.D.,  died  on  June  22,  1971,  at  the  age  of  65. 
A Bellevue  graduate,  class  of  1933,  Dr.  Day 
was  active  in  school  medicine  for  many  years. 
He  was  a long-term  member  of  the  New  Jer- 
sey School  Physicians  .\ssociation,  and  had 
been  identified  w'ith  the  Runnells  Flospital  in 
Berkeley  Heights  and  the  Muhlenberg  Hospi- 
tal in  Plainfield. 

Dr.  Jacob  S,  Freedman 

Born  in  1906,  Jacob  S.  Freedman,  M.D.  died 
on  .August  7,  1971  at  the  age  of  65.  He  was  a 
Bellevue  graduate,  in  the  class  of  1930,  and  he 


served  the  people  of  Passaic  County  ever 
since  he  left  medical  school.  He  was  attend- 
ing in  surgery  at  the  Beth  Israel  Hospital  of 
Passaic  and  also  at  the  Preakness  Hospital  in 
Paterson.  Dr.  Freedman  was  active  in  com- 
mittee work  for  the  Passaic  County  Medical 
Society  and  was  a Fellow  of  the  .American 
College  of  Surgeons. 

Dr.  Bernard  Gartlan 

Bernard  Gartlan,  M.D.,  Cihief  of  the  Depart- 
ment of  .Anesthesiology  at  the  Community 
Memorial  Hospital  in  Toms  River  died  on 
July  26,  1971  at  the  age  of  58.  He  was  a 1938 
graduate  of  Georgetown  and  had  been  on  the 
staff  of  the  Paul  Kimball  Hospital  in  Lake- 
wood  before  coming  to  Toms  River.  He  was 
an  active  member  of  the  New  Jersey  .Associa- 
tion of  .Anesthetics  and  a leader  in  Boy 
Scout  work.  During  World  War  II,  he  was  a 
Lieutenant  in  the  Medical  Corjis  of  the 
Anm  of  the  United  States. 

Dr.  Peter  J.  Gianquinto 

Director  of  Radiologv  at  St.  Barnabas  Hospi- 
tal in  Livingston,  Peter  J.  Gianquinto,  .M.D., 
died  on  July  2,  1971,  at  the  age  of  59.  Dr. 
C»ianc]uinto  received  his  medical  degree  at 
Long  Island  College  Hospital  in  1937  and 
carl*  in  his  career  joined  the  staff  of  the  St. 
Barnabas  Hospital.  He  was  board  certified  in 
radiology  and  was  a Fellow  of  the  .American 
College  of  Radiologists.  He  was  the  con- 
sultant in  his  specialtv  at  the  Kessler  Insiitute 
in  West  Orange. 

Dr.  Earl  J.  Halligan 

Hudson  C'ounty  j)rac  titioners  were  well  ac- 
quainted with  Earl  J.  Halligan,  M.D.,  who 
was  active  in  medical  affairs  in  his  countv  for 
over  half  a centurv'.  Born  in  1893,  he  was 
graduated  at  Bellevue  in  1914.  He  was  Medi- 
cal Director  of  St.  Francis  Hospital  and  was 
on  the  staff  at  Margaret  Hague  Hospital,  the 
Poliak  Hospital,  and  the  Jersey  City  Medical 
Center.  He  was  a Fellow  of  the  .American 
College  of  Surgeons  and  a member  of  the 
New  Jersey  Societv  of  Surgeons. 
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Dr.  David  Izenberg 

David  Izenberg,  M.D.,  a Jefferson  graduate, 
class  of  1929,  died  on  July  11,  1971.  He  was 
an  obstetrician  and  gynecologist  and  for  thir- 
ty years  served  on  the  staff  of  the  Barnert 
Memorial  Hospital  in  Paterson.  He  was  iden- 
tified with  the  American  Academy  of  Obstet- 
rics and  Gynecology.  Dr.  Izenberg  was  68 
years  old  at  the  time  of  his  death. 

Dr.  W.  Franklin  Keim 

One  of  New  Jersey’s  pioneer  head  and  neck 
surgeons,  W.  Franklin  Keim,  M.D.,  died  on 
July  8,  1971,  at  the  untimely  age  of  61.  He 
received  his  M.D.  at  Columbia  University 
College  of  Physicians  and  Surgeons  in  1935. 
Dr.  Keim  was  board  certified  in  otology  and 
laryngology.  He  was  on  the  staff  of  most  of 
the  hospitals  in  Essex  County  and  was  also  a 
Fellow  of  the  American  College  of  Surgeons. 
Dr.  Keim  was  a major  force  in  the  develop- 
ment of  the  Academy  of  Medicine  of  New 
Jersey  and  served  for  some  years  as  its  pres- 
ident. He  was  also  a Fellow  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology. He  was  president  of  the  medical  staff 
at  Mountainside  Hospital  in  Montclair  at 
the  time  of  his  death. 

Dr.  Israel  Levine 

Israel  Levine,  M.D.,  born  in  1891,  was  87 
years  old  at  the  time  of  his  death  on  March 
17,  1971.  A 1919  graduate  of  Bellevue  Hospi- 
tal, Dr.  Levine  was  a family  physician  of  the 
old  school  and  served  the  people  of  Hudson 
County  for  over  half  a century.  He  was  iden- 
tified with  the  Jersey  City  Medical  Center, 
the  Fairmount  Hospital,  and  the  Margaret 
Hague  Maternity  Hospital. 

Dr.  Virginius  D.  Mattia 

d'be  death  of  Virginius  D.  Mattia,  M.D.  at 
the  age  of  48,  was  a shock  to  his  many  friends 
in  northern  New  Jersey.  He  held  a major 
executive  position  with  Hoffmann-LaRoche, 
and  for  years  had  been  in  the  field  of  clinical 
and  ])barmacological  research,  coming  to 
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Hoffmann-LaRoche  from  a similar  position 
with  Merck.  His  special  field  was  cardiology. 
Dr.  Mattia  was  born  in  1923  and  became  a 
M.D.  at  Bellevue  in  1950.  He  died  unexpect- 
edly on  July  4,  1971. 

Dr.  Cesare  Milano 

A half-century  of  practice  in  southern  New 
Jersey  came  to  an  end  on  July  9,  1971,  with 
the  death  that  day  of  Cesare  Milano,  M.D. 
Born  in  Italy  in  1889,  he  was  82  years  old  at 
the  time  of  his  death.  He  was  a 1914  alumnus 
of  the  medical  school  at  Naples,  and  was  a 
medical  officer  in  the  Italian  Army  during 
World  War  I.  In  1921,  he  came  to  the  USA 
and  practiced  in  Newark  until  1924,  when  he 
moved  to  Atlantic  City.  He  was  a laureate  of 
our  Golden  Merit  Award  in  1964,  and  was  an 
active  member  of  the  Atlantic  County  Medi- 
cal Society. 

Dr.  John  J.  O'Connor,  Jr. 

At  the  untimely  age  of  47,  John  }.  O’Connor, 
Jr.,  M.D.,  a member  of  our  Hudson  County 
component,  died  on  July  17,  after  a long 
illness.  He  was  a 1948  graduate  of  Long  Is- 
land Medical  College.  He  did  graduate  work 
in  urology  and  soon  became  board  certified  in 
that  specialty.  Dr.  O’Connor  was  Director  of 
the  Urology  Department  at  St.  Mail’s  Hos- 
j)ital  in  Hoboken  and  attending  urologist  at 
St.  Francis  Hospital  in  Jersey  City  and  Holy 
Name  Hospital  in  Teaneck.  He  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  New  Jersey  Society  of  Surgeons 
and  of  the  American  Urology  Association. 

Dr.  George  C.  Parell 

Born  in  1911,  George  C.  Parell,  5f.D.,  died 
unexpectedly  on  July  16,  1971,  at  the  age  of 
60.  He  was  a general  practitioner  with  a spe- 
cial interest  in  proctology  and  was  identified 
with  St.  James  and  St.  Michael’s  Hospitals  in 
Newark.  Dr.  Parell  earned  bis  M.D.  degree  at 
Georgetown  Ihiivcrsitv  in  1931).  During 
World  ^Var  II  he  was  a Captain  in  the  .Medi- 
cal Corps  of  the  U.  S.  .\rmy. 
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Dr.  Harry  T.  Rachlin 

Harry  T.  Rachlin,  M.D.,  died  on  January  13, 
1971,  at  the  age  of  62.  He  was  an  internist, 
active  in  civic  affairs  in  Irv'ington,  and  on  the 
staff  of  the  Irvington  General  Hospital.  He 
was  a 1935  graduate  of  Glasgow  University  in 
■Scotland.  During  World  ^Var  II  he  was  a Ma- 
jor in  the  Medical  Gorps  of  the  Army  of  the 
United  States. 

Dr.  Daniel  Ross 

Residents  of  Middlesex  Gounty  were  shocked 
to  learn,  on  July  31,  1971,  of  the  death  of 
Daniel  Ross,  M.D.,  at  the  age  of  50.  Dr.  Ross, 
a pediatrician,  was  graduated  from  the  Medi- 
cal School  of  the  University  of  \'irginia  in 
1946  and  was  on  the  pediatric  staff  of  both 
hospitals  in  New  Brunswick.  From  1948  to 
1951  he  was  a Captain  in  the  Medical  Corps 
of  the  Army  of  the  United  States. 

Dr.  Joseph  G.  Sutton 

One  of  the  leading  psychiatric  administrators 
of  the  country,  Joseph  Guy  Sutton,  M.D., 
died  on  August  3 at  the  age  of  78.  He  was  a 
graduate  of  the  medical  school  at  \'anderbilt 
University,  class  of  1922,  and  l^egan  his  career 
in  psychiatric  hospital  administration  at  the 
Tennessee  State  Hospital  in  Nashville.  He 
later  came  to  New  Jersey  as  assistant  physi 
cian  at  the  Essex  C^ounty  Hospital  Center, 
then  called  the  Essex  Gounty  Overbrcxrk  Hos- 
pital, and  assumed  positions  of  increasing  re- 
sponsibility, culminating  in  his  appointment 
as  Superintendent  and  Medical  Director  in 
1948.  He  retired  in  1957,  becoming  a consult- 
ant in  private  practice  in  psychiatry. 

Dr.  Sutton  was  a Fellow  of  the  American  Psy- 
chiatric Association,  and  was  accoladed  as  the 
leader  of  New  Jersey  psychiatry  when  he  be- 
came President  of  the  New  Jersey  Neuropsy- 
chiatric Association.  He  was  a pioneer  in 
community  psychiatry  in  our  state  and  was 
proud  of  the  fact  that  under  his  administra- 
tion Overbrook  became,  as  it  has  remained, 
an  institution  without  walls. 


Dr.  Donald  J.  Voipe 

Born  in  1914,  Donald  J.  Voipe,  M.D.,  died  on 
June  23,  1971  at  the  untimely  age  of  57.  He 
was  a 1939  Hahnemann  graduate  who  prac- 
ticed in  the  Hammonton  area  for  30  years. 
He  was  active  in  the  American  Academy  of 
General  Practice  and  was  affiliated  with  the 
Kessler  Memorial  Hospital.  He  had  a tour  of 
service  with  the  Hammonton  Board  of  Edu- 
cation. During  World  War  II,  he  was  a Lieu- 
tenant Commander  in  the  Navy  of  the 
United  States. 

Dr.  Charles  F.  Voorhis 

On  -August  5,  1971,  Charles  F.  Voorhis,  M.D., 
died  at  the  grand  age  of  79.  Dr.  Voorhis  was  a 
pioneer  in  otolaryngology.  He  was  a 1913 
graduate  of  Hahnemann  and  practiced  in 
Palmyra  until  his  retirement  to  Surf  City  in 
1965.  Dr.  Voorhis  was  an  active  member  of 
the  Burlington  County  Medical  Society  and 
for  many  years  he  was  on  the  staff  of  the  AV'^est 
Jersey  Hospital  in  Camden. 

Dr.  Joseph  H.  Wyatt 

One  of  the  pioneers  of  radiology  in  this  coun- 
try, Joseph  H.  \\\att,  M.D.,  died  on  June  24, 
1971,  at  the  age  of  84.  He  was  a member  of 
the  famous  class  of  1917  at  Jefferson  Medical 
College.  He  was  an  early  radiologist  at  the 
West  Hudson  Hospital  in  Kearny.  Dr.  AVyatt 
was  board  certified  in  his  cho.sen  specialty 
and  was  also  active  in  the  Radiology  Society 
of  North  -America.  He  was  a resident  of  Sus- 
sex (iounty  at  the  time  of  his  death. 

Dr.  Henry  F.  Zangara 

Born  in  1918,  Henry  F.  Zangara,  .ALD.,  died 
on  July  27.  1971,  at  the  untimely  age  of  53. 
He  was  a board  certified  radiologist  and  a 
member  of  the  New  Jersey  Radiology  Society. 
He  was  chief  of  the  X-ray  Department  at  St. 
Peter’s  Hospital  in  New  Brunswick.  He  was 
active  in  the  affairs  of  the  Middlesex  County 
Medical  Society  and  served  during  AVorlcl 
AV'ar  11  as  a Captain  in  the  Medical  Corps  of 
the  Army  of  the  United  States. 
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>A  family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I'm  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 
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BOOK 

REVIEWS 

Clinical  Approoch  to  Endocrine  Problems  in  Children, 

Matthew  M.  Steiner,  M.D.,  St.  Louis,  1970  Mosby. 
Pp.  406.  Illustrations  402  (29.59) 

The  book  is  divided  into  chapters  on  weight  problems, 
obesity,  cachexia,  height  problems,  dwarfism,  gigant- 
ism, sex  problems,  and  precocious  and  retarded 
development.  Each  chapter  is  well  planned  so  that  the 
patient  can  be  evaluated  clinically,  and  studied 
logically.  The  cases  are  descriptive  and  informative, 
and  the  material  is  supported  by  useful  references  for 
further  study.  Good  photographs  illustrate  the  various 
endocrine  tvpes.  The  charts  and  tables  present  data 
for  evaluation  and  investigation  in  such  a manner  to 
facilitate  a correct  diagnosis.  The  author  includes 
some  non-endocrine  types  for  comparison  and  evalua- 
tion. The  appendixes  at  the  end  of  the  book  have  a 
good  selection  of  charts,  curves,  data,  and  tests  which 
should  be  helpful.  It  is  a worthwhile  addition  to  the 
clinician’s  library. 

Nat.vlij.\  Musulin,  M.D. 

Alzheimer's  Disease  and  Related  Conditions.  G.  E. 

Wolstenholme  and  Maeve  O'Connor.  Baltimore,  1971, 
Williams  and  Wilkins.  Pp.  305.  (Price  not  stated) 

In  1969,  the  Ciba  Foundation  held  a symposium  on 
Alzheimer’s  Disease  and  related  disorders.  The  trans- 
actions are  here  released  in  a hard-cover  volume.  Most 
of  the  papers  here  reprinted  concern  the  biochemical 
and  histopathological  aspects  of  this  syndrome.  Even 
the  clinical  findings  are  presented  in  terms  of  under- 
lying pathology.  There  is  no  material  on  treatment. 
The  book  will  interest  neuropathologists,  and,  to  a 
lesser  degree,  neurologists. 

Henry  A.  Davidson,  M.D. 

Mental  Health  Team  in  the  Schools.  Margaret  M 
Lawrence,  M.D.  New  York,  1971.  Behavioral  Publications. 
Pp.  169.  ($6.95) 

I’niess  one  wants  to  read  a report  of  the  work  per- 
formed a decade  ago  by  the  Rockland  County  (N.Y.) 
School  Mental  Health  Unit,  this  book  has  little 
practical  use  for  either  the  school  physician  or  psychi- 
atrist. It  is  poorly  printed,  and  the  type  face  would 
deter  the  reader  even  if  the  contents  were  intriguing. 
The  style  is  stilted  and  almost  camp.  For  example: 
“.Alert,  skilled,  and  p>ersonabIe  Airs.  Corneilison 
remained  in  the  Unit  office.” 

The  work  of  Doctor  Lawrence  was  sincere  and 
laborious,  but  the  scope  of  this  pilot  program  is 
limited.  It  is  outdated  in  view  of  the  strides  in  the 
past  few  years  in  the  area  of  community  mental 
health.  It  includes  the  work  of  a team  of  a psychiatrist, 
psychologist,  and  social  worker  who  offered  mental 
health  consultation  to  the  administration  and  staff 
of  eight  school  districts  consisting  of  about  30,000 
children.  If  one  eliminates  the  three  case  studies  (or 
■’plays”  as  they  are  termed) , this  leaves  only  about 
100  pages  of  text.  This  book  is  of  historical  value  for 
a researcher  in  the  field. 

Seymour  F.  Kuvin,  M.D. 


Our  Violent  Society.  David  Abrahamsen,  M.D.,  New 
York,  1970,  Funk  and  Wagnalls.  Pp.  298  ($7.95) 

There  is  more  violence  in  America  than  in  other  west- 
ern nations.  So  says  Dr.  Abrahamsen,  who  offers  here  a 
psychiatric  explanation  for  violent  behavior.  He  sees 
personal  violence  as.  essentially,  a revolt  against  father 
or  mother  figures  (authority  or  the  mother  country) 
rooted  in  childhood  fantasies.  He  sees  the  American 
dream  an  embodiment  of  unconscious  passions  for 
power,  strength,  and  control.  “The  American  dream,” 
he  writes,  “has  traumatized  us  in  that  it  has  warped 
our  outlook— become  a powder  keg  of  violence.” 

The  author  offers  an  interesting  tabulation  of  "danger 
signs  of  potential  violence”  in  the  individual,  and 
writes  a prescription  for  effecting  a change  in  our 
violence-oriented  patterns  of  thinking,  feeling,  and 
acting.  Abr.\ham  Leff,  M.D. 

Hernia  Repair  Without  Disability.  Irving  L.  Lich- 
tenstein. St.  Louis  1970,  Mosby.  Pp.  210.  Illustrated. 
($26.00) 

This  is  an  atlas  intended  to  facilitate  comprehension 
of  hernial  repair.  The  author  also  includes  suf>erflu- 
ous  information:  for  example,  chapters  on  ’’Incidence 
and  Economic  Significance  of  Hernia,”  or  ’’The  Dy- 
namics of  Wound  Healing.”  Each  chapter  is  followed 
by  an  aphorism  (often  trite)  relating  to  the  philoso- 
phy of  surgery.  ,A  twenty-two  page  dissertation  on 
’’The  Surgical  .Anatomy  of  the  Inguinal  Region”  is 
selected  from  classical  drawings  from  oflier  refer- 
ences. 

The  author’s  contribution  to  herniorrhaphy,  the 
Lichtenstein  repair,  is  essentially  the  same  as  the 
classical  Halsted  repair.  Dr.  Lichtenstein  has  elimi- 
nated the  use  of  the  internal  oblique  muscle,  which 
just  about  every  surgeon  since  Halsted  has  done.  He 
urges  a plastic  mesh  screen  to  reinforce  a new  canal 
floor  in  the  repair  of  direct  and  recurrent  hernias. 
This  is  open  to  debate.  His  summation,  “.All  hernias 
ran  be  curetl,”  is  presumptuous. 

Stanley  S.  Fieber,  M.D. 

The  Low-Fat,  Low-Cholesterol  Diet.  Clara-Beth  Young 
Bond,  R.D.,  E.  Virginia  Dobbin,  R.D.,  Helen  F.  Gofman, 
M.D.,  Helen  C.  Jones,  and  Leonore  Lyon.  Garden  City, 
New  York,  1971,  Doubleday.  Pp.  512.  ($7.95) 

This  book  is  a fine  example  of  a volume  which  ac- 
complishes what  it  purports  to  do— namely,  to  ex- 
plain and  construct  low  fat  and  low  cholesterol  diets. 
It  explains  the  principles  on  which  such  diets  are 
based.  The  aim  is  to  substitute  saturated  fats  by 
polyunsaturated  fats  and  the  elimination  of  high 
cholesterol  food  items.  The  saturated  fats  are  mainly 
from  tissues  of  animal  origin,  but  may  be  found  in 
some  vegetable  fats.  They  tend  to  raise  blood  lipids 
and  cholesterol.  Unfortunately,  the  vegetable  fats 
usually  used  in  so-called  low  fat  prepared  foods  are 
coconut  oils,  which  in  themselves  are  highly  saturated, 
rhe  polyunsaturated  fats  occur  mainly  in  liquid 
vegetable  oils  and,  bv  replacing  saturated  fats,  they 
tend  to  decrease  blood  lipids  and  cholesterol. 

This  book  is  particularly  useful  in  translating  these 
principles  into  actual  menus,  both  practical  and 
imaginative.  There  are  meticulous  instructions  as  to 
marketing,  preparing,  and  even  a list  of  mouth-water- 
ing sauces  and  desserts.  Certainly,  no  one  on  such  a 
diet  need  feel  deprived.  The  book  is  well  written  and 
organized  and  anyone  who  must  follow  such  a diet 
will  find  it  exceedingly  useful. 

Samuel  E.  Einhorn,  M.D. 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Scientific  Seddiond 

presents  a Seminar  leitli  a distinguished  faculty 


Ala  Moana  Hotel 
Honolulu,  Hawaii 

FEBRUARY  21,  22,  23,  1972 

• Electrocardiography:  Model  for  Normal  and 
Intraventi  icular  Conduction  Defects  - Heart 
Block  ir  Hemiblock:  Indications  for  Pacing- 
Peter  C.  Block,  M.D.,  Cardiac  Unit,  Mass. 
General  Hospital 

• Diagnosis,  Treatment,  Prevention  oj  Specific 
Viral  Diseases  in  Alan -Thomas  C.  Merigan. 
M.D.,  Chief  Div.  Infectious  Diseases, 

Stanford  Univ.  Medical  Center 

• Cancer  Immunology  Applied  to  Early 
Diagnosis  of  Tumor  Growth,  Detection 
CEA  in  Patient’s  Blood -Phil  Gold,  M.D., 

Ph.  D.,  F.R.C.P.  (C)  . Montreal  Gen.  Hospital 
Div.  Clinical  Imniunologs'  & -\llergs-  Registra- 
tion Limited 
Progfram  Director 
Dr.  Robert  L.  Pekarsky 


Enclosed  is  my  registration  fee  of  $175.00 
(Check  payable  to  Scientific  Sessions — 217 
Alexander  St.,  Rochester,  N.  Y.  14607). 

O Would  like  assistance  for  airline  reserva- 
tions 

Q Information  on  group  tours 
□ Will  make  reservations  with  Ala  Moana 
Hotel  for  Special  Scientific  Sessions  Rate 

DR.  

ADDRESS  


LIPO-NICIN 


NICOTINIC 

ACID 

THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CR/^PS  • TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 

ALSO  PROVIDES  CONCOMITANT  • 
ADMINISTRATION  OF  THE  LISYED  VltAMINS. 


RELEASES  NICOTINIC  ACID 
2 WAYS 


QUICKLY  OR  GRADUALLY 


AVAILABLE  IN  THREE  STRENGTHS 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  — Interview  Med 
Trib.  Nov.  28-29.  1964.  2.  Cohen.  D..  JAMA.  Aug.  6.  1960.  Vol.  173.  No.  14,  P.  1563. 


Write  lor  Literature  and  Samples 

(broTO’I  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street.  Los  Angeles.  California  90057 


TO 


PDR 


CLASSIFIED  ADVERTISEMENTS 


OB-GYN  WANTED— Board  certified  or  eligible  to  join 
two  young  certified  OB-GYN  in  North  Central  Subur- 
ban New  Jersey;  15  minutes  from  New  York  City; 
salary  negotiable  leading  to  partnership.  ^Vrite  Box 
No.  206,  c/o  THE  JOURNAL. 

GENERAL  PRACTITIONER— Young  energetic  to  join 
another  practitioner  with  over  $100,000  a year.  4t/2 
days  a week,  no  maternities,  8 months  association  lead- 
ing to  full  partnership.  New  Jersey  license  required. 
Write  Box  No.  207,  c/o  THE  JOURNAL. 

FOR  SALE— Three-story  colonial,  attached  doctor’s  of- 
fice. Large  family  practice,  established  60  years.  Three 
associates,  separate  offices.  Suburban  metropolitan  area, 
good  schools.  Must  sell  due  to  death.  Mrs.  Richard 
Chamberlain,  30  Lenox  Place,  Maplewood,  New  Jer- 
sey 07040.  (201)  762-3679. 


HOME-OFFICE  FOR  SALE-Summit  area.  Seven  years 
old,  perfect  condition.  700  square  feet  flexible  office 
space.  Spacious  4 bedroom  home,  many  extras.  Call 
(201)  464-2100. 


FOR  RENT— Jersey  Shore,  excellent  opportunity  for  any 
specialty.  Share  space  in  new  medical  building  to  be 
completed  about  April  1972;  fifteen  minutes  from  three 
hospitals,  one  hour  from  New  York  City  and  Philadel- 
phia. 4Vill  build  to  suit.  Richard  A.  Daniels,  M.D., 
161  Lincoln  Avenue,  Elberon,  New  Jersey  07740  Phone 
(201)  222-7757. 


PLEASE  NOTE  BOX 
NUMBERS  CAREFULLY 


Information  for  Advertisers — RATES:— S5.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


VIRGIN  ISLAND  PARADISE 

Renew  yourself  at  off-season  rates  in 
our  luxuriously  furnished  $100,000 
villa  on  beautiful  Cowpet  Bay,  St. 
Thomas!  Balcony  with  magnificent  view, 
private  beach,  water  sports,  maid 
service!  Call  (201)  549-6102  or  (201) 
388-0760  now  for  tranquility!  Weekly 
or  monthly. 

MEDICAL  CENTER 

Medical  Center  or  Professional  Office  building 
of  approximately  5000  sq.  ft.  The  adjacent 
second  building  is  a 3 bedroom  ranch  which 
can  be  used  for  additional  office  or  labora- 
tory space.  Three  phase  power  and  sewers. 
Six  acres  with  highway  frontage  on  Route 
202.  11/2  miles  north  of  Flemington  Circle. 
Approved  for  medical  and  professional  use. 
Modern  unique  buildings  in  excellent  condi- 
tion. Prime  location,  with  a need  for  medi- 
cal or  professional  group.  Price  $450,000. 
Phone  (201)  782-5600. 

GENERAL  OR  FAMILY 
PRACTITIONERS  NEEDED 

To  locate  in  Northeastern  Penna.  Excellent 
opportunity  to  join  a five-man  group  practic- 
ing comprehensive  medicine.  Located  in  End- 
less Mountains,  hunting,  fishing,  boating  and 
skiing,  three  hours  from  metropolitan  areas. 

Affiliated  with  private  hospital,  fully  accre- 
dited, and  modern  extended  care  facility. 

Contact:  Eudora  S.  Bennett,  R.N.,  Adminis- 
trator, Montrose  General  Hospital,  Montrose, 
Penna.  18801.  Phone  Collect:  1-717-278- 
3801. 

PHYSICIANS  WANTED 

Residency  in  Physical  Medicine  and  Rehabilitation — 
dynamic,  young  program  with  balanced  academic  and 
clinical  emphasis  under  the  supervision  of  5 physia- 
trists.  Three-year  program  with  opportunity  for  re- 
search and  pursuit  of  special  interests  both  in  medi- 
cal school  and  private  hospital  settings.  One  year’s 
credit  for  4 years  general  practice  experience  or 
training  in  another  specialty.  Gl  schooling  benefits 
available  for  veterans.  Berry  Plan  deferments  are 
usually  obtainable  for  physicians  anticipating  military 
service.  We  will  pay  for  visits  in  selected  cases. 
Telephone  or  write  for  information  to:  John  F. 
Ditunno,  Jr.,  M.D.,  Director,  Department  of  Rehabilita- 
tion Medicine,  Thomas  Jefferson  University  Hospital, 
nth  & Walnut  Streets,  Phila.,  Pa.  19107  (215)  829- 
6573. 

OB-GYN  WANTED 

Board  eligible  or  certified  Obstetrician/ 
Gynecologist  to  head  department  in 
225-bed  northern  New  Jersey  hospital. 
All  replies  confidential. 

contact:  John  W.  Pollino,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  N.  J.  07662 

UROLOGIST  WANTED 

Board  eligible  or  certified  to  join  staff 
of  225-bed  northern  New  Jersey  hos- 
pital. All  replies  confidential. 

contact:  John  W.  Pollina,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  N.  J.  07662 

1 
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Be  only:  for  better  therapeutic  ax^ 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 1 5 mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 

Indications:  Nutritional  supplementa- 
tion in  conditions  in  which  water-soluble 
vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of 
pernicious  anemia  or  other  primary  or 
secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  pa- 
tients with  pernicious  anemia  who  re- 
ceive more  than  0.1  mg  of  folic  acid  per 
day  and  who  are  inadequately  treated 
with  vitamin  B,2. 

Dosage:  1 or  2 tablets  daily,  as  indicated 
by  clinical  need. 

Available:  In  bottles  of  100. 


With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Still  serving... 


Miltown' 

(meprobamate) 

WALLACE  PHARMACEUTICALS  ^ 
Cronbury  N J.  08512  ^ 


MORRIS  HALL 

Health  and 
Rehabilitation  Center 


Route  206,  2381  Lawrence  Road,  Lawrenceville,  N.J.  08648 


FOR  YOUR  EXTENDED  CARE  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  -r  159  Extended  Care  Beds) 

• Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones,  air- 
conditioned 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  tharapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• Staff  Medical  Director  and  Physiatrist 

• Physicians  may  refer  and  treat  their  own  patients  at  Center 

MEDICAL  STAFF  AND  ACCREDITATION 

• Werner  J.  Hollendonner,  M.D.,  Board  Certified  Internal  Medicine,  Medical  Director 

• Fred  G.  Schwing,  M.D.,  Board  Certified  Physiatrist,  Director  of  Rehabilitation  Dept. 

• Ruth  Rahilly,  R.N.,  B A.  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Approvals  (Medicare  — Medicaid  — New  Jersey  Blue  Cross  — New  Jersey  Rehabilitation 
Commission) 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!  M 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 


When  disease  is^jKiled  out 
and  psychie  tensiori^is  implicated 


\0liunr  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoncurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  N'ot  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  .severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  C\S  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  \\  ith  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
do.sage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
d\  sarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  h>  pere.xcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  sliould  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  adxisable 
during  long-term  therapy. 


Roche 

LABOH.\TOKIKS 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley»  New  Jersey  07110 
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FOR  INFORMATIOI 
CONTACT  THE  ADMINISTRATOI 
E&W  BLANKSTEEN  AGENCY  INC 
75  MONTGOMERY  ST.,  JERSEY  CITY,  N.  J.  0730! 

(201)  333-4341 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 




nufidnane^ 


AH  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
wilRfull  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg. aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.l . is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  M udrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  licpiids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

HygrOtOrfchlonhalidone  USP 

Makes  water,  not  waves. 


But  ^ 
have  you 
met  them 
socially? 


ectrolyie  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
arse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

■groton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
tpersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
ould  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
rforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
pplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
rsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
ildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
tiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

■duce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
termination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
balance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
tassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
tients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
orexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
potension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
ombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ncreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
mpounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
•i.How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg„  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
the  complete  prescribing  information. 

tIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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An  epidemic 

that's  striking  home. . . 


There  were  over  9,000  reported  cases  of 
gonorrhea  in  the  Garden  State  last  year 
over  60  percent  in  Newark  alone 


In  New  Jersey. . . and  everywhere  else . . . 
a new  alternative 


Kliobicin 


SPEC 

DIHYDROCHLORIDE.  PENTAHYDRAIE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:"^96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria 

for  diagnosis  and  cure  are  defined  on  page  3 of  advertisement) 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history 
of  penicillin  sensitivity  when  treated  with  Trobicin, 
although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro 

(M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations 
averaging  about  100  mcg/ml  in  one  hour 

(average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands 
prolonged  therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the 
treatment  of  syphilis,  patients  being  treated  for  gonorrhea  should  be  closely  observed  clinically. 
Monthly  serological  follow-up  for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found  hypersensitive  to  it. 
For  full  prescribing  information,  including  contraindications,  warnings  and  precautions, 
please  see  last  page  of  this  advertisement. 

*Dota  compiled  from  reports  of  14  investigators. 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


Irobkin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  or  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis.Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single 4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
' criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria,  , 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT  In  single  and  mul-  i 
tiple-dose  studies  in  normal  volunteers,  a reduction  in  urine  , 
output  was  noted.  Extensive  renal  function  studies  demon-  > 
strated  no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

“’Medical  Research  Files,  The  Up|ohn  Campany 


a chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.gonorrhoeae 


"^Irobkiif 


PENTAHYDRATE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  penta- 
hydrate)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeoe  (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
I patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
; toms  of  incubating  syphilis.  Patients 
j should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
I pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose  clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction 'in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

Mo/e— single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female  — single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100 
mcg/ml  at  one  hour  with  15  meg 'ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  wid: 


Upjohn 


The  Up|Ohn  Company.  Kolomozc. 


V-Cillin  K;Pediatric 

potassium 

phenoxymelhyl  Additional  information 

, available  to  the 

profession  on  request. 

Uvl  llvlllll  I Eli  Lilly  and  Company 

' Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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EDITORIALS 

The  Rising  Tide 
of  Self-Medication 

As  doctors,  we  have  always  Irowned  on 
self-medication  by  untutored  laymen.  The  rea- 
sons are  obvious.  And  since  the  development 
of  television,  the  situation  has  become  more 
distre.ssing,  with  many  TV  commercials  now 
showing  the  inside  stoi^  of  how'  Peregrin’s 
Panacea  Pills  slide  gently  down  the  trachea 
into  the  spleen  and,  in  technicolor,  chase  out 
the  germs  and  the  ulcers. 

Vet,  Ironi  time  to  time,  medical  people  do  say 
some  kind  words  for  self-medication.  It  has 
Ijeen  suggested  that  there  are  fewer  mishaps 
with  harmless  home  medicines  than  with  po- 
tent pharmaceuticals.  It  has  been  suggested 
that  the  rule  of  the  market  place  applies  and 
that  the  widespread  popularitv  of  non- 
prescription drugs  must  mean  that  they  are 
doing  something  right.  Most  observers  believe, 
however,  that  much  of  our  country’s  orgs  of 
self-medication  is  due  to  high  pressure  radio 
and  television  advertising.  Some  of  it,  let  it 
l)e  confessed,  is  due  to  the  reluctance  of  some 
doctors  to  make  calls  on  what  sound  like 
minor  complaints.  .\s  a profession,  we  have 
to  decide  whether  we  should  continue  to  op- 
pose self-medication  (and  if  so  whether  we 
should  not,  in  support  of  our  position,  lie 
more  regularly  and  swiftly  available)  or 
whether  we  should  encourage  a wider  use  of 
the  commercially  advertised,  over-the- 
counter,  self-prescribed  proprietaries.  Or  it 
may  be  that  Gilbert  Weil,  the  well-known 
New  York  attorney,  was  right  when  he  said 
that  people  “have  an  instinct  to  medicate 
themselves’’  and  that  we  would  simply  en- 
tourage “bootleg  use  of  home  remedies,”  if 
we  continued  to  insist  on  the  old-fashioned 
idea  that  only  people  who  know  something 
about  pharmacology  should  decide  which 
drugs  ought  to  be  poured  into  the  human 
body. 


More  Than  Two 
Million  Dollars  Paid 

November  is  Life  Month.  This  is  the  eleventh 
annual  Life  Month  for  The  Medical  Society 
of  New  Jersey  Life  Plan.  More  than  1,750 
members  currently  participate  in  this  Plan. 
During  the  past  year,  thirteen  death  claims 
were  fded,  bringing  the  total  paid  to  $2,115,- 
000. 

I he  Plan  not  only  provides  up  to  $100,000 
coserage  for  members,  but  a member’s  spouse, 
son  or  daughter,  or  employee  can  also  partici- 
pate in  the  program  up  to  $50,000  each.  Each 
insured  person,  be  he  member,  dependent,  or 
employee,  has  an  individual  noncancelable 
life  insurance  policy  at  the  extremely  low 
group  cost.  It  is  not  necessary  for  a member  to 
be  insured  in  order  for  his  dependents  or  em- 
ployees to  participate  in  the  program.  The 
same  liberal  dividend  structure  applies  to  all 
policies  issued  under  the  Plan. 

In  addition  to  being  a source  of  low-cost  in- 
surance for  themselves,  many  members  have 
found  it  valuable  for  their  sons  or  daughters 
of  college  age  because  their  children  can  re- 
tain the  coverage  throughout  their  lifetime  as 
a permanent  part  of  their  insurance  program. 
Once  i.ssued,  all  policies  are  renewable  as  term 
insurance  to  age  70  and  guaranteed  converti- 
ble at  that  time  or  earlier. 

Professional  Corporations  have  found  the  pro- 
gram ideal  for  a corporate  benefit  plan  with 
employee  coverage  available  and  complete  as- 
signment of  ownership  and  beneficiaries  to 
suit  everv  need. 

During  November,  members  under  65  are  in- 
vited to  apply  for  up  to  ten  $10,000  units  of 
term  life  insurance  including  what  they  al 
ready  carrs.  .All  policies  have  double  indemni- 
tv  benefit  and  waiver  of  premium  as  well  as  a 
guaranteetl  conversion  privilege  without  extra 
cost.  Comjjlete  information  is  being  sent 
to  members  by  our  administrator,  E.  and  W. 
Rlanksteen  .\gencv,  Inc. 
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ORIGINAL  ARTICLES 


Here  is  a highly  practical  method  for  treating  bladder 
decompensation. 

Bladder  Decompensation 
in  Cancer,  Cardiac 
Disease,  and  Stroke 


Willard  M.  Drake,  M.D./Camden 

Many  patients  suffering  from  cancer,  cardiac 
disease,  and  stroke  are  being  denied  the  ben- 
efits to  be  obtained  from  urethral  catheter 
drainage.'  It  is  the  purpose  of  this  paper  to 
review  the  etiology,  diagnosis,  management, 
and  complications  of  bladder  decompensa- 
tion, and  describe  a method  of  determining 
the  return  of  compensation. 

Fear  of  urinary  tract  infections  and  Gram- 
negative septicemias  complicating  urethral 
catheterization  has  dissuaded  some  physicians 
from  the  use  of  the  urethral  catheter.  Actual- 
ly, the  nonnal  urinary  tract  (properly  man- 
aged) will  withstand  catheterization  and  free 
itself  of  infection,  even  though  infection  may 
follow  a period  of  catheter  drainage  insti- 
tuted for  bladder  decompensation.^'®  Intelli- 
gent care  depends  on  the  ability  of  the  physi- 
cian to  arrive  at  the  diagnosis  of  bladder 
decompensation,  his  knowledge  of  catheter 
care,  and  his  ability  to  determine  the 
presence  of  the  return  of  the  bladder  to  a 
state  of  compensation. 

Bladder  decompensation  results  from  lesions 
of  the  nervous  system  secondary  to  sensory 
loss,  motor  loss,  or  destruction  of  the  reflex 
center;  iatrogenically,  from  central  nervous 


system  depressants,  antihypertensives,  relax- 
ants,  and  local  trauma;  from  inability  to 
assume  the  natural  jtosition;  and  from  prim- 
ary urologic  obstructive  disease.  Lesions  of  the 
nervous  system  may  be  primarily  vascular,  as 
in  stroke;  malignant,  either  primary  or  secon- 
dary; degenerative,  as  in  diabetes,  pernicious 
anemia,  and  multiple  sclerosis;  inflammatory, 
as  in  meningitis,  poliomyelitis,  and  transverse 
myelitis;  or  secondary  to  trauma,  involving 
the  brain,  cord,  or  peripheral  nerves.  The 
trauma  may  be  primary'  or  secondary  to  sur- 
gery. 

Medications  likely  to  cause  decompensation 
from  central  nervous  system  action  are  anes- 
thetics, narcotics,  sedatives,  hypnotics,  antihy- 
pertensives, and  tranquilizers.  These  usually 
allow  the  bladder  to  overdistend  before  the 
sensory  stimuli  get  strong  enough  for  the 
brain  to  recognize.  Of  the  sedatives,  barbitur- 
ates are  least  apt  to  cause  bladder  distention 
as  they  as  a group  tend  to  be  parasympatho- 
mimetic. Muscle  relaxants  include  the  gan- 
glionic blockers,  bronchodilators,  antihistami- 
nics,  sympathomimetics,  and  antihypertensive 
drugs. 

Trauma  .secondary  to  childbirth,  anterior  col- 
j)orrhaj)hy,  urethral  instrumentation,  and  ab- 
dominal perineal  resection  of  the  colon  may 
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be  sufficient  to  cause  decompensation  either 
by  itself  or  in  conjunction  with  the  above- 
mentioned  factors. 

Primary  urologic  obstructive  diseases  capable 
of  producing  bladder  decompensation  in- 
clude phimosis,  meatal  stenosis,  urethral  stric- 
tures and  valves,  prostatic  hypertrophy, 
prostatic  malignancy,  prostatic  abscess,  and 
urethral  stone.  If  present,  these  diseases  must 
be  treated  before  compensation  can  ensue. 
The  urologist’s  work,  in  large  part,  involves 
bladder  decompensation  of  varying  degrees 
and  he  has  the  most  extensive  experience  in 
catheter  care  and  bladder  decompensation, 
and  its  complications. 

Initial  symptoms  of  decompensation  consist 
of  frequency,  urgency,  and  difficulty  of  urina- 
tion. Later  symptoms  are  pain,  overflow- 
incontinence,  and  complete  retention.  Physi- 
cal evidence  of  a lower  abdominal  mass,  su- 
prapubic dullness  to  percussion,  with  or  with- 
out palpable  mass,  indicate  a distended  blad- 
der. Further  evidence  is  a decrease  in  P.S.P. 
and  elevation  of  BUN  or  creatinine  and  x- 
ray  evidence  of  retention  on  the  postvoiding 
film  of  the  intravenous  urogram. 

Treatment 

Gently  pass  a latex  or  silastic  Foley  type  re- 
tention catheter,  using  the  sterile  technic.  Ad- 
ministration of  Demerol®  by  hypodermic  20 
to  30  minutes  prior  will  facilitate  this.  De- 
compression of  the  bladder  should  be  insti- 
tuted in  cases  of  chronic  distention.  speci- 
men should  be  sent  for  smear,  culture,  and 
sensitivities,  and  the  catheter  connected  to  a 
closed  drainage  system.  Catheter  hygiene  in 
the  male  consists  of  the  application  of  antibi- 
otic salve  to  the  urethral  catheter  junction 
once  or  twice  a day  after  cleansing.  In  the 
female  use  a pitcher  douche  once  or  twice  a 
day,  using  Zephirin®  solution,  or  acetic  acid 
(one  eight  of  1 per  cent),  or  similar  agent. 

Bladder  irrigations  may  not  be  needed  unless 
infection,  debris,  or  obstruction  indicate.  Ster- 
ile-gloved technic  should  be  used  with  solu- 
tions varying  with  the  condition.  .Acetic  acid 


one  eight  of  1 per  cent  is  useful  for  Gram- 
negative and  urea  splitting  infections.  Com- 
mercially available  buffered  citric  acid  solu- 
tions may  cut  down  encrustations.  Commer- 
cially available  antibiotic  bladder  irrigant  is 
effective  against  most  pathogens.  Sterile  saline 
and  enzyme  solutions  are  useful  in  breaking 
up  mucus  and  blood  clot.  Silver  nitrate  solu- 
tion is  hemostyptic. 

.Antispasmodics  should  be  given  initially  and 
continued  as  needed;  either  ganglionic  block- 
ers such  as  atropine  or  antihistaminics  or  a 
narcotic.  If  these  do  not  control  spasms,  an 
opium  and  belladonna  suppository  usually 
will.  .An  antibiotic  is  ordered  initially  for  five 
days  usually  a sulfa  drug  or  a Nitrofuran- 
toin®, to  be  changed  if  the  clinical  course  or 
sensitivities  suggest  a different  drug  is  needed. 

The  catheter  or  tubing  should  be  secured  to 
the  clothing  or  bedding  to  prevent  pulling  of 
the  retaining  bag  into  the  urethra,  and  in  the 
male  to  keep  the  penis  in  the  anatomic  posi- 
tion to  prevent  pressure  necrosis  and  abscess 
formation  at  the  jjenoscrotal  junction.  The 
catheter  should  be  changed  at  the  earliest 
indication  of  poor  drainage  or  sanding. 

.An  alternative  treatment,  consisting  of  place- 
ment of  a silicone  rubber  or  polyethylene 
catheter  by  suprapubic  puncture,  for  short 
term  drainage  until  resumption  of  function,  is 
being  used  successfully,  especially  in  gynecol- 
ogic procedures  and  in  some  pediatric  appli- 
cations.’®'*-  Direction  for  use  and  proper 
care  come  with  the  commercially  available 
kit.  This  avoids  some  of  the  tendency  for 
infection  and  the  urethral  discomfort  of  the 
standard  urethral  catheter. 

Infection  will  probably  occur  if  the  catheter 
is  worn  for  more  than  four  days.  Infection 
will  usually  respond  to  the  indicated  antibiot- 
ic and  be  eradicated  following  removal  of  the 
catheter,  when  and  if  the  bladder  returns  to 
compensation. 

Spasm  usually  responds  to  the  drugs  listed. 
However,  some  patients  (especially  where 
nerve  lesions  of  the  upper  cord  or  brain  are 
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present)  find  that  the  catheter  stimulates 
reflex  activity  which  will  tax  the  best  efforts 
@f  the  urologist.  Narcotics  by  hypodermic 
needle  or  opium  and  belladonna  suppository 
or  local  bladder  instillations  of  Pontocaine® 
may  succeed  in  interrupting  this.  Pyelone- 
phritis, bacteremia,  and  septic  shock  result 
from  failure  to  treat  infection  and  spasm. 
Calculous  disease  of  the  bladder  or  kidneys  is 
a late  complication  if  the  suggested  treatment 
is  poorly  carried  out.  Periurethral  abscess 
usually  develops  as  a result  of  allowing  the 
penis  and  catheter  to  fall  between  the  thighs, 
producing  pressure  necrosis  of  the  urethra  at 
the  penoscrotal  junction.  Treatment  is  best 
by  prevention.  Otherwise,  suprapubic  diver- 
sion and  local  drainage  are  necessary. 

Compensation 

1 . An  estimate  of  bladder  compensation  may 
be  made  at  anytime  but  practically  is  de- 
ferred until  the  exciting  cause  has  been 
treated  and  the  patient  has  stabilized.  The 
patient  should  be  off  heavy  sedation  and 
tranquilizers  and  be  fairly  mobile,  that  is, 
have  bathroom  privileges. 

2.  Physical  examination  should  rule  out  an 
anatomic  defect  as  obstructive  prostatic  dis- 
ease which  may  require  surgical  correction. 

An  antibiotic  should  be  begun  the  day 
before  removal  as  determined  by  sensitivities 
and  continued  for  three  or  more  days  as  indi- 
cated. Antispasmodics  should  be  discontin- 
ued. 

4.  By  irrigation  of  the  bladder  with  a bulb 
syringe,  capacity,  sensation  of  distention,  and 
motor  activity  can  be  fairly  accurately  deter- 
mined. A capacity  of  350  to  450  cc.,  a sensa- 
tion of  desire  to  void  at  250  cc.,  a fullness  with 
more  acute  desire  to  void  at  350  cc.  or  more 
are  normal.  Motor  activity  should  cause  urine 
to  escape  from  catheter  if  held  vertically 
under  30  centimeters  of  water  pressure. 

5.  On  the  day  of  removal  of  the  catheter  the 
bladder  should  be  filled  with  irrigating  solu- 


tion plus  one  syringe  full  of  air,  the  catheter 
removed  and  patient  allowed  to  void  in  a 
natural  position.  All  the  solution  plus  the  air 
should  come  out.  If  no  air  comes  out  the 
catheter  should  be  reinserted. 

6.  As  an  alternate  to  this,  instill  one  ounce  of 
10  per  cent  Nitrofuracin®  solution  and  re- 
move the  catheter;  then  have  the  patient  rec- 
ord times  and  amounts  of  void.  In  either  case 
the  patient  should  be  checked  carefully  for 
the  next  48  hours  to  be  sure  voiding  is  of 
good  quantity  and  there  is  no  evidence  of 
bladder  distention  l)y  percussion  or  palpa- 
tion. 

7.  Appropriate  antibiotics  as  determined  by 
sensitivity  studies  should  be  given  as  indi- 
cated, with  follow-up  for  one  to  two  months 
after  catheter  removal  to  be  sure  any  infec- 
tion is  eradicated. 

8.  Patients  with  neurogenic  or  obstructive 
disease  may  require  corrective  surgery. 
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rhere’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal 
and,  it's  made  by 


CALORIES  / 7 oz  Serving* 


Beef  Broth 
Consomme 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

♦ From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 536,  Camden,  New  Jersey  08101. 


Abortion  and  infanticide  have,  throughout 
history,  been  the  final  and  desperate  resort  of 
women  who  were  unable  to  control  their  fertility, 
but  for  almost  4,000  years  they  have  sought 
ways  to  prevent  conception. 

In  ancient  Egypt  they  used  pessaries  of 
crocodile  dung  or  tried  to  clog  the  motile  sperm 
with  honey  and  a gumlike  substance.  The 
women  of  Islam  used  tampons  of  pomegranate 
pulp  and  rock  salt.  In  Japan  they  burned  little  balls 
of  “burning  grass"  on  the  mons  veneris  or,  more 
practically,  tried  to  cover  the  mouth  of  the  uterus 


with  disks  of  oiled  bamboo  tissue  paper.  In  the  * 
18th  Century  in  France  upper-class  women 
rediscovered  the  vaginal  sponge,  a device 
mentioned  in  sources  as  old  as  the  Talmud. 

It  may  seem  now  that  such  advances  as  ora  ^ 
contraception  and  the  lUD  have  freed  womer  j 
from  this  often  fruitless  search  and  conseque 
suffering,  but  there  are  millions  of  women  in  t 
United  States  and  elsewhere  who  have  less 
knowledge  of,  and  less  recourse  to,  contrace; 
than  Egyptian  women  of  the  Twelfth  Dynasty. 
Nothing  is  more  urgent  to  all  of  us  than  to  brin 
them  help.  We  cannot  long  support  the  ecoloc 
pressures  of  an  additional  70  million  Earth  J 
inhabitants  each  year.  I 


Searle  contributions  to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

CKulenT  • Demuleif 

Each  white  tablet  contans  ethynodiol  Each  white  tablet  contains  ethynodiol 

dIacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pnk  tablet  m Ovulen-28*  and  Demulerf  -28  is  a placebo,  containing  no  active  ingredients 

Demulen  (for  its  low  estrogen  and  Searle’s progestin)  and  Ovulen  (with  its 
wide  physician  and  patient  acceptance)  offer  almost  complete  contraceptive 
effectiveness  and  a low  incidence  of  side  effects— both  with  a choice  of  pill- 
taking schedules. ..simple  "Sunday-starting"  and  patient-proof  Compack’ 


tablet  dispensers. 


Actions  — Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH) 

Special  note  — Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960  Reported  pregnancy  rates  vary  from 
product  to  product  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  products 
Both  types  provide  almost  completely  effective  contraception 
An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  toler- 
ance to  carbohydrates,  have  not  been  quantitated  with  precision 
Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases 
the  frequency  of  some  animal  carcinomas  These  data  cannot  be 
transposed  directly  to  man  The  possible  carcinogenicity  due  to  the 
estrogens  can  be  neither  affirmed  nor  refuted  at  this  time  Close 
clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception 

Contraindications  — Patients  with  thrombophlebitis,  thrombo- 
embolic disorders,  cerebral  apoplexy  or  a past  history  of  these 
conditions,  markedly  impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding 
Warnings  — The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis)  Should  any 
of  these  occur  or  be  suspected  the  drug  should  be  discontinued 
immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted 
in  Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis. pulmonary  embolism,  and  cerebral  thrombosis  and  embolism 
and  the  use  of  oral  contraceptives  There  have  been  three  principal 
studies  in  Britairf'^leading  to  this  conclusion,  and  one*  in  this  country 
The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  of 
Vessey  and  Doll^was  about  sevenfold,  while  Sarlwell  and  associates* 
in  the  United  States  found  a relative  risk  of  4 4.  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease 
without  evident  cause  as  nonusers  The  American  study  was  not 
designed  to  evaluate  a difference  between  products  However,  the 
study  suggested  that  there  might  be  an  increased  risk  of  thromboem- 
bolic disease  in  users  of  sequential  products  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable 
Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  prop- 
tosis.  diplopia  or  migraine  If  examination  reveals  papilledema  or 
retinal  vascular  lesions  medication  should  be  withdrawn 
Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen  If  the  patient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy  should  be  con- 
sidered at  the  time  of  the  first  missed  period 
A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time 

Precautions  — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subpri- 
mate animals  Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  treatment  with  Ovulen  or  Demulen  Therefore,  it  such 
tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen.  it  is  recom- 
mended that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  prepara- 
tions preexisting  uterine  fibromyomas  may  increase  in  size  Because 


these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation 
In  breakthrough  bleeding  and  in  all  cases  of  irregular  bleeding  per 
vaginam.  nonfunctional  causes  should  be  borne  in  mind  In  undiag- 
nosed bleeding  per  vaginam  adequate  diagnostic  measures  are  in- 
dicated Patients  with  a history  of  psychic  depression  should 
be  carefully  observed  and  the  drug  discontinued  if  the  depression 
recurs  to  a serious  degree  Any  possible  influence  of  prolonged 
Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral 
contraceptives  The  mechanism  of  this  decrease  is  obscure  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  or  Demulen  therapy  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Ovulen  or  Demulen 
may  mask  the  onset  of  the  climacteric  The  pathologist  should  be 
advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted  Susceptible  women  may  experience  an  increase  m 
blood  pressure  following  administration  of  contraceptive  steroids 
Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions  thrombophlebitis  pulmonary  embolism  and  cerebral 
thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  tor  the  follow- 
ing serious  adverse  reactions  neuro-ocular  lesions,  e g . retinal  throm- 
bosis and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow  amenorrhea  during  and 
after  treatment,  edema,  chloasma  or  melasma,  breast  changes  (ten- 
derness. enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  parlum.  cholestatic 
laundice.  migraine,  rash  (allergic),  rise  in  blood  pressure  in  suscep- 
tible individuals  and  mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome. headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism. loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests,  coagulation  tests  increase  in  prothrombin. 
Factors  VII.  VIM,  IX  and  X.  thyroid  function:  increase  in  FBI  and  butanol 
extractable  protein  bound  iodine  and  decrease  in  T’uptake  values, 
metyrapone  test  and  pregnanediol  determination 
References:  1.  Royal  College  of  General  Practioners  Oral  Con- 
traception and  Thrombo-Embolic  Disease.  J Coll  Gen  Pract 
73  267-279  (May)  1967  2.  Inman.  W H W and  Vessey.  M P In- 
vestigation of  Deaths  from  Pulmonary.  Coronary,  and  Cerebral  Throm- 
bosis and  Embolism  in  Women  of  Child-Bearing  Age.  Brit  Med  J 
2 193-1 99  (April  27)  1968  3.  Vessey,  M P.  and  Doll,  R Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report.  Brit  Med  J 2 651-657  (June  14)  1969 
4.  Sarlwell.  P E . Masi.  A T Arthes  F G . Greene.  G R . and 
Smith.  H E Thromboembolism  and  Oral  Contraceptives  An  Epi- 
demiologic Case-Control  Study.  Amer  J Epidem  90  365-380 
(Nov) 1969  1A7 
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Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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The  physician's  leadership  duties  require  more  than 
knowledge  and  technical  skill. 


Medical  Leadership 
in  a Changing  World"^ 


Sylvan  E.  Moolten,  M.D./New  Brunswick 

The  demands  of  society  on  the  modern  phy- 
sician are  not  only  to  give  comfort  and 
consolation  to  the  sick,  not  only  to  palliate 
suffering  through  the  administration  of  tran- 
quilizers, cortisone,  digitalis,  and  other  drugs, 
but  to  seek  out  and,  if  possible,  to  remove  the 
causes  of  disease.  Every  thoughtful  physician 
recognizes  the  importance  of  environmental 
factors.  These  include  air  pollution,  unsani- 
tary living  conditions,  and  the  contamination 
of  food  with  pesticide  residues.  They  also 
include  the  emotional  tensions  which  exist  in 
a mobile  and  competitive  society  in  which 
overcrowding,  racial  hostilities,  and  the  ero- 
sion of  moral  standards  weigh  heavily  in  the 
balance,  especially  with  respect  to  cardiovas- 
cular disease,  strokes,  and  psychosomatic  dis- 
orders. 

The  causes  of  disease  may  indeed  lie  very 
deep  within  the  individual’s  past.  For  example 
the  clinical  emergence  of  mesothelioma  in  the 
consciousness  of  physicians  as  a cancer  to  be 
considered  in  everyday  diagnosis  in  contrast 
to  its  previous  rarity  is  traceable  to  the  in- 
creased use  of  asbestos  in  industry.  What  Is 
imp>ortant  to  recognize  is  that  exposure  to 
asbestos  as  a cause  of  mesothelioma  may  have 
occurred  many  years  previously,  since  the 
average  latent  interval  is  38  years. 

Think  of  the  many  emotional  disorders  which 
rob  our  society  of  a wealth  of  skills  and 
talents.  TTie  predisposition  to  a host  of  dis- 
eases (including  even  cancer)  in  patients  who 
are  unable  to  cope  with  life  (the  “giving-up” 


syndrome)  is  commonly  traced  to  early  pa- 
rental neglect  resulting  in  a feeling  of  self- 
devaluation. This  may  be  impossible  to  over- 
come in  later  life. 

Compare  the  characteristics  of  disease  in  a 
modern  world  with  what  existed  in  a more 
primitive  society.  It  will  then  become  clear 
that  the  greatest  threats  to  human  life  and 
health  are  those  created  by  man  himself. 

The  physician  can  do  vei^  little,  if  anything, 
about  the  causes  of  war  or  the  threat  of  war. 
He  can,  however,  exercise  his  influence  politi- 
cally and  in  other  ways  to  combat  air  pollu 
tion  and  other  pollutants  in  the  environment. 
By  his  own  example  and  precept  he  can  help 
curtail  the  smoking  habit  (“walking  jx)llu- 
lion”).  The  physician  in  industry  plays  a 
prime  role  in  reducing  occupational  disease 
and  accidents.  The  physician  can  aid  in  the 
fight  against  alcoholism,  which  plays  an  im- 
portant role  in  accidental  injury  and  death, 
not  only  on  the  highways  but  in  everyday  life. 
Medicine  has  given  its  endorsement  to  the 
importance  of  proper  nutrition.  One  area 
here  in  which  the  physician  is  concerned  is 
in  correcting  dietary  habits  which  predispose 
to  coronary  disease.  The  physician  plays  a 
powerful  role  in  the  emotional  well-being  of 
every  patient.  Even  though  he  may  not  be 
aware  of  his  influence,  his  words  and  deeds 
give  a patient  assurance  and  emotional  sup>- 
port.  The  doctor  must  recognize  the  impor- 
tance which  society  attaches  to  his  moral 
leadership.  “The  concern  for  man  and  his 

• Address  presented  at  graduation  exercises,  Middle 
sex  General  Hospital  Mouse  Staff,  New  Brunswick. 
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destiny  must  always  be  the  thief  interest  of 
all  technical  efforts.  Never  forget  it  among 
your  diagrams  and  equations.”  (.Albert  Ein- 
stein) 

.A  “Letter  to  a Seventeen-Year-Old  Son”-|- 
starts  with:  “Medicine  is  a pretty  good  pro- 
fession, especially  for  one  of  your  tempera- 
ment which  combines  a better-than-average 
knack  of  getting  along  with  people  and  a 
mechanical  and  scientific  bent.  But  too  many 
physicians,  though  expensively  trained  and 
full  of  medical  information,  are  dull  fel- 
lows and  unenlightened  citizens.  This 
shouldn’t  discourage  you  from  becoming  a 
doctor;  it  should  simply  discourage  you  from 
being  the  kind  of  doctor  who  thinks  human 
beings  are  just  digestive  machines  with  pocket- 
books,  or  that  the  circulation  of  blood  is  more 
important  than  the  Constitution  of  the 
United  States.”  Think,  too,  of  Pellegrino’s 
words,  “The  humanist  physician  should  be 
essentially  a philosopher  of,  and  in,  medicine. 
He  must  be  responsive  to  the  language  of 
molecular  biology  and  clinical  medicine  on 
the  one  hand,  and  that  of  contemporary 
philosophy  on  the  other.  He  must  enter  a 
dialogue  with  philosophers,  sociologists,  and 
the  literary  humanists,  but  he  must  remain  a 
physician,  always  conversant  in  the  experi- 
ential dimensions  of  illness.  The  physician, 
like  every  other  professional,  lives  at  three 
levels  of  sophistication — as  a professional,  as 
a person,  and  then  as  an  educated  person.  We 
cannot  hope  that  every  physician  will  live 
fully  at  each  level.  Some  will  only  be  com- 
petent and  they  are  the  technicians;  others 
will  be  competent  and  compassionate  and  they 
will  be  the  humane  technicians;  a few  will  be 
competent,  compassionate,  and  also  human- 
ists in  the  sense  we  have  defined  it — they  will 
be  the  compleat  physicians.  A concern  for 
social  change,  for  ‘relevance’  in  education  and 
behavior,  promotion  of  the  health  and  civil 
rights  of  the  disenfranchised,  changing  the 
patterns  of  medical  care  delivery — all  are 
equally  ‘relevant’  for  the  humanist  physician 
as  defined  here.  Indeed,  involvement  in 


t Aring,  Charles  I),  in  June  1945  Harper’s  Magazine. 
.Mso  see  The  Pharos  for  January  1969. 
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change  is  a necessary  expression  of  the  phy- 
sician’s existence  as  a social  being.” - 

Perhaps  the  physician  is  actually  robbed  of  a 
certain  stimulation  to  strive  to  achieve  this 
goal.  As  suggested  by  Holman,  “There  is 
indeed  an  anti-leadership  vaccine  in  medical 
education.  The  ingredients  of  the  vaccine  are 
satisfaction  with  self  and  with  the  existing 
state  of  affairs  in  science  and  medical  practice, 
poor  perception  of  trends  in  society,  fear  of 
erosion  of  status,  mental  fatigue,  isolation 
from  the  student,  and  escape  into  specializa- 
tion. John  Gardner  said,  ‘leaders  worthy  of 
the  name  . . . contribute  to  the  continuing 
definition  and  articulation  of  the  most  cher- 
ished values  of  our  society.  They  offer,  in 
short,  moral  leadership.  . . . When  leaders 
lose  their  credibility  or  moral  authority  then 
the  society  begins  to  disintegrate.  Leaders 
have  a significant  role  in  creating  the  state 
of  mind  that  is  the  society.  . . . They  can 
conceive  and  articulate  goals  that  lift  people 
out  of  their  petty  preoccupations,  carry  them 
above  conflicts  that  tear  society  apart  and 
unite  them  in  the  pursuit  of  objectives  worthy 
of  their  best  efforts’.”^ 

The  training  of  a doctor  must  fit  him  for 
leadership  in  a changing  world.  But  where 
is  he  to  obtain  such  training?  At  the  begin- 
ning of  the  centur)'  the  education  of  physi- 
cians was  guided  by  the  precepts  of  our 
grandfathers.  A radical  change  took  place  in 
medical  education  30  or  40  years  ago  and  now 
the  changes  are  so  rapid  that  one  cannot  rely 
on  precepts  of  even  10  years  ago.  .A  large  body 
of  the  material  taught  in  medical  schools  be- 
comes obsolete  within  five  years. 

The  keynote  in  education  of  the  physician 
today  is  that  his  training  should  be  in  the 
direction  of  education  for  uncertainty.  The 
aim  is  to  perpetuate  an  openmindedness  to 
new  ideas,  a willingness  to  debate  accepted 
principles  and  dogmas  and  to  question  all 
authority.  The  education  of  the  physician 
after  he  leaves  medical  school  should  be  in 
self-education,  in  learning  how  to  leant.  Con- 
tinuing attendance  at  lectures  and  demonstra- 
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tions,  while  important  for  orientation  and 
stimulation,  cannot  take  the  place  of  self- 
education. 

In  this  respect,  the  community  hospital  occu- 
pies a key  role  in  the  orientation  of  the  phy- 
sician to  his  new  role  in  society.  The  training 
of  the  intern  or  resident  is  based  not  so  much 
on  what  he  can  absorb  in  the  way  of  facts 
from  senior  physicians,  but  rather  in  being 
brought  close  to  human  problems  in  their 
stark  reality.  In  the  community  hospital  the 
medical  graduate  first  obtains  experience  in 
the  “doctor-patient  relationship.”  He  is  taught 
to  assume  res[X)nsibility  for  the  welfare  of  the 
patient  under  the  guidance  of  experienced 
practitioners.  Thus,  he  is  instructed  most  of 
all  in  the  fact  that  “the  art  of  patient  care  is 
in  caring  for  the  patient”  (Peabody).  While 
he  is  given  much  responsiliility  for  the  treat- 
ment of  the  patient’s  physical  ills  he  learns 
incidentally  much  about  the  nature  of  the 
patient  as  a person.  The  physician  who  em- 
bodies the  qualities  that  set  him  apart  from 
a technician  is  one  who  learns  that  it  is  not 
enough  to  treat  the  physical  ailments  and  to 
achieve  a nonnal  temperature,  normal  white 
count,  and  normal  x-ray,  but  also  to  win  the 
patient’s  reassurance  in  his  own  well-being, 
expressed  as  “patient  satisfaction,”  and  to 
restore  him  to  being  a creative  person  secure 
in  his  own  world  of  activity.  In  this  sense 
the  patient  is  actually  a better  source  of  in 
struction  than  physicians.  The  junior  phy- 
sician is  guided  by  the  examples  of  more 
experienced  physicians  and  these  examples 
may  be  useful  (even  though  there  may  be  bad 
examples  as  well  as  good  examples).  .A  phy- 
sician teaches  not  so  much  l)y  his  familiarity 
with  the  medical  literature  as  by  the  exercise 
of  his  priestly  functions.  Whether  we  like  it 
or  not,  science  has  largely  replaced  religion 
as  a support  to  people  in  our  society. 

The  new  religion  of  science,  therefore,  re 
quires  a new  morality  and  a new  priesthood. 
It  requires  that  someone  will  speak  to  science 
as  he  has  done  in  the  past  to  God.  The  person 
who  is  supremely  qualified  for  this  formidable 
role  is  of  course  the  physician.  But  this  re- 


quires that  he  be  more  than  a technician.  The 
physician  of  today  and  the  physician  of  to- 
morrow must  be  a priest,  not  only  to  sick 
persons  but  also  to  sick  society. 

In  assuming  this  new  role  of  leadership  a 
physician  must  establish  and  maintain  his 
authority  if  he  is  to  accomplish  his  purpose. 
He  must  learn  how  to  maintain  a perspective 
and,  if  necessary,  stand  apart  from  the  turmoil 
of  living  in  order  to  view  it  objectively  and 
scientifically,  yet  at  the  same  time  maintain- 
ing his  sense  of  compassion  and  commitment 
to  the  human  situation. 

One  must,  therefore,  make  a distinction  be- 
tween being  “committed”  and  being  “totally 
involved.”  In  being  committed  the  physician 
recognizes  his  obligations  as  a citizen  and, 
therefore,  imposes  responsibilities  upon  him- 
self to  act  in  behalf  of  society.  On  the  other 
hand,  by  becoming  totally  involved  he  may 
lose  his  position  of  authority  and  ability  to 
command  the  political  and  social  forces  which 
make  for  a better  condition  so  that  in  the 
end  he  may  defeat  his  own  purposes.  To  illus- 
trate the  point  one  might  recall  the  conversa- 
tion between  the  pig  and  the  hen  who  were 
returning  home  from  a barnyard  pow  wow 
which  had  been  called  together  by  the  other 
animals  to  decide  on  what  to  do  for  a poor 
family  that  lived  down  the  hill.  The  family 
was  destitute,  had  little  or  no  food,  and  its 
members  were  constantly  ailing.  The  hen 
suggested  to  the  pig  that  the  beginning  should 
be  in  making  sure  that  they  had  a proper  diet, 
to  be  specific,  a good  breakfast  every  morning 
consisting  of  bacon  and  eggs.  The  pig,  turn- 
ing to  the  hen,  commented,  “I  can  see  that 
you  are  truly  committed.  This  1 can  under- 
stand and  your  idea  has  merit.  However,  if 
we  are  to  follow  your  idea  you  would  still  be 
only  committed  but  I would  be  totally  in- 
volved." 

•\  community  hospital  brings  out  the  qualities 
in  the  young  physician  which  make  for  leader- 
ship in  his  own  social  group  and  in  society  at 
large.  It  brings  knowledge  of  other  societies 
to  the  physicians  who  work  together,  including 
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those  who  are  officially  listed  as  “teachers.” 
Actually  the  distinction  between  teacher  and 
student  is  far  from  sharp.  Older  physicians 
who  work  in  this  community  hospital  owe  a 
lasting  debt  to  the  younger  physicians  who 
come  here,  because  they  come  here  not  only 
to  learn  but  also  to  teach. 
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A Federal  Health  Department 

The  AMA’s  often  expressed  desire  to  see  tlie 
establishment  of  a separate  Department  of 
Health  with  cabinet  status  has  again  been 
brought  to  the  public’s  attention  with  the 
announcement  of  Congressman  Paul  G.  Rog- 
ers (D.-Fla.) , chairman  of  the  House’s  'sub- 
(omniittee  on  health,  that  he  will  shortly  in- 
troduce such  a measure. 

I'he  issue  seems  to  turn  on  the  intertwined 
(juestions  of  which  committees  in  Congress 
have  the  job  of  enacting  and  overseeing  a 
national  health  program  and  how  the  federal 
government  will  administer  it.  During  the 
past  decade  health  has  mushroomed  as  an 
economic  force  in  .American  life,  and  as  a 
function  of  government.  Neither  Congress  nor 
the  executive  branch  has  been  able  to  keep 
|)ace  organi/ationallv  with  the  changes. 

Congressman  Rogers'  call  lor  a separate 
health  department  may  be  seen  as  part  of  this 
behind-the-scenes  jockeying  by  the  Congress 
for  more  authority  in  health  care  matters.  If 
a Department  of  Health  were  established, 
Rogers’  subcommittee  could  claim  authority 
over  all  of  the  activities  of  the  new  depart- 
ment and  drive  to  establish  a permanent  full 
committee  on  health.  However,  Rogers’  pro- 
posal runs  head-on  against  current  thinking 
in  the  administration,  where  ]>olicy  has  jelled 
in  support  of  the  current  tri-function  HE\V 
apparatus.  The  trend  of  administration 
thought  is  that  fewer  departments  make  for 
more  efficienev  and  less  bureaucraev. 


Medical  Malpractice  Commission 

A Health,  Education,  and  Welfare  Commis- 
sion has  been  formed  to  study  malpractice 
problems.  The  commission  will  conduct  pub- 
lic hearings  on  the  fundamental  factors  be- 
hind the  rising  number  of  malpractice  claims 
and  their  effects  on  the  health  care  system, 
the  legal  system,  the  insurance  industry,  and 
the  general  public.  Headed  by  Attorney  Wen- 
dell Freeland  of  Pittsburgh,  the  newly  created 
Commission  on  Afedical  Malpractice  will  rep- 
resent health  care  providers  and  institutions, 
the  legal  profession,  the  insurance  industry, 
and  the  general  public.  Acting  as  additional 
consultants  to  the  commission  will  be  adviso- 
ry panels  comprised  of  experts  in  the  disci- 
plines concerned. 

Fhe  commission  will  compile  data  and  rele- 
vant information  in  studies  conducted  by 
HEW  primarily  through  contracts  with  non- 
government research  organizations  and  uni- 
versities. The  commission  will  make  a final 
report  with  recommendations  to  the  HE"W 
Secretary. 

Eli  P.  Bernzweig.  HEW's  specialist  in  the 
medical  malpractice  area,  has  been  named 
executive  director  of  the  commission  staff. 
Loren  F.  Taylor,  M.D.,  professor  of  .Anesthe- 
siology at  the  University  of  Kansas  Medical 
Center,  has  been  named  deputy  executive 
director.  Charles  Hoffman,  M.D.,  president- 
elect of  the  .American  Medical  Association 
and  member  of  the  AM.A  Board  of  Trustees, 
is  one  of  the  commission  members. 
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facts 

about 

ToriainelM. 

cephaloridine 


Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g..  Streptococcus 
iaecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
coliform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A streptococci,  pneumococci, 
and  penicillin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 


Facts  about  dosage 

In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1 Gm.  every 
eight  hours  (1.5  to  3 Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administrati( 
Single  Doses  (250  mg.  to  1 Gm.)  to  Normal  Human  Volunteers  (S 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Cephi 
dine:  Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supplem 
22,  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  wit 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hou 
after  a 500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceedf 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  modera 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  th( 
maximum  recommended  dosage  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 


Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


lets  about  administration 

! following  guidelines  for  therapy  with 
idine  are  recommended. 


ore  Administration  of  Loridine 


stablish  susceptibility 
>f  the  pathogen.  ‘ 

)etermine  patient’s  renal  ' 

itatus;  Loridine  is  contraindicated  ; 

n azotemia. 

ing  Administration  of  Loridine 
(Maintain  proper 
lydration. 

\/lonitor  renal  status 
-urinalyses,  urinary 
)utput,  BUN,  and/or 
ierum  creatinine. 

Jse  cautiously  with 
)ther  potentially 
lephrotoxic  drugs, 
lecause  nephrotoxicity 
las  been  reported,  limit 
dosage  to  4 Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1 to  3 Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins:  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


f Igridine  I.M. 

* ““cephaloridine 


(Please  turn  page  for  prescribing  information.) 


Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti- 
ble to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul- 
ture and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail- 
able before  antibiotic  treatment  of  gonor- 
rhea is  given. 

Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI- 
CAL AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4 Gm.  daily  (see  Adverse  Reac- 
tions), recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus- 
pected impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos- 
pitalized. If  impaired  renal  function  devel- 
ops during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro- 
toxic potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer- 
ulonephritis in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con- 
comitant syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or- 
ganisms not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc- 
cur, take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a positive 
Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3 percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A few  instances  of  drug  fever  have 
been  reported. 

A few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a single  determination  when  other  param- 
eters of  liver  function  were  normal,  and 
only  rarely  was  a level  of  100  units  reached. 
In  a few  cases,  similar  elevations  of  alka- 
line phosphatase  were  found.  The  signif- 
icance of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in  free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a small  number  of  patients.  The  p( 
sibility  of  this  complication  seems  to 
greater  in  seriously  ill  patients  given  me 
than  recommended  doses.  Acute  tubu 
necrosis  has  been  found  in  affected  [ 
tients  coming  to  autopsy.  Rare  cases 
nausea  and  vomiting  have  occurred.  P; 
in  association  with  intramuscular  inject! 
was  noted  in  less  than  3 percent  of  [ 
tients.  In  only  one  patient  in  a series 
623  was  the  route  changed  on  this  accoui 
Phlebitis  at  the  site  of  intravenous  inje 
tion  has  been  rare. 

Administration  and  Dosage:  Importanl 
Before  administering  Loridine,  see  pac 
age  insert  for  details  on  dilution. 

Intramuscular  Injection  — Loridine 
usually  injected  into  a large  muscle  mai 

The  usual  adult  dosage  for  many  infe 
tions  of  moderate  severity  is  500  mg. 

1 Gm.  three  times  a day  at  equally  spaci 
intervals.  Milder  and  more  susceptib 
infections  have  been  treated  with  250 
500  mg.  given  two  or  three  times  a da 
More  severe  infections  may  be  treat( 
with  500  mg.  to  1 Gm.  four  times  a da 
A single  2-Gm.  dose  is  recommended  f 
the  treatment  of  acute  gonorrhea.  Ear 
syphilis  may  be  treated  with  500  mg.  to 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  wi 
high  doses  for  life-threatening  conditioi 
has  been  reported,  it  has  been  shown  th 
excessive  dosages  (above  4 Gm.  dail 
may  cause  serious  nephrotoxic  reaction 
For  this  reason,  Keflin®  (sodium  cephak 
thin,  Lilly)  may  be  preferred  when  dos< 
larger  than  4 Gm.  daily  are  considered  f( 
life-threatening  situations.  If  more  than 
Gm.  of  cephaloridine  is  injected  daily,  tl 
patient  should  be  under  close  clinic 
observation  for  changes  in  renal  functic 
or  be  hospitalized.  In  addition,  reduce 
dosage  should  be  employed  in  patien 
with  known  or  suspected  renal  impairmen 

In  children,  a daily  total  of.  30  to  5 
mg.  per  Kg.  (15  to  25  mg.  per  pound)  ( 
body  weight,  given  in  divided  doses,  he 
been  found  effective  for  mild  to  mode 
ately  severe  infections.  A daily  total  of  10 
mg.  per  Kg.  (50  mg.  per  pound)  of  boc 
weight  (not  to  exceed  recommended  adu 
doses)  may  be  needed  for  very  sever 
infections. 

Intravenous  Injection— \n  the  presenc 
of  extremely  serious  infections  (such  a 
bacteremia)  or  when  any  infection  seem 
overwhelming,  intravenous  administratio 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  wit 
intramuscular  injection.  For  very  susce[ 
tible  organisms,  500  mg.  to  1.5  Gm.  pe 
day  may  suffice;  for  less  susceptibi 
organisms  and  for  serious  infections,  2 t 
4 Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cephe 
loridine,  Lilly),  500  mg.,  5-ml,  size 
rubber-stoppered;  1 Gm.,  10-ml.  size 
rubber-stoppered.  loszit 


Additional  information 
available  to  the  profession 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  4620 


Offered  here  is  a compact  and  practical  monograph  on 
anesthesia  in  plastic  surgery  in  children. 


Anesthetic  Considerations  in 
Pediatric  Plastic  Surgery* 


Edward  T.  Lawless,  M.D. /Paterson 

The  two  disciplines  in  surgery  most  aware 
of  and  sympathetic  to  anesthetic  problems  are 
plastic  and  thoracic  surgery.  Many  technical 
problems  related  to  these  two  sj>ecialties  were 
Iianded  to  the  anesthesiologist  with  the 
challenge  for  their  solution.  The  pioneer 
work  of  Sir  Harold  Ciillies  and  his  co-work- 
ers' of  the  liritish  Army  Plastic  Unit  after 
World  ^Var  1 is  now  historic  in  the  annals 
of  surgery.  No  less  historic  to  us  are  the  con- 
tributions of  Rowbotham  ami  Magill,  the 
anesthetists  of  that  unit.  They  were  faced 
with  the  necessity  of  providing  safe,  light 
anesthesia  for  plastic  o|>erations  u|K>n  the 
face  and  up|x.*r  respiratory  passages  which 
frecpiently  lasted  several  hours  during  which 
they  were  unable  to  interfere  with  the  patient 
without  contaminating  the  surgical  field.  It 
was  their  use  of  the  endotrachael  tube  in 
such  plastic  cases  that  gave  the  impetus  to  the 
development  of  endotracheal  technics.' 

The  endotracheal  tul)e  is  the  foundation  of 
our  present-day  concept  of  anesthesiology. 
I hus  we  are  indebted  for  much  of  our  de- 
velopment to  certain  problems  of  plastic 
surgery — problems  mainly  concerned  with 
surgical  lesions  involving  the  head,  neck,  and 
airways. 

In  many  areas  we  have  failed  to  keep  up  with 
the  demands  put  forth  by  plastic  surgery.^ 
Usually  this  happens  in  the  non-sj)ecializing, 
general,  or  community  hospital — the  hospital 
where  plastic  surgery  is  but  a small  propor- 
tion of  the  surgical  work  load,  and  especially 
in  the  hospital  not  devoted  to  the  exclusive 
(are  of  sick  infants  and  children. 


We  shall  here  discuss  some  problems  in  pla.s- 
lic  surgery  in  infants  and  children  emphasiz- 
ing the  importance  of  communication  and 
understanding  between  the  plastic  surgeon 
and  the  anesthesiologist. 

Preoperative  Preparation 

Deliberate  preoperalive  evaluation  of  each 
infant  and  each  surgical  procedure  is  impera- 
tive prior  to  anesthesia. Only  by  first-hand 
ins])eclion  can  the  anesthesiologist  evaluate 
his  problems.  .Since  the  size  and  vitality  of 
infants  and  children  vary  greatly,  as  well  as 
the  magnitude  of  operations  and  the  routines 
of  individual  surgeons,  the  technic  of  han- 
dling dilferent  (hildren  will  vars  widely  and 
must  Ik*  highly  indi\ iduali/ed. 

The  anesthesiologist,  particularly  one  con- 
fined to  a community  hospital,  would  do 
well,  in  advance,  to  work  out  and  even  write 
down,  step  by  step,  his  management  of  the 
case  of  a child  presented  to  him  for  plastic 
surger)'.  Ihese  steps  include  the  immediate 
preoperative  preparation,  premedication,  the 
type  and  amount  of  fluid  and  blood  replace- 
ment, the  need  for  and  location  of  a cut- 
down  or  percutaneous  catheterization  of  a 
vein,  the  size  of  his  endotracheal  tube,  the 
types  of  connectors,  the  position  of  the  pa- 
tient and  the  anesthetic  ec]uipment  in  rela- 
tion to  the  sui-geon  and  the  table,  the  moni- 
toring devices,  the  anesthetic  agent  and  tech- 
nic, the  precautions  to  be  taken  for  the  fixa- 
tion of  the  endotracheal  tube,  the  prevention 

• Read  before  the  .Section  on  Pla.stic  and  Reconstruc- 
tive Surgery,  20r>tli  .-\nnual  Meeting,  The  Mtxiical  So- 
ciety of  New  Jersey,  Atlantic  City,  May  17,  1971.  This 
work  is  from  the  Department  of  .Aiustthesiology,  St. 
Joseph’s  Hospital,  Paterson.  New  Jersey. 
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of  distortion  at  the  site  of  the  operation,  the 
precautions  on  extubation,  and  special  post- 
operative recover)'  management.  Delineating 
this  beforehand  will  set  up  a complete  pic- 
ture of  the  patient  and  the  surgical  condi- 
tion and  the  anesthesiologist  will  be  prepared 
to  handle  most  situations  as  they  arise.  One 
cannot  temporize  with  a child  as  one  can 
with  an  adult.  All  preparations  must  be 
made  well  in  advance,  equipment  must  be 
laid  out  ready  for  use  and  the  procedure  not 
started  until  all  this  has  been  accomplished. 

The  surgeon  can  help  by  letting  it  be  known 
that  he  expects  such  preparation  from  the 
anesthesiologist  and  by  communicating  with 
him,  either  orally  or  through  the  patient’s 
chart  or  booking,  concerning  the  magnitude 
of  the  lesion,  any  abnormal  physical  findings, 
and  his  own  personal  preferences.  If  the 
surgeon  suspects  complications  he  should  cer- 
tainly talk  these  over  with  the  anesthesiologist 
by,  at  least,  the  day  before  operation. 

Premedication 

The  correct  jjreanesthetic  sedation  for  the 
ihild  coming  to  plastic  surgery,  especially  on 
multiple  occasion.s,  is  one  in  which  the  pa- 
tient arrives  at  the  operating  room  in  a light 
sleep  and  remains  that  way  during  induction 
so  no  memory  of  the  experience  remains  to 
jiroducc  emotional  trauma.-’'’ 

Much  has  been  written  concerning  combina- 
tions of  many  various  drugs  for  sedation.®*"  * 
But  traditional  drugs,  atropine  or  scopolo- 
mine;  the  barbiturates;  and  the  narcotics, 
morphine  and  meperidine,  seem  to  be  most 
reliable.®  Rectal  Pentothal,^  in  a dose  not 
greater  than  13  milligrams  per  pound  of 
body  weight,  combined  with  atropine  or 
scopolomine,  has  been  used  in  our  hospital 
for  many  years  with  satisfactor)'  results  in 
children  from  24  months  to  about  10  years  of 
age.  We  usually  use  a belladonna  drug  alone 
to  age  12  months.  From  12  to  24  months  we 
add  a short-acting  barbiturate. 

Monitoring 

During  anesthesia,  temperature  should  be 
measured  continually  either  by  axillary. 


nasal,  rectal,  or  esophageal  route.  The  blood 
pressure  cuff  should  be  used  on  all  ages.  A 
precordial  stethoscope  should  be  taped  to  the 
chest,  if  possible.  An  audible  pulse  meter  is 
valuable  and,  in  higher-risk  patients,  the  elec- 
trocardiogram should  be  visible.  A word  of 
warning  during  monitoring  is  necessary. 
Monitoring  probes  may  accidentally  become 
]x>ints  of  high  current  density  during  the  use 
of  electro-coagulating  or  electrocardiographic 
equipment  and  may  cause  bums  or  electric 
shock. 

Thermal  Regulation 

Constant  temperature  monitoring  during  and 
after  operative  procedures  is  essential  for  the 
maintenance  of  body  temperature.  This  is  of 
paramount  importance.  Either  hypothermia 
or  hyperthermia  can  be  fatal  in  children. 
Surgical  anesthesia  tends  to  abolish  thermal 
regulatory  power.®  Unintentional  hyp>o 
thermia  is  a complication  of  surgical  anesthe- 
sia in  infants  and  smaller  children  in  a mod- 
ern air-conditioned  operating  rocrni.  The  body 
temp>erature  drop>s  to  a greater  degree  during 
halothane  anesthesia  than  with  other  inhala- 
tion anesthetics.^®  Reductions  in  body  tem- 
perature are  further  promoted  by  the  use  of 
the  non-rebreathing  system,  by  exposure  of 
large  surface  areas  and  body  cavities,  by  the 
administration  of  refrigerated  blood,  and  the 
use  of  cold  cleansing  solutions  and  ether  for 
skin  preparation.®*^^ 

H)|x>thermia  is  a danger  because  it,  per  se, 
is  a form  of  anesthesia  and  ordinary’  concen- 
trations of  anesthetics  can  be  excessive  with 
a drop  in  temperature.  It  alters  the  action 
of  relaxants.  It  may  cause  hypoglycemia.  It 
makes  the  determination  of  brachial  blocxl 
pressure  difficult.  It  causes  hyjxixia  through 
respiratory  and  circulatory  depression  and 
bradycardia,  and  prolongs  postoperative  re- 
covery, protlucing  a sluggish  patient  with  ab- 
sent reflexes.” 

During  the  past  several  years  fulminant 
hyperthermia  (malignant  hyperpyrexia),  or 
rapidly  developing  hyperthermia  under  anes- 
thesia, has  been  reported  in  both  the  United 
States  and  abroad.^***®*^^  Seemingly  healthy 
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young  people  are  primarily  affected.  It  car- 
ries an  over-all  mortality  of  75  per  cent.^^  The 
incidence  is  small  but  increasingly  being 
recognized  and  rejxnted.  Factors  common  to 
many  patients  have  been  the  administration 
of  succinylcholine  and  the  maintenance  of 
anesthesia  with  one  of  the  potent  agents,  such 
as  halothane  or  methoxyflurane.  Many  react 
abnonnally  to  succinylcholine  where  rigidity 
replaces  relaxation.  .Shortly  after  induction 
the  patient’s  temperature  rises  to  106  or 
above.  Successful  management  depends  upon 
immediate  recognition  by  continuous  tem- 
perature monitoring  during  all  anesthetics, 
and  the  knowledge  of  how  to  jjroceetl  once 
the  emergency  occurs.’^  Since  hyperthermia 
may  occur  shortly  after  induction,  it  seems 
reasonable  for  all  children  anesthetized  with 
the  potent  agents  to  have  an  intravenous 
catheter  inserted  routinelv  for  the  immediate 
administration  of  chilled  solutions  which 
form  a part  of  tlie  emergency  attcni|)ts  to 
reduce  the  fever. 

Fluid  Replacement 

In  certain  other  instances,  and  with  other 
technics  of  anesthetic  management,  the  in- 
sertion of  an  intravenous  catheter  or  cut- 
down  is  mandatory,  as:  (1)  cases  lasting  long- 
er than  one  hour,  (2)  jxtssible  significant 
blood  loss,  and  (3)  when  pre-operative  or 
operative  dehydration  or  translocation  of 
fluids  is  suspected  or  present. 

If  one  checks  the  fluid  intake  and  output 
during  the  day  of  surgery  it  will  usually  be 
found  that  it  is  the  poorest  of  any  day  dur- 
ing the  hospital  stay.  A few  sensible  guide- 
lines can  remedy  what  often  seems  to  be  a 
complicated  problem  in  patient  support. 

(1)  If  the  child  is  losing  extra-cellular  fluid,  the  so- 
called  "third  space  loss,”  give  lactated  Ringer’s 
solution. 

(2)  If  not,  as  in  "surface  surgery,”  administer  mainte- 
nance solutions,  such  as  5 per  cent  dextrose  in 
0.33  per  cent  sodium  chloride. 

(3)  Give  5 milliliters  per  kilogram  hour  of  mainte- 
nance solutions,  as  a general  rule. 

(4)  Replace  blood  loss  with  lactated  Ringer’s  solu- 
tion up  to  10  per  cent  of  the  child’s  blood  vol- 
ume. Over  that,  replace  with  blood,  milliliter  for 
milliliter. 


(5)  Use  glucose  in  water  only  to  keep  a vein  open,  or 
when  one  wishes  to  add  sodium  bicarbonate 
without  saline. 

((>)  Use  maintenance  electrolyte  solution  in  the  post- 
operative period.  (2000  milliliters  per  square 
meter  per  24  hours.) 

(7)  Rules  and  tables  for  surface  areas  of  children, 
maintenance  fluids,  and  replacement  of  fluids,  for 
cases  of  metabolic  acidosis  and  potassium  de- 
ficiency, and  so  on,  should  be  immediately  avail- 
able for  the  anesthesiologist  caring  for  children, 
l^nless  used  daily,  it  is  impossible  to  remember 
these  figtires  with  any  accuracy. 

Hemoglobin  and  Hematocrit 

^\’hat  are  the  minimal  acceptalile  levels  for 
hemoglobin  and  the  hematocrit  for  children 
coming  to  operation?  It  seems  preferable  to 
maintain  10  Grams  per  100  milliliters  hemo- 
globin and  30  per  cent  hematocrit  as  the 
minimtim  standard.^  Jitstification  for  this  lies 
in  the  fact  that  it  allows  a margin  of  safety 
in  the  event  of  unexpected  acute  hemorrhage. 
File  anemic  patient  will  become  hypoxic 
faster  than  the  nonanemic  patient  shoidd 
anything  interfere  with  his  oxygen  uptake.’® 
If  just  a minor  degree  of  obstruction  or  un- 
derventilation occurs  in  an  anemic  patient, 
h\poxia  tvill  residt. 

Epinephrine 

Injected  epinephrine  used  during  certain  in- 
halation anesthetics  is  jx)tentially  dangerous 
and  may  produce  fatal  arrhythmias.  Yet,  plas- 
tic surgeons  find  its  use  advantageous  to 
diminished  bleeding  at  the  site  of  surgery. 
To  be  used  with  relative  safety,  low  plasma 
levels  of  epinephrine  must  lx;  maintained 
during  general  anesthesia  with  halogenated 
hydrocarbons.  Locally  injected  epinephrine 
during  halothane  anesthesia  is  permissible 
provided:  (1)  adequate  ventilation  is  assured; 
(2)  epinephrine  in  a solution  of  1 to  100,000 
to  1 to  200,000  is  used;  (3)  the  dose  in  adults 
does  not  exceed  10  milliliters  of  1 to  100,000 
epinephrine  in  any  given  ten  minute  period 
nor  30  milliliters  per  hour.’^  The  administra- 
tion should  be  subcutaneous,  avoiding  an  in- 
tramuscular or  intravenous  injection.  The 
dose  in  children  perhaps  should  not  exceed 
one  half  of  the  adult  dose,  or  5 milliliters 
of  1 to  200,000  solution  of  epinephrine  in  ten 
minutes. 


VOL.  68-NUMBF.R  11-NOVEMBER,  1971 


901 


Endotracheal  Intubation 

Plastic  surgery  about  the  head  and  airways 
of  any  consequence  requires  endotracheal 
anesthesia  for  proper  airway  control.  It  is 
also  needed  to  separate  the  anesthesiologist 
and  his  equipment  from  the  operative  field. 
Exceptions  are  those  operations  which  can  he 
safely  performed  with  local  anesthesia  and 
sedation, 2 or  with  the  use  of  ketamine,  the 
recently  introduced  dissociatic  e agent.  Specific 
technics  depend  on  the  experience  of  the 
anesthesiologist  and  the  preference  of  the 
surgeon,  d'his  is  a prime  situation  where  com- 
munication is  most  important  between  the 
two  specialties.  The  surgeon  can  become 
frustrated  and  annoyed  working  with  many 
different  anesthesiologists  ol  varying  degrees 
of  jtediatric  experience  and  skill,  and  using 
different  anesthetic  managements  for  the 
same  procedure.  In  like  manner,  the  anesthe- 
siologists will  he  confronted  with  different 
plastic  surgeons  each  demanding  his  own  ap- 
proach for  the  one  operation.  Discussion  and 
understanding  between  the  two  before  opera- 
tion can  do  much  to  work  out  a reciprocally 
satisfactory  atmosphere. 

Several  rules  govern  all  endotracheal  tech- 
nics in  children.  Infections  and  trauma  are 
the  greatest  causes  of  laryngeal  edema  and 
tracheitis  following  intubation.  Since  this  is 
so,  remember: 

( I)  Do  not  operate  on  a child  with  a respiratory 
infection  or  a recent  respiratory  infection. 

( 2)  A sterile  disposable  plastic  tube  is  probably  the 
least  traumatic.  (Be  suspicious  of  ethylene  oxide 
sterilization.) 

( .S)  Use  the  largest  possible  tube  that  can  be  in- 
serted without  glottic  or  cricoid  resistance. 

( -1)  Muscular  relaxation  via  depth  of  anesthesia  or 
relaxant  drugs  should  be  obtained  before  intuba- 
tion. 

( .5)  Before  anesthesia,  tubes  should  be  .selected  of 
proper  diameter  and  length. 

( 6)  Proper  adapters  should  be  positioned  and  fixed 
in  tubes  before  intubation. 

( 7)  Pubes  should  be  fixed  to  prevent  dishKlgenient 
or  descent  into  a bronchus. 

( 8)  Tubes  should  not  interfere  with  the  operative 
procedure  or  distort  the  surgical  field. 
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( 9)  Movement  of  the  head  or  bucking  on  the  tubes 
should  be  minimal  to  prevent  a savv’ing-motion 
of  the  tube  in  tbe  larynx. 

MO)  AVhen  working  on  head  and  mouth,  the  surgeon 
should  be  constantly  aware  of  the  endotracheal 
tube  and  should  not  disturb  it  without  notifying 
the  anesthesiologist. 

(11)  Weak  and  newborn  infants  less  than  ten  days 
old  should  be  intubated  awake.  Pre-oxygena- 
tion is  a prerequisite  to  awake  intubation. 

M2)  Provision  should  be  made  for  heat  loss  and 
proper  humidification  for  all  procedures  lasting 
over  one  hour. 

Post-intubation  edema  of  the  larymx  can  be 
extremely  dangerous.  At  the  least  suspicion 
of  stridor  or  croup  in  the  recovery  period  in- 
stitute the  immediate  therapy  suggested  by 
Jordon,  Graves,  and  Elwyn.^®  This  consists 
of  positive  pressure  breathing  with  racemic 
epinephrine.  The  routine  treatment  of  per- 
sistent laryngeal  edema  is  steroid  therapy 
(Decadron®  4 to  8 milligrams  intramuscularly), 
a cold  humidified  atmosphere,  oxygen,  anti- 
biotics where  indicated,  and  bendryl^  0.2.5 
mg  lb  for  restlessness. 

Observation  of  the  child  in  the  immediate 
postoperative  period  is  important.  The 
anesthesiologist  and  the  plastic  surgeon 
shoidd  not  leave  their  problems  at  the  recov- 
ery room  door.  Respiratory  and  circidatoiw 
difficulties,  proper  electrolyte  and  fluid 
maintenance,  temperature  changes,  and  post- 
operative bleeding  make  this  period  most 
hazardous. 

Succinylcholine  Induced  Hyperkalemia 

■Succinycholine  has  been  associated  with  the 
occurrence  of  fulminating  hyperthermia.  This 
drug  may  produce  lethal  hyperkalemia  dur- 
ing anesthesia  in  severly  burned  or  trauma- 
tized patients  or  in  patients  with  neuro- 
muscular disea.se.’**  In  these  patients  relaxa- 
tion during  anesthesia  should  be  obtained 
with  tubocurarine  or  gallamine. 

Newer  Agents 

Fairly  radical  changes  are  taking  place  in  the 
basic  concepts  of  general  anesthesia.  New 
technics  and  drugs  arc  replacing  old  ones 
which  aim  at  the  retention  of  juotective  re- 
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flexes  and  the  support  of  vital  functions  of 
respiration  and  circulation.  These  drugs  act 
differently  from  most  general  anesthetic 
agents.  They  affect  the  central  nervous  sys- 
tem in  a specific  way,  usually  by  severing  the 
patients  control  with  his  surroundings  and  by 
providing  a degree  of  general  analgesia. 
Neurolept  analgesia,  as  represented  by  a mix- 
ture of  fentanyl  and  droperidol  (Innovar®); 
dissociative  anesthesia,  as  represented  by 
ketamine  and  diazepam  and  similar  com- 
pounds, are  examples  in  point. 

We  have  found  ketamine  particularly  of  ad- 
vantage in  children.  It  can  be  used  by  the 
intramuscular  or  intravenous  route  for  lesions 
that  are  relatively  superficial,  for  dressing 
changes,  skin  grafts,  debridements  and  for 
cases  not  of  great  magnitude.  It  reduces  the 
use  of  an  endotracheal  tube  in  many  cases.  It 
tends  to  cause  increased  secretions  and  should 
not  be  used  alone  w'here  the  danger  of  respira- 
tory obstruction  exists,  as  in  o]>erations  in  the 
mouth  and  airways. 

Innovar®  has  yet  to  hnd  its  ]jlace  in  anesthe- 
sia for  infants  and  children.  It  must  be  used 
as  any  narcotic  and  tranquilizer  is  used. 

Summary 

The  demands  put  forth  by  plastic  surgery 
in  children  are  a challenge  for  meticulous 
and  constantly  changing  anesthetic  manage- 
ment. Recognition  by  tlie  surgeon  and 


anesthesiologist  of  proper  evaluation  of  the 
child,  with  knowledgeable  preparation,  drug 
use,  monitoring  and  support  during  and  after 
surgery  is  necessary  to  meet  these  demands. 
Several  of  the  problems  have  been  discussed. 
Key  to  success  lies  in  the  liaison  between 
surgeon  and  anesthesiologist. 
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New  Drug  Abuse  Pamphlet 


The  .\merican  National  Red  Cro.ss  an- 
nounces a new  drug  abuse  pamjililet  worked 
out  by  tlie  National  Academy  of  Sciences— 
National  Research  Council.  The  14-page 
pamphlet,  “Drugs  and  Their  Abuse,’’  de- 
scribes the  effects  of  drugs,  their  abuse  by 
some  persons,  the  symptoms  they  create,  and 
the  first  aid  care  that  should  be  given  to 
anyone  who  has  taken  or  who  is  suspected  of 


having  taken  an  overdose. 

The  material  was  developed  for  students  of 
Red  Cross  First  .\id  courses  and  concerned 
individuals,  such  as  your  patients,  who  are 
interested  in  basic  information  about  drugs 
and  their  effects.  .Sales  price  is  btf  per  copy. 
Write  to  your  nearest  .'\merican  National 
Red  Cro.ss  chapter. 
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A telephone  consultation  service 
exclusiveiy  for  physicians 

3L.IIV3E: 

ciinical  management/ 
drug  abuse  crises 

Practicing  physicians  can  expect  to  be 
confronted  at  almost  any  time  with  a medical 
crisis  related  to  the  misuse  of  psychoactive 
drug  substances,  increasing  numbers  of 
people  are  misusing  these  drugs  and  a 
dramatic  increase  in  the  number  of  drug- 
related  medical  crises  has  been  noted  during 
the  past  several  years. 

Although  much  information  on  this  subject 
has  been  disseminated,  the  need  for 
practical  adviceon  basicclinical  management 
of  these  crises  has  become  greater. 

Three  physicians,  each  of  whom  has  had 
extensive  practical  experience  in  dealing 
with  drug  abuse  problems,  have  created  a 
series  of  three-minute  audiotapes  detailing 
basic  medical  approaches  to  the  most 
frequently  encountered  drug  abuse  crises. 

Dr.  David  E.  Smith  is  Director  of  the  Haight- 
Ashbury  Medical  Clinic  in  San  Francisco, 
California,  and  Assistant  Clinical  Professorof 
Toxicology,  University  of  California  Medical 
Center  at  San  Francisco. 

Dr.  William  Abruzzi  was  Medical  Director  of 
both  the  Woodstock  and  Powder  Ridge  Rock 
Festivals  and  is  currently  the  College 
Physician,  State  University  of  New  York  at 
New  Paltz,  New  York. 

Dr.  Edward  C.  Senay  is  the  Director  of 
Clinical  Research  forthe  Illinois  Drug  Abuse 
Program  and  Associate  Professor  of 
Psychiatry  at  the  University  of  Chicago 
School  of  Medicine,  Chicago,  Illinois. 
Theirtaped  discussions  are  on  automatic 
telephone  equipment  for  utilization  at  all 
times.  The  opinions  given  regarding 
treatment  modalities  are  those  of  the 
physician  speaking. 

Amphetamines  Dr.  David  E.  Smith 

Hallucinogens  Dr.  Wiiliam  Abruzzi 

Opiates  Dr.  Edward  C.  Senay 

For  further  information,  contact  your  Roche 
Representative  or  write: 

Department  of  Professional  Services 
CM/DAC 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


I , For  the  treatment  of  the  aging  patient 

tCerebro-Nicin* 

f capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 
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ICEREBRO-NICIN*  New  double-blind  study*  shows  how 
[effectively  senility  can  be  forestalled.  Four  times  as  many 
1 aging  patients  showed  striking  improvement. 


*A  Double'Slind  ^tud>  of  CersbroNicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrr>l..  of 
^ the  Amer.  Ger.  Soc.- June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole iw  mg. 

Micotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI -.25  mg. 

1-Glutamcc  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d,  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100.  500,  1000  capsules. 

Also  elixir  80Z.  bottles. 

CONTRAINDICATIONS:  There  are  no  (mown  contraindications 
to  Pentylenetetrazolealthoughcautionsoould  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after  , 
taking  a higher  potency  niacin-containing  compound.  As  a ssc;j] 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa*  I 


tions  of  discomfort,  this  reaction  is  transient  and  is  j 

rarely  a cause  of  discontinuance  of  the  drug  it  the  ■ 1 

patient  is  forewarned  to  expect  the  reaction.  R£P£R  TO 
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impotience 


The  treatment  of 


due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
IMM  as  effective  therapy. 


fdii 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  ^e 
American  Fertility  Society 


ndroid 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


£oLh  ytUcte  tabiti  coAieiu; 
Testtsterwc 

TtyrM  CiLO/f  .-ft  *(• 

Otrt«n  : Acid  ...... ..50 

TtoD  neHCt. 10 

2)ost:  1 tablet  3 tnars 
AtfcilabU: 

Bottles  of  100. 500.  leoc. 


PDB 


mm  POTENCY 
Each  red  labUt  cOAtauis: 
Hci»7f  TestKierMC  ..SB^C- 
Tayr*e  Ext. fr4  ...30  Bf . 

Cikitaai<Acid 50  nc- 

ThUBJM  HCL 10  s(. 

Deae:  1 tab-'ct  3 ti^s  daify. 

6otVes  of  too.  SCO.  1000. 


Android-X 

UTtl  HISM  POTENCY 

oreacr  tabUt  eotUai^. 
MetftTt  Testesteroae  .f2.SBt- 
Terratd  EH. n CfJ  ox  at 

CloU«<Ac>d  SO  ef 

Ttaianiioe  HCL 10  et- 

i>ose:  1 cr  3 tablets  da  y. 

Araiicbif 

Bctt  es  Bf  60  500. 


Android-Pius 

WITN  mCM  POTENCY 
B COMPtEX  AMO  VITAMIN  C 
Each  u.htK  tablet  eantasas  ■ 

MctNyl  TestBSterM  . 3 S «t- 
TNyr»d  EiL  0«  & *C- 

Ascert<  ik'd  Wit.  D .250  ^1 

TXcamifle  HCL  35  Bt 

GhiUcbc  Ac-d  ...  100  «C 

Pyr<e»'«e  HCI 5 »t 

Nac  ra'^oe  — 75 

Cak'aei  Paotctneaate  .lOsc 

Vitamwi  B-13  24  OKt 

t.bef.a«  n 5 •* 

Dose.  2 taO:ets  da-fr 
AcatLiMe:  Bctt'es  of  60.  500 


r»r«d  s M(  t*  M 
Larx<  desaces  ray 
oaoea  ict^viy 
fa*i«e  «ad  o^emtry 
WraiaMI  H ' 

t»  Me  «B  Ot'bM  ad«*t:rat«a 
lenru  t«act.MS  $MK<  t«Md  li  . 

' ' 'CTM*.  o Mrticf  nbtt'f  p$t  mn  iiwM  at  mc' 
r aerbewiarH  m ewob  wte  »at««s.  Mt  t#  Ttstttti 
I « eetceted 

Md  EiewfiiNa.  L w«tA>*mieUBriM  trijnwt  af  i 

>woaee«<t  cat  ««e  12M  1966  2.  n r TrtMMM  tf  MeBMct  >*B»vnn«BBH 

tMWiwd  NrsT  ««ee  S6?  I96a  } YrtcH.  «.  1 i«  v*4*ve  Miifci. 

6ee  ^ 25  6.  1962  «.  Mteaat  L.  a U tmsM.  • . Pgiiia  ■■.  1. mt  tiWflir.  T.  P. 
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1959  9 ram*.  L L.  amt  Unm.  9 * Ejects  tf  L-f»vra»tt  am  imarmmm  m iptfMutuMs. 
J Oral  79  963  1956  6 6«»<  A.,  amt  P»rv  6.  t.  Wrttd  States  0iS6aeMMr>  ae  25  bopBCBt^ 
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or4y:  for  better  therapeutic  cxxTt^ 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate 1 5 mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Indications:  Nutritional  supplementa- 
tion in  conditions  in  which  water-soluble 
vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of 
pernicious  anemia  or  other  primary  or 
secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  pa- 
tients with  pernicious  anemia  who  re- 
ceive more  than  0.1  mg  of  folic  acid  per 
day  and  who  are  inadequately  treated 
with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated 
by  clinical  need. 

Available:  In  bottles  of  100. 


is  therapy 

With  balanced,  high  potency 
B-comptex  and  C vitamins. 
No  odor. 

Virtually  ho  aftertaste. 


TepanilTen- 

* (continuous  release  form) 

(diethylpropion  hydrochloride^ N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  ciruQ;  in  emotionoHy  unstoble  potients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  sofer  ihon  the  onphetomines,  use  with  greoi  coution  In 
patients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontlnuotion  of  therapy,  un- 
pleosoni  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotiveiy  low  incidence.  As  is  chorocteristic  of  sympolhomlmetic  ogents,  it  moy 
Occosionolly  couse  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  onxiety, 
ond  jitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympothomimetic  cardio- 
voscufor  effects  reported  include  ones  such  os  tochycordio,  precordiol  pain, 


orrhythmio,  polpitotion.  ond  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  In  the  ECG  of  o healthy  young  mole  offer  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isolated  experience,  which  has  not  been 
reported  by  others.  A/fergic  phenomeno  reported  Include  such  conditions  os  rash, 
urticoria,  ecchymosis.  ond  erythema.  Gostrointestinof  effects  such  os  diorrheo, 
constipotion,  nouseo,  vomiting,  ond  obdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  eoch  of  bone  morrow 
depression,  ogronulocytosis,  ond  leulcopenio.  A vorlety  of  miscelloneous  odverse 
reactions  have  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodoche,  dyspneo.  menstruol  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysurla,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fob  toblets:  One  75  mg.  tablet 
doily,  swollowed  whole.  In  midmorning  {10  o.m.);  TEPANIL:  One  25  mg.  foblet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  odditional  toblef  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended. 

N MERRELL- NATIONAL  LABORATORIES 
f Merrell  ) Division  of  Richardson-Merretl  Inc. 

^ Cincinnati,  Ohio  45215 


Painful 
night  leg 
cramps 


unwecome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  ond  treotment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications;  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylllne  moy  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbonce.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  toblet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

/ \ MERRELL-  NATIONAL  LABORATORIES 

( Merrell  ) Division  o#  Richardson- Merrell  Inc. 

> ^ Cincinnati,  Ohio  45215 


QiNnamni 

(quinine  sulfate  260  mg.,  aminophylllne  195  mg.) 
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Specific  therapy  for  night  leg  cramps 


Recent  adverse  publicity  should  not  deter  physicians 
from  using  oral  antidiabetic  agents. 


University  Group  Diabetic 
Program  and  the 
Practicing  Physician 


Otto  Brandman,  M,D. /Newark* 

When  insulin  was  introduced,  it  was  properly 
hailed  as  a milestone  in  the  management  of 
diabetes.  Indeed,  diabetic  acidosis  which  was 
the  common  cause  of  death  before  the  dis- 
covery of  insulin  was  reduced  to  a minimum. 
The  patient  who  dies  today  in  a diabetic 
coma  is  a rarity — mostly  due  to  prolonged 
neglect  on  the  part  of  the  patient,  or  as  a 
result  of  an  overwhelming  acute  infection. 

In  the  next  30  years,  treatment  of  diabetes 
consisted  of  adherence  to  a regimen  of  a sp>e- 
cific  diet  and  dose  of  insulin  which  would 
keep  the  blood  sugar  level  as  close  to  normal 
as  it  is  possible  without  causing  hypoglycemic 
reactions.  The  long  acting  insulins  (PZI, 
NPH,  Lente,  and  Globin)  which  appeared  in 
the  late  forties  did  not  substantially  change 
the  mode  of  therapy.  It  allowed,  in  most 
cases,  the  reduction  of  the  number  of  injec- 
tions to  one  daily,  frequently  by  using  a mix- 
ture of  the  long  acting  insulins  with  the  regu- 
lar insulin,  according  to  the  patient’s  needs. 
With  few  exceptions  treatment  of  diabetes 
in  the  United  States  followed  the  regimen  of 
the  Joslin  Clinic.  The  excretion  in  the  urine 
of  5 to  7 per  cent  of  glucose  of  the  consumed 
Grams  of  carbohydrates  were  considered  safe 
but  with  the  emphasis  placed  on  the  near 
normal  blood  sugar  in  the  morning,  which 
woidd  allow  the  patient  to  start  the  day  like 
“a  normal  individual.” 

We  all  assured  our  patients  that  following 


the  diabetic  regimen  (insulin  and  diet)  would 
give  them  a normal  span  of  life  and  prevent 
the  much  feared  complications,  which  started 
to  face  the  patient  as  soon  as  a juvenile  dia- 
betic approached  middle  life.  Many  of  us 
had  misgivings  about  this  approach  and  some 
expressed  their  reservations  openly  at  meet- 
ings and  in  publications. 

The  middle  fifties  brought  us  a new  weapon 
in  the  fight  against  diabetes,  the  sulfanyl- 
ureas  and  phenformin — recommended  for  the 
maturity  onset  diabetics.  This  permitted  the 
physician  to  discontinue  insulin  in  many  pa- 
tients, who,  up  to  now,  had  had  to  rely  on 
insulin  and  could  not  be  controlled  by  diet 
alone.  Many  of  us  frequently  used  these 
agents  when  the  patient  relaxed  his  diet  and 
our  consciences  felt  better  when  the  blood 
sugar  was  lower  and  the  urine  free  of  glu- 
cose. 

In  June  1970,  at  the  American  Diabetes  As- 
sociation meeting  in  St.  Louis,  the  UGDPf 
presented  a paper  by  Prout^  of  Johns  Hop- 
kins. This  was  the  result  of  a ten-year  study 
in  twelve  university  centers  about  the  value 
of  hypoglycemic  agents  in  the  treatment  of 
diabetes.  The  study  included  823  patients 
who  were  divided  into  four  groups:  (1)  place- 
bo and  diet;  (2)  tolbutamide  1.5  Gram  daily 

•Consultant,  Internal  Medicine  and  Endocrinology. 
St.  Michael’s  Medical  Center,  Newark,  New  Jersey, 
and  Consultant,  Metabolic  Diseases,  Columbus  Hos- 
pital, Newark,  New  Jersey. 
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and  diet;  (3)  fixed  dose  of  insulin  and  diet; 
(4)  diet  and  insulin  according  to  the  needs 
to  keep  the  patient  well  controlled. 

Results  of  this  study  were  discouraging.f  It 
was  a jolt  and  produced  a storm  in  the  ranks 
of  the  leading  clinicians  engaged  in  treat- 
ment of  diabetes.  The  fact  that  tolbutamide 
proved  not  only  not  helpful  in  the  manage- 
ment of  diabetes  but  actually  tvas  harmful 
(because  it  increased  the  death  rate  due  to 
coronary  heart  disease)  provoked,  to  put  it 
mildly,  a heated  discussion  which  certainly 
isn’t  ov'er  yet. 

■\  comparison  of  the  placebo  and  diet  group 
and  diet  plus  variable  insulin  group  does 
not  reveal  any  difference  in  the  incidence  of 
non-fatal  cardiovascular  events — a discourag- 
ing finding,  since  as  Prout^  remarked,  “we 
have  not  altered  the  course  of  events  much 
with  nsulin  treatment.” 

However,  in  the  over-all  evaluation,  the  car- 
diovascular death  rate  was  higher  in  the 
tolbutamide  group  in  four  out  of  ttvelve 
centers  engaged  in  this  study. 

It  is  impossible  in  this  short  review  to  go  into 
details  of  particular  arrangements  of  this 
study  and  validity  of  drawn  conclusions.  The 
most  obvious  inconsistencies  in  the  study  are: 

Cl)  The  fixed  dose  of  tolbutamide  or  insulin  is  not 
a reliable  mode  of  therapy. 

(2)  In  four  centers,  the  cardiovascular  death  rates 
in  the  tolbutamide  group  were  high  (31.8  per  cent, 
25.0  per  cent,  23.5  per  cent  and  18.2  per  cent)  . In 
four  others,  the  tolbutamide  death  rate  was  zero, 
and  in  one  of  these  groups  where  the  tolbutamide 
death  rate  was  zero,  the  insulin  variable  death  rate 
was  9 per  cent. 

(3)  Only  in  75  per  cent  of  the  investigated  patients, 
complete  adherence  to  diet  and  medication  was 
achieved, 

(4)  “Eighty-three  patients  during  the  study  had 
their  medication  reduced,  or  discontinued  on  their 
own.  As  a result  the  investigators  were  confronted 
with  the  problem  of  deciding  whether  fatalities 
should  be  associated  with  treatment  that  had  been 
taken  unfaithfully,  altered  in  others,  or  maintained 
in  an  uncertain  manner  by  others.^’’ 

(5)  A very  important  factor  in  developing  arterio- 
fUniversity  Group  Diabetic  Program. 


sclerotic  heart  disease  and  infarctions— smoking— was 
not  taken  into  consideration  in  the  over  all  evalua- 
tion. 

(6)  Of  the  patients  treated,  23.4  per  cent  did  not 
have  diabetes  according  to  United  States  Public 
Health  criteria  and  53  per  cent  had  a fasting  blood 
sugar  of  130.  Most  clinicians  do  not  prescribe  hypo- 
glvcemic  agents  unless  the  fasting  blood  sugar  is  over 
130. 

(7)  One-third  of  the  UGPD  patients  were  more  than 
50  per  cent  overweight  and  should  have  been  treated 
by  low  caloric  diet  and  not  with  tolbutamide  or  in- 
sulin. 

In  the  discussion  that  followed,  Keen^  from 
London,  and  Paasikivi^  from  Sweden  quoted 
figures  from  their  studies  which  essentially 
proved  the  opposite  from  the  findings  of  the 
UGDP.  They  found  that  the  cardiovascular 
death  rate  of  diabetics  treated  with  sulfanyl- 
ureas  was  lower. 

On  November  20,  1970  a number  of  outstand- 
ing clinicians  and  researchers  in  the  field  of 
diabetes  met  in  Boston  to  discuss  their 
“mounting  concern  for  more  than  one  mil- 
lion diabetics  who  have  become  increasingly 
restive  because  of  newspaper  stories  alleging 
adverse  effects  from  long-term  use  of  oral 
anti-diabetes  agents.”®  They  deplored  the 
premature  acceptance  of  the  UGDP  study  by 
the  Food  and  Drug  Administration,  by  the 
Council  of  the  American  Medical  AsscKia- 
tion,  and  by  a Committee  of  the  American 
Diabetes  Association.  No  similar  observation 
has  been  reported  from  any  other  source  here 
or  abroad  after  15  years  of  use  of  anti-dia- 
betic agents.  They  submitted  a recommenda- 
tion to  the  Food  and  Drug  Administration  to 
modify  the  FDA  Drug  Information  letter  and 
requested  an  independent  evaluation  of  the 
statistical  and  clinical  findings  of  the  UGDP 
study.  Among  the  signers  of  this  letter  are 
such  outstanding  physicians  as  Holbrook 
■Seltzer  from  Southwestern  Medical  School, 
Peter  Forsham,  University  of  California 
Medical  Center,  Rafael  A.  Camerini-Davalos, 
New  York  Medical  College,  Robert  F.  Brad- 
ley and  Alexander  Marble  from  the  Joslin 
Clinic,  John  M.  Moss  from  Georgetown  Uni- 
versity, and  many  others  whose  names  I 
cannot  list  in  this  short  review. 

.\t  a recent  meeting  of  the  American  Geri- 
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atric  Society,  Conlon®  presented  figures  from 
an  eleven  year  study  of  673  diabetics  which 
suggested  that  oral  hyjx>glycemic  agents  are 
quite  safe.  Marble,^  pointed  out  that  a retro- 
active study  at  the  Joslin  Clinic  of  901  male 
patients  revealed  a statistically  significant 
difference  in  deaths  from  coronary  heart 
disease  among  220  patients  treated  with  sul- 
fanyl-ureas,  (58  per  cent)  as  compared  with 
498  in  patients  on  insulin  (40  per  cent).  But 
among  902  female  deaths  attributed  to  coron- 
ary artery  disease,  the  rate  was  the  same 
for  those  treated  with  sulfanyl-ureas  (54  per 
cent  of  190  patients)  as  ivith  those  on  in- 
sulin (55  per  cent  of  594  patients).  Taking 
the  total  of  1803  patients  of  both  sexes,  56 
per  cent  of  those  treated  with  sulfanyl-ureas 
and  52  per  cent  of  those  treated  with  insulin 
died  of  coronary  heart  disease,  thus  showing 
no  statistically  significant  diflcrence. 

The  Canadian  Diabetic  .Association  issued  a 
statement  (published  in  the  May  1971  Bul- 
letin of  the  Food  and  Drug  Directorate)  dis- 
agreeing with  the  findings  of  the  UGDP 
study:  “There  is  no  acceptable  evidence  at 
present  that  tolbutamide  is  harmful,  and 
there  is,  therefore,  insufficient  reason  to  issue 
warnings  or  restrictions  on  its  use  in  this 
countr)'.  The  Association  suggests  that  tol- 
butamide and  other  oral  hypoglycemic  agents 
should  continue  to  be  used  at  the  discretion 
of  the  physician  in  appropriate  cases  of  dia- 
betes which  cannot  be  controlled  on  diet 
alone.  The  Association  feels  that  the  warn- 
ing issued  in  the  United  States  and  the  pub- 
licity surrounding  it  have  been  precipitous, 
and  possibly  detrimental  to  the  welfare  of 
diabetic  patients.’’ 

.A  recent  discussion  of  the  UGDP  at  the 
•American  Diabetes  Association  meeting  in 
June  1971  did  not  add  anything  significantly 
new  to  the  controversy.  Prout^  presented 
the  same  findings  again  as  in  1970  at  the  St. 
f.ouis  .American  Diabetes  Association  meet- 


ing and  Bradley,  from  the  Joslin  Clinic, 
quoted  figures  from  the  Boston  group  which 
were  comparable  to  Marble’s’^  findings.  The 
three  non-jjartisan  discussor  experts  in  other 
fields,  Brounwald,  Lasagna,  and  Stamler 
criticized  the  UGDP  study  on  the  basis  that 
the  members  of  the  team  overlooked  the 
complexities  of  the  cardiovascular  disease 
and  the  fact  tliat  the  etiology  of  arterio- 
sclerosis is  still  an  unknown  factor.  The 
group  study  ignored  also  the  cumulative  risk 
factors  in  the  tolbutamide  treated  patients. 

In  conclusion,  in  the  opinion  of  most  in- 
vestigators and  clinicians,  the  UGDP  study 
did  not  present  convincing  evidence  that  the 
oral  hypoglycemic  agents  are  contributing  to 
the  increased  cardiovascular  death  rate.  The 
study  groiq)  and  their  critics  seem  to  agree  on 
one  issue,  namely  that  the  present  methods  of 
treatment  of  diabetes  are  not  contributing  to 
the  prolongation  of  the  life  of  the  diabetic. 
However  it  is  an  uncontestable  fact  that  the 
neglectfid  diabetics  provide  the  highest  ratio 
of  hospital  admissions.®  Closer  attention  to 
better  control,  insulin  in  the  juvenile  form, 
and  oral  agents  in  the  maturity-onset  dia- 
betics seem  to  help  patients  to  lead  a more 
useful  life  and  may  delay  many  ultimately 
unavoidable  complications. 
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Bitknts  fdl  asleep  quick 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  lnsomnia,^’2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
ofsub}ects. 

Results  shown  represent  average  values  in  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  In 
clinical  studies,  instances  of  morning  “hang- 
over” have  been  relatively  Infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References;  1.  Frost,  J.  D.,  Jr.;  “A  System  for  Automatically  Analyz- 
ing Sleep.”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A..  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


On 

Dalmane 
flurazepam  HCI) 


time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


inical  effectiveness  as 
)ven  in  the  sleep  laboratory 


urazepam  HCO 

30-mg  capsule  h.s.— usual  adult  dosage. 
i15-mg  capsule  h.s.— initial  dosage  for 
triy  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness [e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

It  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects',  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/ V Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann -La  Roche  ‘ho. 

V X Nutley,  New  Jersey  071 10 
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Endorsed  Insurance  Plans 

ACQDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness : may  be  EXTENDED  to  7 years 

a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance 
(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

"A"  'A' 

HOSPITAL-MONEY  PLAN 

$20- $30- $40  per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACaOENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit) . 

★ ★ ★ 

H.R.  10  (KEOGH)  RETHIEMENT  PLAN  ★ ★ CORPORATE  MASTER  PLAN 

APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  EVC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIaware  34340 
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When  a person  is  drunk  enough  to  require  medical 
attention,  the  physician  had  better  know  not  only 
what  to  do  but  what  not  to  do.  Dr.  Fagan  here  pre- 
sents some  practical  suggestions. 


Management  of 
Acute  Alcoholism 


Paul  Fagan,  M.D./Bloomfield 

Alcoholism  is  a chronic  disease  and  to  be 
effectively  treated  must  be  so  recognized.  The 
acute  episode  is  only  the  smallest  manifesta- 
tion but  does  present  a frequent  problem  for 
the  emergency  room  physician.  The  follow- 
ing comments  are  suggestions  for  treating  the 
acute  episode. 

Acute  alcohol  intoxication  is  an  acute  psy- 
chotic state.  Delusions  or  paranoid  ideas  sug- 
gestive of  a chronic  psychotic  reaction  may  be 
evidenced.  Evaluation  and  diagnosis  must  be 
deferred  until  after  the  toxic  effects  of  the 
alcohol  have  been  eliminated. 

1.  Be  alert  for:  (a)  .Skidl  fractures,  (b) 

Subarachnoid  hemorrhage,  (c)  Urinary  tract 
infections,  (d)  Atypical  pneumonia  and  tu- 
berculosis, (e)  Aspiration  pneumonia,  (f) 
Pancreatitis,  (g)  Duodenal  ulcer,  and  (h) 
Cirrhosis. 

2.  Do  not  use  Paraldehyde: 

a.  A marked  cross- tolerance  exists. 

b.  Paraldehyde  addiction  occurs  readily  and  is  more 
discouraging  to  treat  than  alcoholism. 

c.  It  is  a toxic  substance,  a jrolymer  of  acetaldehyde, 
which  is  the  first  breakdown  product  in  the 
metabolism  of  alcohol. 

d.  Sudden  death  has  been  reported  following  use  of 
paraldehyde. 

e.  Most  paraldehyde  is  excreted  through  the  liver. 

3.  Do  not  use  barbiturates: 

a.  A high  proportion  of  alcoholics  are  already  addicted 
to  barbiturates. 

b.  Large  doses  have  surprisingly  little  sedative  effects 


on  these  patients.  Frequently  paradoxical  excite- 
ment is  produced. 

c.  Barbiturates  (except  phenobarbital)  are  excreted 
mainly  by  tbe  liver  which  in  the  alcoholic  may  be 
acutely  or  chronically  damaged.  Phenobarbital  is 
loo  slow  acting  to  be  of  real  value. 

Do  use  Librium®.  Physical  restraint  can 
usually  be  eliminated  by  using  this  drug  50  to 
100  mgm  by  mouth  or  intramuscularly  every 
three  hours.  Dosage  should  be  titrated  since 
Librium®  can  be  cumulative. 

If  the  patient’s  general  condition  is  satisfacto- 
ry but  he  has  been  vomiting  or  is  clearly 
dehydrated,  give  intravenous  fluids.  Two 
thousand  cubic  centimeters,  half  of  which 
should  be  10  per  cent  glucose  in  distilled 
water  and  the  other  half  5 per  cent  glucose  in 
normal  saline.  Add  100  milligrams  of  thiamin 
and  5 cubic  centimeters  of  B-complex  concen- 
trate to  each  bottle.  This  should  be  given 
rapidly,  as  fast  as  it  will  run  through  a num- 
ber 19  needle  if  there  is  no  question  concern- 
ing cardiac  reserve. 

A tachycardia  in  the  neighborhood  of  120  per 
minute  is  not  unusual  as  withdrawal  symp- 
toms appear  and  is  not  a contraindication  to 
intravenous  fluid  therapy. 

Always  draw  blood  for  blood  sugar  determi- 
nation before  starting  intravenous  glucose  to 
rule  out  hypoglycemia  and  hyperglycemia, 
both  of  which  can  occur  in  the  acute  alco- 
holic. 

Never  give  intravenous  glucose  without  add- 
ing 100  milligrams  of  thiamin  to  each  1,000 
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cubic  cendmeiers.  Without  thiamin,  acute 
precipitation  of  Wernicke’s  Syndrome  has 
been  observed.  Oral  fluids  and  nutrition  are 
preferable  if  the  patient  is  able  to  take  them. 

The  patient  has  eaten  little  or  nothing  for 
days  or  weeks  and  it  is  reasonable  to  suppose 
the  body’s  glycogen  reserse  is  low,  though  the 
blood  sugar  will  ordinarily  be  normal.  There 
is  biochemical  evidence  that  the  electrolytes 
are  not  significantly  altered,  except  for  a 
slight  decrease  in  chloride. 

5.  Tranquilizers  in  the  acute  agitated  alco- 
holic, like  reserpine  or  meprobamate  are  not 
effective  at  this  time,  although  they  mav  have 
a place  in  treating  the  alcoholic  experiencing 
Avithdrawal  symptoms. 

6.  Complications: 

a.  Convulsions:  The  seizure  is  indistinguisha- 
ble from  any  grand  mal  epileptic  fit.  It  usual- 
ly occurs  three  or  four  days  after  the  last 
drink.  It  is  not  a cause  for  alarm.  Xo  specific 
treatment  is  indicated,  nor  is  the  fit  likely  to 
recur  immediately.  An  electroencephalogram 
will  show  nonspecific  changes  that  eventually 
revert  to  normal.  The  spinal  fluid  is  normal. 

person  who  has  had  an  alcoholic  comml- 
sion  is  likelv  to  have  another  if  he  embarks 
on  another  binge. 

b.  Acute  Hallucinosis:  This  is  the  most  com- 
mon form  of  acute  brain  syndrome  in  alco- 
holics. If  mild,  it  can  be  handled  on  an  out- 
patient basis  though  hospitalization  is  alwavs 
desirable.  Hallucinations  may  be  auditors’  or 
visual  or  both.  They  may  be  frightening  or 
the  patient  may  find  them  merelv  interesting. 
Usually,  some  degree  of  apprehension  is 
noted  because  the  hallucinations  are  likelv  to 
be  bizarre.  Pink  elephants  are  rarelv  seen  but 
small  insects  are  common,  .\uditorv  phenom- 


ena frequently  take  the  form  of  voices  call- 
ing the  person  by  name  (usually  without 
paranoid  overlay)  . He  may  hear  radio  pro- 
grams not  perceptible  to  others.  The  patient 
may  tell  you,  for  instance,  that  he  heard  a 
radio  at  home  even  though  he  had  pulled  the 
plug  out.  This  indicates  that  he  is  in  some 
degree  of  contact,  which  is  generally  true.  He 
will  ordinarily  be  fairly  cooperative  and  may 
be  amenable  to  reassurance  that  his  hallu- 
cinations are  imaginary.  He  does  not  appear 
physically  very  sick.  Distinguish  this  syn- 
drome from  delirium  tremens:  a catch-all  di- 
agnosis freely  applied  to  any  form  of  acute 
brain  syndrome  or  even  to  a person  showing 
some  degree  of  somatic  tremor.  Actually,  it  is 
a specific  entity  which  constitutes  a major 
medical  emergency  and  requires  immediate 
and  energetic  treatment  in  a hospital.  The 
patient  is  obviously  and  seriously  ill.  There  is 
fever,  usually  101  or  more.  He  is  delirious 
and  entirely  out  of  contact.  The  stream  of 
talk  is  continuous  and  incoherent.  Psychomo- 
tor agitation  is  present.  Patients  should  be 
sedated  with  a sufficient  amount  of  Librium* 
and  should  then  be  ^•igorously  hydrated. 
Death  is  most  often  from  hyperthermia  or 
heart  failure.  \Vith  careful  sup>ervision  and 
good  nursing  care,  uncomplicated  delirium 
tremens  should  rarely  result  in  death.  Admit 
this  patient  to  the  hospital  and  do  not  at- 
tempt to  treat  him  as  an  outpatient. 

7.  Everv  acute  alcoholic  should  have  follow- 
up, long-term  care  if  his  chronic  alcoholism  is 
to  be  controlled  and  repeated  acute  episodes 
are  to  be  avoided. 

Immediately  after  the  patient  has  sobered  up, 
and  while  he  is  still  hospitalized,  he  is  in  the 
most  receptive  mood  for  the  suggestion  of 
need  for  him  to  seek  outpatient,  long-term 
help.  Referral  to  the  .Alcoholism  Treatment 
Center  is  indicated  at  this  point. 
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the  compound  analgesic 
that  calms  instead  of  caffeinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
CA  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  Wh 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  'A  gr.  (No.  2),  'A  gr.  (No.  3)  or  1 gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed:  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 


^ad  clear  upon  arising 


For  upper  respiratory  allergies  and  infections  including 
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Whether  he  knows  it  or  not,  ci’ery  physician  heroines 
involved  in  a “trnn<:frrence”  in  relations  xrith  his 
patients  and  may  he  a factor  in  "regressing"  them. 


The  Difficult  Patient 
in  Medical  Practice* 


Lawrence  Deutsch,  M.D./Englewood 
Discussers:  Milton  Shoshkes,  M.D./ 
Millburn  and  Paul  F.  Syracuse,  M.D./ 
Irvington 

1 Iiere  is  need  for  psydiiati  ists  and  j)sychoan- 
alysts  to  share  certain  aspects  of  their  exper- 
tise with  other  branches  of  medicine.  A\’e  live 
in  an  era  of  “Sensitivity  Therapies,”  "En- 
counter Groups”  and  cults,  whose  proponents 
liave  better  public  relations  men  and  better 
jrress  liaison  than  we  do.  Hence  the  average 
l)usy  surgeon,  internist,  or  pediatrician  has 
little  ojjportunity  to  rc\itali/e  his  psychiatric 
knowledge. 

Physicians  find  themsehes  in  the  position  of 
being  among  the  most  revered  and  the  most 
leviled  of  professionals.  .Admiration  tends  to 
be  more  overt,  but  hostility  tends  to  be  more 
covertly  demonstratetl.  Patients  will  complain 
to  friends  about  a doctor’s  ineptness,  the  time 
spent  waiting,  the  unnecessary  workup  or  the 
exorbitant  fee.  Patients  often  show  uncon- 
scious hostility  by  procrastinating  in  paying 
bills,  by  arriving  late,  or  by  cancelling  ap- 
|K)intments.  Other  patients  show  their  ambiv- 
aleme  condemning  all  dottors  but  for  one 
or  two  who  are  then  labelled  “honest”  or 
“old-fashioned  type  doctor.”  Most  physicians, 
in  truth,  are  sincere  and  dedicated,  and  are 
the  recipients  of  many  patients’  marked  am- 
bivalence. We  would  jjrofit  from  examining 
some  of  the  causes  of  such  ambivalence, 
hopefully  to  learn  to  handle  common  office 
problems  more  effectivelv. 

Sick  people  come  to  us  for  a “nire.”  When 
we  see  them,  we  ask  them  to  bare  themselves 


to  us,  psychologically  and  physically.  I'hus, 
we  are  seen  as  omnipotent  and  parental. 
UHien  a young  child  is  hurt  or  ill,  the  parent 
is  clearly  seen  as  omnipotent,  the  one  who 
will  cure  or  arrange  a cure.  Young  children 
are  not  only  physically  handled  and  exam- 
ined by  their  parents  but  are  expected  to 
reveal  all  the  details  of  their  illnesses,  which 
is  similar  to  our  historv  taking.  A transfer- 
ence of  feeling  from  parent  to  doctor  takes 
jrlace  c\en  belore  the  patient  knows  very 
much  about  his  physician.  This  transference 
is  accompanied  by  some  level  of  regression 
and  infantilization.  Ever)  physician  should  be 
aware  of  the  clevelojnng  transference.  Ihe 
regression  should  be  cjualitatively  and  quanti- 
tatively appropriate.  We  can  understand  this 
prexess  by  recalling  our  own  experiences  as 
patients. 

I he  physician’s  attitudes  and  behavior  may 
color,  strengthen  or  potentiate  aspects  of  the 
transference.  I shall  focus  my  attention  on 
two  general  issues,  (a)  how  to  understand  the 
nature  of  the  transference  at  any  given  time, 
and  (b)  how  to  handle  certain  basic  types  of 
interplay  in  order  to  have  a transference  that 
works  to  a |>atient’s  best  advantage. 

Psychiatrists,  in  dealing  with  iransference 
reactions,  have  the  advantage  of  knowing  sig- 
nificant past  family  and  developmental  his- 

*Rca<l  before  the  Section  on  r.sychiatry  and  Neuro- 
logy, 205th  Annual  Meeting,  The  Medical  Society  of 
.New  Jersey.  .Atlantic  City,  May  16.  1971.  Dr.  ncuisch 
is  Cdinical  .Assexiate  Professor  of  Psychiairv,  Hownsiaie 
Medical  Center,  New  York;  Dr.  Shoshkes  is  an  internist 
on  the  staff  of  the  Overlcxik  Hospital  in  Summit,  and 
Dr.  Syracuse  is  a psychiatrist  on  the  staff  of  Clara 
Afaass  Hospital  in  Belleville. 
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toiy  and  llius  ot  being  able  to  assess  and  to 
anticipate  the  transference.  This  transference 
is  a repetition  of  the  patient’s  earlier  atti- 
tudes toward  his  parents.  All  physicians 
should  be  aware  of  the  ubicpiity  of  transfer- 
ences, should  avoid  overly  intense  transfer- 
ences and  should  discourage  excessive  infan- 
tilization  of  patients. 

Some  patients  feel  they  have  fallen  in  love 
with  their  physicians.  This  applies  to  patients 
of  both  sexes  and  applies  to  both  overt  and 
covert  seductive  behavior.  Patients  are  con- 
stantly fencing  with  their  doctors  in  an  at- 
tempt to  determine  and  control  the  personal 
level  of  the  doctor-patient  relationship.  This 
is  particularly  the  case  with  those  patients 
who  tend  to  be  more  infantile  and  who, 
therefore,  feel  that  good  medical  care  can  be 
forthcoming  only  when  a doctor  has  a special 
personal  and  even  physical  interest  in  them. 
There  is  a wide  spectrum  of  ways  in  which 
persons  make  jiasses  at  their  physicians.  For 
example,  on  one  end  of  the  sjjectrum  there 
are  those  who  are  overtly  seductice  and  invite 
sexual  episodes.  At  the  other  end  there  are 
those  who  seek  to  find  common  interests  with 
their  doctors  in  order  to  assure  interest  in 
themselves.  Some  patients  regress  further  on 
an  experimental  basis  to  determine  if  the 
regression  itself  will  interest  the  doctor.  An 
illustration  of  this  last  situation  might  be  a 
patient  calling  his  physician,  internist,  psychi- 
atrist, and  so  on,  to  ask  advice  on  the  treat- 
ment of  some  minor  illness  that  certainly  did 
not  warrant  the  physician’s  attention.  Some- 
times such  patients  will  demonstrate  the  re- 
gression involved  by  introducing  themselves 
by  their  first  names,  assuming  that  they  are 
children,  known  by  their  first  names  and 
known  to  their  doctors.  Thus,  a new  patient, 
let  us  say  Miss  Smith,  may  well  call  her  physi- 
cian and  say:  “Dr.  Jones,  this  is  Jane,  and  I 
want  to  ask  yon  about  a problem  that  I 
have.’’  There  are  countless  varieties  of  such 
seduction.  There  are  some  patients  who  use 
shocking  sexual  language,  others  who  insist 
on  relating  sexual  exploits  and  still  others 
who  permeate  each  visit  with  “dirty”  jokes. 
Many  physicians  have  developed  technics  for 
handling  the  seductiveness  of  their  patients. 


However,  some  physicians  are  so  flattered  by 
this  (and  other  physicians  so  flustered  by  pa- 
tients’ seductive  behavior)  that  they  do  not 
handle  it  appropriately.  For  example,  when  a 
patient  calls  and  says,  “This  is  Jane,”  Dr. 
Jones  might  say,  “Jane  who?”  Let  us  say  the 
patient  replies,  “Why,  Jane  Smith,  I saw  you 
last  week.”  At  this  point  if  the  doctor  replies, 
“Why  yes,  Jane,  what  can  I do  for  you?”,  he 
will  set  a different  tone  than  if  he  says,  “Why 
yes,  Miss  Smith,  what  can  1 do  for 
you?”  Someone  might  object  at  this  jx)int  say- 
ing that  the  patient  is  only  trying  to  be 
friendly,  not  necessarily  seductive.  This  is  not 
really  the  issue.  It  may  be  cpiite  approjiriate 
under  certain  circumstances  to  use  a patient’s 
first  name.  1 he  issue  is  to  understand  behavi- 
or in  terms  of  transference,  regression,  and 
infantilization.  We  do  not  wish  to  infantilize 
our  patients  unnecessarily.  The  medical  situa- 
tion carries  with  it  an  adequate  amount  of 
infantilization  and  regression  even  when  pa- 
tients are  encouraged  bv  the  doctor-patient 
relationship  to  a more  mature  state.  The 
])hysician  who  is  flattered  by  the  patient's 
interest  in  him,  need  ask  him.self:  “Is  this 
patient  interested  in  me  jtersonally,  or  is  this 
])atient  seeking  good  medical  care  by  a tech- 
nic that  she  employed  all  her  life  with  her 
])arents?”  In  most  cases  it  would  be  the  latter, 
that  is,  purely  a transference  relationshi[). 
This  orientation  allows  us  to  deal  with  the 
patients  who  are  overtly  seductive.  One  can 
sit  do^cn  with  a patient  and  explain  in  a|qno- 
priate  language  .some  of  the  things  that  1 
have  presented  here.  One  must  learn  to  ex- 
plain to  a jjatient  in  a di.screet  manner  that 
his  or  her  feelings  are  understood  to  be  sin- 
cere and  are  very  flattering,  but  that  in  the 
physician’s  o|hnion  thev  represent  a transfer- 
ence of  feeling  in  an  atienqjt  to  develop  a 
feeling  of  security.  Each  |)hysician  must  use 
his  own  language  and  must  be  kind  and  sin- 
cere. One  way  of  discouraging  regression  and 
infantilization  in  the  medical  office,  is  the  u.sc 
of  gowns.  Other  ways  are;  examining  part  of 
the  patient  at  a time  while  covering  other 
parts,  presence  of  office  nurse,  and  arranging 
to  ha\e  the  patient  dress,  leave  the  examin- 
ing room,  and  come  into  the  consultation 
room  before  discussing  the  findings.  In  a few 
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s|>ecial  situations,  encouraging  regression  ma\ 
be  salutory.  Howe\er,  a physician  must  be 
certain  that  it  is  for  the  patient’s  benefit  and 
neither  for  tlie  physician’s  pleasure,  nor  for 
the  sake  of  e\pedienc\. 

Physicians  are  constantly  laced  with  the  prob- 
lem of  reassuring  anxious  patients.  Let  me 
illustrate  some  of  the  inherent  difficidties  and 
complexities  involved  in  this  process.  I was 
teaching  a group  of  medical  residents  and 
presented  them  with  a hvpothetical  situation. 
I said,  “Let  us  suppose  that  a 28  vear-old 
woman  came  to  your  office  with  a small  lump 
in  her  breast,  one  that  she  had  recently  no- 
ticed while  showering.  You  confirm  the 
presence  of  this  lump  and  indicate  that  surgi- 
cal intervention  is  mandatory.  Then  let  us 
assume  that  the  patient  begins  to  sob.  A\  hat 
do  \ou  do  to  reassure  her?”  One  resident  said 
that  he  would  assure  her  that  she  most  likelv 
did  not  have  breast  cancer  since  in  her  age 
group,  and  with  the  a])pearance  of  the  lesion, 
it  was  most  probably  benign.  .Another  res- 
ident said  that  one  could  never  be  certain  of 
this.  Anyway,  the  fact  that  every  patient  has 
to  sign  for  a jx).ssible  radical  mastectomv  con- 
tradicts this.  He  felt  that  his  a])proath  woidd 
be  to  point  out  that  even  if  it  were  malignant 
the  patient  had  iliscovered  it  earlv  and  the 
prognosis  lor  cure  aitd  survival  was  good. 
The  third  resident  disagreed.  He  felt  that 
patients  were  more  afraid  of  being  maimed. 
It  was  his  experience  tliat  women  feared  the 
loss  of  sexual  attractiveness  and  that  some 
feared  the  inaljility  to  have  children  after 
such  surgery.  He  felt  that  these  were  the  fac- 
tors with  which  to  deal.  A'et  another  resident 
suggested  that  the  patient  might  need  reassur- 
ance about  the  ojierative  procedure,  the  anes- 
thesia, and  the  competency  of  the  surgeon. 

All  of  this  illustrates  a number  of  points. 
Thus,  each  resident  had  his  own  precon- 
ceived notion  as  to  why  the  patient  was  cry- 
ing. Each  revealed  his  own  fears,  were  he  to 
be  in  that  position.  Then,  each  lost  his  objec- 
tivity and  confused  the  patient  with  himself; 
he  projected  onto  the  ]>atient  his  own  fears 
and  fantasies.  The  correct  answer  woidd  have 
been  to  have  asked  the  patient  whv  she  was 


cning  and  to  have  proceeded  from  there. 
One  should  have  been  prepared,  under  those 
circumstances,  to  give  the  patient  fifteen  or 
twenty  minutes  to  discuss  those  things  that 
most  bothered  her  about  her  situation.  It 
takes  that  length  of  time  for  a patient  to  go 
from  the  shock  of  the  situation  to  some  un- 
derlying fears.  There  are  several  dangers  in 
what  the  residents  might  have  done.  One  is 
that  a patient  might  have  been  made  aware 
of  a continsenev  that  she  had  not  even  con- 
sidered  and  that  this  would  only  intensify  her 
anxietv  and  depression.  Refer  back  to  our 
original  model — that  the  transference  to  the 
physician  includes  some  amount  of  regression 
and  infantilization.  Then  we  can  explore  the 
meaning  to  the  patient  of  a doctor  introduc- 
ing and  projecting  his  own  fears  on  to  the 
patient.  What  this  says  to  the  patient  in  effect 
is,  “I  know  better  than  \ou  do  what  is  bother- 
ing you  or  should  be  bothering  you.”  Such  an 
omnipotent  approach  encourages  further  re- 
gression anti  ultimately  a poorer  response  to 
what  already  seems  to  the  patient  to  be  an 
overwhelming  situation.  The  exact  situation 
applies  in  psychiatric  and  psychoanalytic 
treatment.  Great  care  must  be  taken  if  one 
sets  out  to  reassure  the  distraught  patient. 
One  should  seek  the  patient’s  associations 
and  realize  that  the  greatest  reassurance  lies 
in  (a)  the  existence  of  a positive  transference 
and  (b)  in  the  patient  feeling  understood  by 
a correct  and  documented  interpretation.  .A 
reassuring  speech  carries  with  it  a tendency 
for  the  therapist  to  identify  with  the  patient 
and  to  project  his  own  fears  into  the  situa- 
tion, all  of  which  may  or  may  not  be  disrup- 
tive. 

.Anxieties  in  people  reflect  early  childhood 
experiences,  conceptions,  and  misconceptions. 
I he  average  physician  does  not  know  what 
the  patient’s  early  childhood  experiences 
were  and  thus  does  not  know  his  exact  trans- 
ference role,  nor  the  direction  of  the  patient’s 
regressive  tendencies,  nor  those  areas  where 
repression  has  been  successful.  It  is,  therefore, 
essential  for  him  to  listeu  to  his  patient  in 
order  to  know  what  fears  are  consciously  j^er- 
ceived  and  which  require  reassurance.  This  is 
different  from  allowing  the  ]5atient  a verbal 
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(■alharsis,  ^vhicli  imjjlies  listening  to  anything 
that  the  patient  says  without  particular  re- 
sponse. Rather,  there  are  realistic  fears  that 
(an  l)e  dealt  with,  to  a greater  or  lesser  de- 
gree. it  one  learns  in  which  direction  the 
patient’s  experiences  lie,  which  means  tak- 
ing lime  to  listen  to  the  patient. 

• \ physician  should  not  treat  intimate  family 
(iiembers,  lest  he  lose  his  objectivity.  A 
similar  situation  occurs  rvhen  a physician  is 
overly  involved  with  (or  even  overly  svmpa- 
thetic  to)  a patient,  thus  identifying  himself 
with  the  patient.  T his  may  or  may  not  apply 
to  Iriends  or  patients  with  tvhom  the  physi- 
cian has  become  ver\  close  over  the  years.  In 
terms  ol  the  model  that  we  hase  discussed, 
what  may  happen  is  that  the  physician  truly 
leels  like  a ]>arent  and  the  patient  senses  the 
reaction  in  the  jjhysician  and  in  turn  reacts 
to  that.  I hen  a syndjiotic  union  is  formed 
rather  than  a helpfid  patient-doctor  relation- 
ship. Consecjnently,  a jjhysician  in  any  spe- 
cialty must  be  very  introspective  and  assess 
his  (ounler-translerence  to  the  jratient  when- 
e\er  he  is  treating  someone  toward  cvhom  he 
has  j)art icularly  strong  positive  or  negative 
leelings. 

W’here  we  have  encouraged  the  omnipotent 
role  ol  the  physician,  any  therapeutic  failure, 
despite  the  most  expert  medical  care,  leads  to 
enormous  patient  disappointment  and  hostili- 
ty and  projection  of  blame  onto  the  “all  ])ow- 
erlid”  physician.  One  way  to  minimize  such 
hostility  is  to  respond  positively  to  requests 
lor  consultations.  .Such  a consultation  legally 
protects  the  ])hysician.  It  also  affords  the 
physician  an  cijjjjortunity  to  teach  a number 
of  things  to  his  patient.  My  remarks  first  will 
a])ply  to  the  ]>r()ce.ss  of  referrals  to  doctors  in 
specialties  other  than  psychiatry.  Explanation 
;is  to  the  choke  of  consultant  is  most  impor- 
tant. Patients  do  not  take  for  granted  that 
our  choice  ol  ccjiisidtant  is  Ixised  largely  or 
solely  on  the  considtant’s  skills.  They  tend 
to  wonder  (consciously  or  unconsciously) 
whether  Iriendship  for  another  phvsician 
leads  to  a sjjecilic  relerrtd.  I'he  best  surgeon 
to  do  an  appendectomy  may  not  be  the  best 
cpialified  to  do  a mastectomy.  I have  found 
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that  patients  appreciate  our  thoughtfidness 
and  our  attempts  to  find  the  consultant  best 
equipped  to  handle  a sijecific  problem.  I have 
always  discussed  the  cpialifications  of  a con- 
sultant and  why  1 specifically  chose  that  per- 
.son  when  I have  made  a referral. 

If  a patient  whom  I was  treating  wanted  a 
considtation  because  he  felt  not  enough  prog- 
ress was  made,  I would  encourage  this  but 
would  suggest  that  he  see  someone  of  at  least 
ecpial  stature  and  jrreferably  someone  with 
more  experience  in  relation  to  his  specific 
prczblem.  This  apj)roach  helps  humanize  the 
doctor  and  tends  to  minimize  the  infantile 
dependent  transference. 

A more  vexing  and  clifficidt  jrroblem  con- 
cerns referral  by  the  internist  of  patients  with 
psychiatric  problems.  There  have  been  vari- 
ous estimates  concerning  the  proportion  of 
functional  disorders  coming  to  the  internist's 
or  general  practitioner’s  office.  Estimates 
range  from  40  to  80  jier  cent.  Theoreticalh . 
most  of  these  patients  might  profit  from  psy- 
chiatric help.  But  practically,  that  would  be 
an  impossibility.  The  field  of  providing  psy- 
chological hel]j  is  complicated.  There  are  so- 
cial workers  and  jzsychologists  with  vaiping 
amounts  of  training,  psychiatrists,  child  psy- 
chiatrists, jjsychoanalysts,  and  child  psychoan- 
alysts, all  doing  therapy.  There  are  endless 
arguments  between  various  groups  concern- 
ing the  advisability  of  medical  training  as  a 
background  for  jjsychological  therapy.  It  is 
my  personal  conviction  that  a medical  back- 
ground is  of  great  assistance  in  the  treatment 
of  the  emotionally  disturbed.  Psychosomatic 
reactions  are  almost  always  pre.sent,  and  the 
therapist’s  knowledge  of  medicine  is  of  con- 
stant value.  The  referring  physician  shoidd 
know  and  take  the  responsibility  for  the 
type  of  referral  he  is  willing  to  make.  In  mv 
community,  members  of  the  Psychoanalytic 
Society  (the  groiq)  with  which  I am  most 
familiar)  see  a certain  number  of  psychiatric 
consultations  each  week  even  though  thev 
themselves  do  not  have  the  time  to  treat  new 
j:>atients.  skilled  jisychiatrist  or  psychoan- 
alyst in  any  community  will  know  the  strong 
and  weak  points  of  his  colleagues  and  which 
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therapists  work  best  tvith  ceriain  age  groups 
or  t\ith  certain  types  ot  psychopathology. 
Thus,  an  internist  may  profit  from  de- 
\eloping  a relationship  with  a psychiatrist 
tvhose  judgment  he  trusts,  who  will  ser\e  as  a 
clearing  house  and  who  will  screen  and  place 
his  patients  appropriately.  The  internist  recip- 
rocates by  evaluating  the  psychiatrist’s  pa- 
tients who,  for  example,  may  be  hypochon- 
driacal or  whose  complaints  may  be  psy- 
chosomatic or  conversion  reactions.  Such  co- 
operation and  mutual  learning  are  highly  de- 
sirable for  the  welfare  of  the  patient  and  the 
edification  of  all  involved.  Psvchiatrists,  too. 
develop  a relationship  with  colleagues  in  oth- 
er parts  of  the  country  to  whom  thev  can 
refer  patients  moving  to  new  communities, 
riiis  is  not  an  insignificant  benefit  from  at- 
tending national  specialty  meetings. 

Serious  transference  problems  can  develop 
with  consultations,  if  overt  or  coxert  competi- 
tion develops  between  the  several  jthvsitians 
lor  the  primary  management  of  a ]jaiient. 
Kqtially  disastrous  is  a situation  where 
neither  physician  wants  to  assume  primary 
responsibility.  In  each  situation  of  joint  in- 
volvement, one  physician  must  bear  the  ma- 
jor responsibility  for  the  management  of  the 
patient  and  must  serve  a liaison  function. 
When  this  resjxtnsibility  is  transferred,  the 
patient  should  be  so  notified. 

.\  patient  suffering  from  diabetes  mcllitus  de- 
\elo])ed  severe  diabetic  retino])ath\  and  was 
referred  to  an  ophthalmologist  b\  his  intern- 
ist. The  ophthalmologist  in  turn  referred  him 
to  a retinal  specialist  who  treated  him  xvith  a 
lasar  type  of  therapy*  to  altlate  developing 
aneurysms  in  retinal  vessels.  Despite  the  treat- 
ment, the  disease  progressed.  This  specialist 
told  him  of  two  other  specialists  xvith  whom 
the  patient  then  consulted.  Each  had  a differ- 
ent opinion  about  further  treatment.  The  pa- 
tient, who  knew  of  me  through  a Iriend, 
called  for  a consultation.  He  felt  anxious  and 
depressed.  Despite  the  oitvious  and  realistic 
fears  of  impending  blindness,  his  more  imme- 
diate concern  (which  he  had  to  be  helped  to 
recognize  and  verbalize)  was  that  of  utter 
helplessne.ss  and  confusion  in  the  presente  of 


so  mam  specialists.  He  needed  someone  to 
integrate  the  various  opinions.  I spoke  with 
his  internist  concerning  the  necessity  of  hav- 
ing one  person  collect  the  data,  who,  xvith  the 
patient,  would  decide  on  appropriate  treat- 
ment. The  internist  chose  another  ophthal- 
mologist who  agreed  to  do  just  that,  and  the 
patient’s  acute  anxiety  melted  away. 

Similar  situations  arise  in  the  treatment  of 
psychosomatic  patients.  In  recent  years,  more 
psychiatrists  and  psychoanalysts  have  been 
treating  psychosomatic  patients  suflering 
from  illnesses  such  asthma,  ulceratixe  co- 
litis, migraine  headache,  and  so  on,  using 
dynamic  psychotherajjcutic  measures  alone. 
Residts  have  been  excellent  and  haxe  paral- 
leled those  rejxtrted  by  .Sperling’’. 

rsychosomatic  patients  tend  to  form  marked- 
ly infantile  and  dependent  relationships. 
They  like  to  attribute  this  to  being  physically 
ill,  but  investigation  of  their  pre-morbid 
states,  rexeals  that  similar  dependent,  infan- 
tile relationships  alxxays  were  present.  The 
handling  of  the  transference  of  a psychosoma- 
tic patient  is  very  tricky  and  if  the  transfer- 
ence is  mishandled  or  exen  if  the  vicissitudes 
of  it  are  unrecognized,  severe  exacerbations 
of  the  somatic  complaints  may  result. 

Let  us  examine  xvhat  at  first  may  seem  para- 
doxical. If  the  transference  becomes  negative 
(that  is,  if  a patient  distrusts,  dislikes,  or  dis- 
lespects  his  physician)  his  psychosomatic  ill- 
ness can  worsen.  If  he  becomes  very  involved 
lihidinallx  xxith  his  physician,  over-xalues 
him,  and  entlows  him  xxith  magical  (|ualities, 
his  physical  condition  similarly  may  xvorsen. 
Either  extreme  produces  a transference  im- 
passe. Psychosomatic  patients  use  body  lan- 
guage to  express  rage  because  they  are  in 
great  fear  lest  they  destroy  objects  by  direct 
rage,  and  becati.se  the  very  objects  they  hate, 
they  also  need.  Consequently,  rage  is  ex- 
pressed symbolically,  masochistically,  and 
magically.  Thus,  xxhen  such  patients  have 
strong  negative  transference  feelings  toxvard 
an  internist,  a gastroenterologist  or  a psychia- 
trist the  result  often  is  physical  sxmptom 
exacerbation. 
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On  the  other  hand,  due  to  the  primitive 
nature  of  such  patients  and  their  early 
fixations,  unconscious  phantasies  toward 
lo\ed  objects  are  regressive  and  have  many 
perverse  elements.  When  the  very  friendly 
physician  is  viewed  as  seductive  by  the  psy- 
chosomatic patient,  the  patient  wards  off  this 
“seducer”  by  becoming  ill.  As  the  illness 
wards  off  the  sexualized  object,  it  also  brings 
the  object  closer  because  the  sick  patient 
needs  nurturing.  Wdth  active  disease,  the  pa- 
tient feels  safe  because  he  has  regressed  via 
his  illness.  He  is  at  oral  or  anal  levels  and 
thus  has  avoided  phallic  striving  and  the 
oedipus  complex. 

1 \vish  there  were  some  way  to  advise  physi- 
cians as  to  how  to  achieve  the  perfect  balance 
ijetween  closeness  and  distance,  between  hu- 
man concern  and  professional  objectivity. 
There  is  no  single  level  to  delineate,  since 
each  person  is  so  different  that  rvhat  one  pa- 
tient perceives  of  as  seduction  another  may 
feel  to  be  rejection  and  vice  versa.  Yet  this 
very  concept  may  be  helpful  to  our  non- 
psychiatric colleagues.  For  example,  weekly 
sigmoidoscopy  of  a colitis  patient  is  often 
viewed  bv  the  patient  as  a seduction.  Such 
procedures  can  be  psychologically  traumatic 
and  perpetuate  the  condition  of  the  patient. 
Following  our  model,  such  patients,  to  avoid 
leeling  seduced,  may  regress  and  either  act 
more  infantile  or  develop  more  somatic  symp- 
toms. 

Sperling,  Deutsch,  and  Mintz-  have  reported 
on  the  need  for  primary  psychiatric  manage- 
ment of  the  psychosomatic  patient  undergo- 
ing  psychoanalysis  or  dynamic  psychotherapy, 
d'hose  who  have  had  special  training  in  the 
treatment  of  such  patients  (as  lor  example, 
the  members  of  the  Postgraduate  Study 
Group  on  Psycho.somatic  Diseases  of  the  Psy- 
choanalytic A.s.sociation  of  New  York)  realize 
the  need  to  institute  normalness:  normal  diets, 
normal  activities,  and  elimination  of  drugs,  as 
soon  as  feasible.  Drugs,  for  example,  are  re- 
jdaced  by  the  therapeutic  alliance  and  posi- 
ti\e  translerence  without  which  one  cannot 
and  should  not  attempt  to  effect  such  re- 
placements. Fhe  positive  translerence  must 


lae  enhanced  and  should  not  be  split  any 
more  than  is  absolutely  necessary.  To  split 
the  transference  between  two  or  more  physi- 
cians causes  confusion  and  further  regres- 
sion. This  is  particularly  true  since  the 
patient  associates  the  internist  with  drugs, 
restrictions,  and  hospitalization.  The  trained 
dynamic  psychiatrist  seeks  to  strengthen  ego 
functions,  thus  to  increase  the  patient’s  feel- 
ings of  self-esteem  and  personal  responsibility. 

To  illustrate  this  consider  the  following: 

A woman  at  age  34  consulted  me  because  of  severe 
ulcerative  colitis.  She  had  been  ill  with  this  for  ten 
years.  During  this  period,  she  had  seen  the  same 
internist.  An  acquaintance  of  hers  had  been  success- 
fully treated  for  this  by  a psychoanalyst  and  she 
suggested  that  the  patient  consult  him.  After  such 
consultation,  the  patient  was  referred  to  me  for  treat- 
ment. The  internist  told  the  patient  that  he  had  no 
objection  to  her  seeing  me  but  warned  her  not  to 
see  me  when  she  was  in  an  acute  phase  lest  I upset  her. 
nor  to  go  too  often  lest  the  intensity  aggravate  her 
illness,  and  to  continue  to  see  him  once  weekly. 
4V’henever  the  internist  saw  the  patient,  he  signroido- 
scoped  her.  Her  husband,  who  was  a dentist,  often 
accompanied  her  and  the  internist  frequently  would 
call  him  in  during  sigmoidoscopy  to  show  him  the 
condition  of  the  mucosa.  The  patient  wore  diapers 
during  acute  exacerbations,  which  at  times  were 
changed  by  her  mother.  'Udien  she  came  to  my  office, 
she  wore  two  pairs  of  cotton  panties  and  a pair  of 
rubber  panties  on  top.  During  the  early  phase  of 
treatment,  we  discussed  how  she  was  using  her  body, 
by  bleeding  or  with  diarrhea,  in  order  to  deal  with 
frustrating  situations.  Such  interpretations  had  a 
salutory  effect  and  she  stopped  bleeding.  However, 
her  weekly  visit  with  the  interirist  invariably  led  to 
some  exacerbation  of  the  diarrhea.  He  would  attack 
my  work  by  juggling  her  drugs  based  on  the  number 
of  stools  that  she  reported  and  by  lecturing  her  about 
the  inherent  weakness  in  her  body.  Although  he 
constantly  devaluated  the  psychoanalytic  approach, 
he  made  frequent  suggestions  of  a mairipulative  na- 
ture, such  as  that  the  patient  take  a vacation  away 
from  her  husband  or  away  from  her  mother  in  order 
to  decrease  stress.  It  soon  became  apparent  to  the 
patient  that,  on  the  one  hand  he  was  attacking  psy- 
choanalysis, and  on  the  other  hand  was  indicating 
that  psychogenic  factors  played  a major  role  in  her 
illness  and  that  he  wished  to  treat  the  psychogenic 
factors  by  home-spun  advice  and  organic  methods. 

I was  very  patient  with  her  and  pointed  out  repeat- 
edly how  she  used  the  orientation  of  the  internist  as 
a way  of  reinforcing  her  illness  and  denving  its  ps\- 
chogenicity.  She  appreciated  the  fact  that  I was  not 
personally  threatened  by  the  internist,  but  rather  inter- 
ested in  helping  her.  She  finally  asked  me  for  a med- 
ical referral.  I gave  her  the  names  of  several  internists 
who  were  interested  in  this  disease.  She  cliose  one 
who,  coincidentally,  was  known  to  her  family  and  she 
subsequently  remained  with  him.  He  and  I discussed 
the  medical  management,  and  he  agreed  that  re- 
peated sigmoidoscopies  were  unnecessary.  He  told 
the  patient  that,  barring  difficulties,  he  did  not  want 
to  see  her  more  frequently  than  once  a month  and 
that  later  he  rvould  see  her  much  less  frequently.  .\s 
soon  as  the  change  of  internist  was  made,  there  was 
an  alteration  in  the  patient’s  general  behavior  and 
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(Icmean(')i.  1 lierc  was  much  less  infamilization  and 
she  began  to  drive  to  appointments  alone  rather  than 
having  her  husband  bring  her.  We  discussed  the 
meaning  of  her  wearing  rubber  panties,  which  she 
discontinued  shortly  thereafter.  The  patient's  treat- 
ment was  very  rewarding.  The  splitting  of  the  trans- 
ference with  the  original  internist  was  a resistance 
that  had  to  be  worked  through  before  treatment 
could  became  meaningful.  I shall  not  discuss  the 
details  of  her  subsequent  successful  treatment. 

The  medical  management  of  this  patient  had 
led  to  regression  because  the  first  internist 
took  an  untenable  position,  namely  that  he, 
not  the  patient,  could  cure  or  at  least  control 
the  patient’s  disease.  The  difficulty  with  such 
a position  is  that  an  intense,  ambivalent  trans- 
ference developed,  based  on  the  patient’s  ear- 
lier relationships  to  parents  seen  as  omnipo- 
tent. ^Vhen  the  patient  became  angry  with 
him,  as  when  he  had  her  husband  observe 
her  colon,  the  patient  retaliated  by  exacer- 
bation. This  enabled  her  to  defy  the  intern- 
ist, to  demonstrate  his  impotency  and  at  the 
same  time  to  retain  a dependent  relationship. 
.Since  such  sick  patients  have  oral  and  anal 
fixation,  when  the  transference  is  split  be- 
tween one  physician  offering  drugs  and  infan- 
tilization  and  another  physician  encouraging 
the  development  of  self-esteem,  personal  con- 
trol, and  frustration  tolerance,  this  ty]ie  of 
jiatient  becomes  involved  with  the  “magic” 
and  does  not  work  effect i\ely  psychothcrapeu- 
tically. 

Another  inherent  danger  in  the  joint  man- 
agement of  psychosomatic  jiatients  is  based 
on  the  very  nature  of  the  doctor-patient 
transference.  Children  have  two  parents  and 
normally  play  one  off  against  the  other.  Re- 
gressed adults,  particularly  those  with  psy- 
chosomatic illnesses  enjoy  perpetuating  this 
game  by  playing  off  internist  against  psychia- 
trist. If  there  is  rivalry  between  the  phvsi- 
cians,  these  patients  sense  it  and  exploit  the 
situation.  If  there  is  no  rivalry'  they  try  to 
create  one  by  subtle  provocative  measures. 
Typically,  such  a patient  will  make  an  ap- 
pointment with  his  internist  or  take  medica- 
tion without  discussing  it  in  psychotherapy.  If 
physicians  are  aware  of  these  maneuvers,  they 
insist  that  all  moves  be  out  in  the  open. 
Barring  emergencies  the  psychiatrist  will  not 
unilaterally  discontinue  medications  without 


prior  consultation  with  the  internist,  nor  will 
the  internist  institute  major  medical  pro- 
cedures, prescribe  tranquilizers,  and  so  on, 
without  prior  consultation  with  the  psychia- 
trist, if  the  tendency  to  play  one  physician  off 
against  the  other  is  to  be  frustrated  for  the 
patient’s  ultimate  benefit. 

Discussion 

One  can  tlelineate  what  is  conscious  from 
what  is  unconscious  in  human  thought.  This 
is  called  the  “topographic”  approach.  Anoth- 
er way  of  viewing  behavior  is  by  ascertaining 
the  basic  conflicts  confronting  a person;  this 
is  known  as  the  “dynamic”  approach.  Still 
another  avenue  of  exjdoration  concerns  itself 
with  childhood  experiences  leading  to  cur- 
rent conceptions  or  misconceptions.  In  this 
instance  we  seek  the  “genesis”  of  the  conflict. 
Often  we  review  functioning  in  terms  of  ener- 
gy distribution.  Psychic  energy  is  not  of  infi- 
nite quantity  and  thus  lethargy  and  disinter- 
est may  represent  limited  available  energy  in 
one  sphere  clue  to  excessive  involvement  or 
preoccupation  in  other  spheres  of  interest. 
Here  we  speak  of  an  “economic”  a]jproach. 
The  “structural”  point  of  view  describes 
functioning  by  examining  certain  psychic 
agencies  in  the  mind,  the  “ego,”  the  “id”  and 
the  “superego.”  Further,  the  relationship 
each  has  with  the  other  psychic  agencies  and 
with  external  reality  can  be  explored.  Final- 
ly, the  “aclaptational”  point  of  reference 
deals  with  functioning  as  it  leads  to  and  per- 
mits adaptation  for  the  individual  and  to  his 
specific  environment. 

French  first  described  how  human  beings 
have  a proclivity  for  transference  relation- 
ships when  dealing  with  meaningful  persons. 
•Such  transference  relationships  are  complex, 
based  on  earlier  experiences. 

Any  physician  is  dealing  with  an  unknown 
quantity  when  working  with  a new  patient. 
,^ny  astute  and  sensitive  physician  who  has 
worked  with  a patient  for  a number  of  years 
has  learned  a great  deal  concerning  the 
metapsychological  structure  of  that  patient, 
whether  or  not  he  separates  the  various  com- 
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ponents  of  the  patient’s  jjsyche.  It  is  hoped 
that  physicians  will  make  themselves  more 
cognizant  of  transference  reactions  and  that 
the  importance  of  such  reactions  in  general 
medical  cases  will  be  appreciated.  The  unique 
role  of  the  physician  has  been  described 
to  demonstrate  how  it  leads  to  intense  trans- 
ferences. There  is  a normal  tendency  for  a 
person  in  such  a transference  situation  to 
tend  to  regress;  unfortunately  this  regression 
often  goes  unnoticed  by  patient  and  physi- 
cian. However,  in  the  presence  of  medical 
faihire  or  disappointment  by  the  patient  in 
any  aspect  of  his  treatment,  regression  fre- 
quently becomes  evident  as  intense  hostility. 
Since  we  cannot  guarantee  success  or  satisfac- 
tion despite  the  most  expert  and  conscien- 
tious care,  it  is  essential  for  the  welfare  of  the 
patient  and  doctor  to  minimize  such  regres- 
sions. Whereas  mtich  of  what  has  been 
presented  would  be  a j^art  of  using  “good 
common  sense,’’  it  is  m\  belief  that  under- 
standing the  principles  iinolved  in  the  doc- 
tor-patient  relationship  (as  well  as  the  inher- 
ent dangers  in  unknown  transference  rela- 
tionships) is  of  the  greatest  importance. 

Discussers 

Milton  Shoshkes,  M.D.,  Millburn 

We  internists  are  tjualified  to  treat  the  somat- 
ic aspects  of  disease.  But  we  are  uninstructed 
and  unprepared  to  treat  the  deeper  emotion- 
al problems  of  the  j^atient.  The  a\erage  in- 
ternist estimates  that  40  to  60  j^er  cent  of  his 
day  is  spent  with  patients  driven  to  seek  help 
Itecause  of  basically  functional  disorders. 

I bus,  the  physician  will  dispense  ad\  ice  and 
a wide  variety  of  medication  ^vhich,  he  as- 
sumes, ^vill  interrupt  and  even  erase  these 
uncomfortable  comjdaints.  d houghts  of 
transference,  let  alone  counter-transference, 
probably  ne\er  enter  his  mind. 

• \n  internist  who  has  not  jjersonally  had  ])sy- 
choanalytic  instruction  (or  therapv)  has  but 
the  A'aguest  notion  of  the  imjjlications  of  the 
title  of  Dr.  Deutsch’s  j^aper,  let  alone  the 
content  of  this  presentation.  ^Vhat  separates 

tThen  Profes,sor  of  P.svchiatry  at  Rutgers, 


the  internist  from  learning  psychiatric  thera- 
peutic skills  is  a definite  and  almost  tangible 
barrier  that  blocks  the  average  practitioner 
from  probing  into  the  deeper  psychiatric  un- 
derstanding of  disease,  of  how  emotions  can 
be  trouble,  not  only  to  his  patients  but  to  his 
own  relationships  to  his  patients  in  his  prac- 
tice. There  is  a frank  hostility  to  understand- 
ing the  psychoanalytic  theory  as  related  to 
the  dynamics  of  disease.  This  peculiar  resis- 
tance to  the  understanding  of  the  contribu- 
tions that  psychoanalysis  makes  to  the  un- 
derstanding of  human  behavior  is  profound 
and  widespread  among  nearly  all  of  my  peers. 
I cannot  offer  a satisfactory  explanation  as  to 
why  this  intolerance  to  psychoanalysis  as  well 
as  other  methodologies  of  psychiatry  exist, 
but  I am  certain  that  your  group  coidd  pro- 
pose some  better  insight  into  this  troubling 
problem.  As  example  of  this  general  resist- 
ance of  the  clinician  to  exploring  the  psychi- 
atric understanding  of  disease,  I must  cite  my 
experience  of  four  years  ago,  when,  with  the 
great  help  of  Albert  Silverman,  M.D.f,  we 
devised  a training  course  in  jrsvchosomatic 
medicine.  We  mailed  applications  for  this  to 
every  generalist  and  internist  in  New  jersey, 
totaling  1500  names.  Only  four  indicated 
their  possible  interest,  and  this  venture  was 
dropped.  As  another  frustrating  example,  I 
can  recall  futile  hours  spent  trying  to  con- 
vince excellent  gastroenterologists  that  ulcer- 
ative colitis  is  basically  an  emotional  disor- 
der. Despite  the  patent  personality  defects 
that  glaretl  in  their  patients,  these  gastroen- 
terologists preferred  to  invoke  the  etiologv  of 
a bacillus  or  an  unclassified  \irus  instead  of 
the  more  subtle  emotional  origin  of  this  ill- 
ness. Mtich  grotindwork  needs  to  be  ilone 
before  internists  can  be  reached  bv  these  con- 
cepts of  an  unconscious  mind  tvi caking  its 
havoc  on  a body  organ. 

The  comprehension  of  transference  is  ur- 
gently required  by  the  internist.  1 he  internist 
is  functioning  as  the  intimately  incohed  pri- 
mary physician  who  treats  families  rather  than 
the  distantly  separated  cold  consultant  of  the 
UXSO’s  and  19f0’s.  Transference  forms  the  ba.s- 
ic  strength  of  stich  a practice.  This  in  many 
ways  can  re.semble  that  of  a jisvc  hiati  i't  in 
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that  it  requires  the  gentle  uncovering  of  re- 
pressed and  turbulent  emotions.  \Vhen  this 
uncovering  occurs  negatively,  the  anger  in- 
duced can  erupt  into  a rage  directed  to  the 
physician,  even  to  the  point  of  precipitating  a 
malpractice  suit.  Many  of  these  malpractice 
suits  might  be  considered  evidence  for  my 
statement  confirming  that  the  witless  provo- 
cations by  the  unskilled  or  unconsciously  bru- 
tal physician  tampering  with  the  hidden 
rages  of  the  patient  has  created  this  retalia- 
tion as  the  only  way  the  patient  has  at  hand 
to  act  out.  The  physician  is  usually  surprised 
that  these  eruptions  are  focused  upon  him  for 
he  has,  to  his  own  knowledge,  attempted  to 
do  what  he  thought  “best  for  the  patient.” 
Certainly,  obtaining  consultations,  as  urged 
by  Dr.  Deutsch,  could  have  helped  to  abate 
some  of  this  emotional  outburst.  However, 
this  kind  of  physician  usually  wishes  to  domi- 
nate the  therapeutic  drama,  and  will  stick  to 
his  lonely  position  despite  its  rapidly  increas- 
ing hostile  isolation.  Unfortunately,  imperi- 
ous and  god-head  like  wishes  exist  in  many 
dominating  internists.  These  physicians  have 
no  concept  of  the  fact  that  they  are  as  vulner- 
able as  they  are  imperious.  Such  an  example 
is  that  given  by  Dr.  Deutsch  of  the  internist 
who  sigmoidoscoped  a palpitating  and  bleed- 
ing rectum  weekly;  a totally  unnecessary 
lunction.  This  type  of  physician  can  over- 
whelm, injure,  and  destroy  a witlidrawn  and 
frightened  subject,  who  has  been  exposed  to 
a similar  omnipotent  and  threatening  figure 
in  her  childhood.  I am  currently  reminded  of 
a gentle  55-year  old  woman  who  literally 
trembled  when  she  visited  me  professionally. 
This  trembling  was  so  marked  that  her  elec- 
trocardiograph was  a conglomeration  of  ex- 
traneous muscular  movements  superimposed 
upon  the  usual  tracing.  I met  her  first  at  the 
liedside  of  her  husband  whom  I had  treated 
for  an  acute  myocardial  infarction.  In  the 
course  of  our  gradually  developing  relation- 
ship, she  explained  that  she,  her  husband, 
and  her  children  “never  went  to  doctors.” 
They  had  avoided  the  standard  protection  of 
inoculations  required  for  the  prevention  of 
the  usual  contagious  diseases.  Her  admission 
was  uttered  boastfully,  perhaps  as  a defensive 
maneuver  to  conceal  her  own  confusion  as  to 


how  to  explain  her  obvious  dereliction  of 
standard  health  protection  that  she  denied 
to  her  family.  .After  one  whole  year  of 
trembling  in  my  presence,  she  was  finally 
able  to  state  (in  a self-discovery  fashion)  that 
I somehow  seem  to  remind  her  of  her  father 
in  that  she  recalls  experiencing  the  same  type 
of  fear  uhen  she  was  somewhere  near  his 
presence.  This  man  frequently  brutalized  her 
elder  siblings  in  her  large  family,  although  he 
rarely  struck  her.  Yet,  she  would  remember 
trembling  under  the  covers  of  the  bed  when- 
ever she  heard  his  terrorizing  footsteps  stoinp- 
ing  about  the  lower  floor.  She  realized,  of 
her  own  insight,  that  what  she  was  experienc- 
ing was  a transference  to  me,  her  internist. 
This  rather  broad  example,  simple  enough 
for  the  psychoanalyst  to  understand,  is  re- 
peated in  some  degree  by  eaclt  patient  wlio 
sits  across  our  desk. 

Problems  in  counter-transference  are  not 
as  well  covered  by  Dr.  Deutsch’s  excellent 
paper  due  to  the  limitations  of  time.  I hope 
he  will  enlarge  on  this  soon.  These  involve- 
ments with  our  jtatients  are  of  the  utmost 
importance,  and  can  predetermine  the  success 
or  failure  of  many  serious  therapeutic  prob- 
lems facing  the  physician.  The  ego-strengtii 
of  the  internist  is  a fragile  thing,  no  matter 
how  respected  and  well-trained  he  might  feel 
himself  to  be.  It  can  be  easily  strained  by  the 
querulous  conqjlaints  and  inferences  of  inad- 
equacy that  are  often  voiced  by  the  chronical- 
ly ill  patient  wlio  already  is  frightened  and 
often  emotionally  disturbed  because  of  his 
increasing  awareness  of  serious  and  chronic 
illness.  Because  of  this  emotional  strain 
(which  can  be  intolerable)  errors  of  judg- 
ment can  be  stimidated.  This  might  be,  for 
example,  the  use  of  an  unnecessary  biopsy  or 
the  ordering  of  a risk-inherent  diagnostic 
procedure  such  as  interarterial  x-ray  studies 
or  cardiac  catheterization  studies  that  might 
not  be  entirely  necessary  for  the  working  di- 
agnosis, or  even  the  dramatic  intervention  of 
exploratory  surgery.  These  diagnostic  pro- 
cedures are  called  upon  as  defensive  ma- 
neuvers and  even,  conceivably,  as  punish- 
ment for  the  offending  patient.  We  also  see 
the  moralistic  censoring  that  many  physicians 
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unconsciously  use  to  determine  the  extent  of 
their  sympathetic  involvement  and  even  the 
carefulness  of  the  diagnostic  evaluations  of 
the  problem  involved.  Censoring  might  arise 
in  the  treatment  of  an  alcoholic.  Alcoholism, 
in  the  mind  of  the  physician,  might  be  clas- 
sified as  a type  of  indefensible  self-induced 
illness  in  a ivorthless  individual.  The  drug- 
addicted  patient  will  often  appear  as  a rather 
woebegone  and  unsympathetic  individual 
who  will  receive  short  shrift  from  the  accusa- 
tory physician  playing  the  role  of  prosecutor 
and  judge  as  'W'ell  as  therapist.  These  also 
might  include  the  racially  or  religiously  prej- 
udiced physician,  who  will  unconsciously  dis- 
tribute  his  talents  variably  according  to  those 
he  identifies  with  the  most,  and  restricts  his 
efforts  for  those  against  whom  he  is  preju- 
diced. These  examples  are  important  aspects 
of  counter-transference,  more  so  than  the  pro- 
vocative thought  of  sexual  entanglements 
that  are  usually  adequately  handled  in  a de- 
fensive fashion  (whether  crudelv  or  with  ele- 
gance) by  most  internists. 

I hope  that  we  are  beginning  what  will  prob- 
ably be  a disappointingly  slow  and  tedious 
process  of  teaching  the  internist  and  general- 
ist some  of  the  basic  concepts  of  psychoan- 
alytic understanding  of  the  interrelationships 
between  a doctor  and  his  patient.  I urge  a 
girding  of  the  minds  of  the  missionary  an- 
alysts against  future  disappointments  that 
will  surely  occur.  Success  will  be  hard  won 
and  only  after  many  years  of  often  disillusion- 
ing trial. 

Paul  F.  Syracuse,  M.D.,  Irvington 

I'he  transference  concept  has  always  been 
a rather  complicated  phenomenon.  It  is  de- 
fined, in  a psychoanalytic  glossary  as  “the 
displacement  of  patterns  of  feeling  and  be- 
havior, originally  experienced  with  signifi- 
cant figures  in  one’s  childhood  to  individuals 
in  one’s  current  relationships.” 

Perhaps  the  outstanding  rvork  in  transference 
in  psychosomatic  patients  rvith  such  severe 
illnesses  as  ulcerative  colitis,  migraine,  asth- 
ma, and  some  dermatological  conditions  is  by 


Dr.  Melitta  Sperling,  with  whom  Dr.  Deutsch 
has  worked.  Her  contributions  should  be  re- 
quired reading  for  any  modern  day  medical 
student,  teacher,  and  practitioner.  Her  work 
has  advanced  the  psychiatric  understanding 
enormously  and  has  lead  to  the  formation 
of  several  graduate  study  groups  on  psycho- 
somatic disease.  The  psychiatrist  can  now 
successfully  treat  severe  somatic  illness  rvhere 
the  etiologic  roots  are  more  increasingly  be- 
ing delineated  as  functional.  Dr.  Deutsch's 
case  of  the  34  year  old  w'oman  tvith  ulcera- 
tive colitis  gives  us  ample  evidence  of  this; 
it  also  points  up  the  problems  inherent  in 
the  joint  management  of  the  psychosomat- 
ic patient  by  the  psychiatrist  and  internist. 
Wdrere  there  are  frequent  visits  to  the  intern- 
ist, along  with  visits  to  the  psychiatrist,  the 
patient  will  be  in  a difficult  position;  frustrat- 
ed by  the  lack  of  personal  contact  with  the 
therapist,  the  patient  places  the  internist  in 
the  special  position  of  being  the  object  of  this 
frustration.  This  can  be  a very  heavy  burden 
for  the  physician  and,  as  Dr.  Deutsch  pointed 
out,  can  manifest  itself  in  the  form  of  anger, 
seductiveness,  ambivalence,  or  excessive  re- 
gression. 

Here  is  a brief  account  of  a case  in  which 
there  was  a pre-existing  transference  to  the 
internist,  resulting  in  a split  in  the  patient’s 
psychic  energies  between  the  internist  and  my- 
self. She  was  a 16-year-old  girl  with  an  eight 
month  history  of  ulcerative  colitis.  She  was 
referred  by  her  pediatrician  following  hospi- 
talization, her  third.  Before  starting  psycho- 
therapy she  had  been  in  treatment  with  an 
internist  who  instituted  the  standard  organic 
regimen  for  this  illness.  There  was  little  im- 
provement and  he  felt  surgery  was  indicated. 
At  this  point,  the  patient’s  pediatrician  (who 
had  previous  good  results  with  other  psy- 
chosomatic patients  treated  psychiatrically) 
felt  that  psychiatric  consultation  was  in  or- 
der. 

4Vhat  I saw  was  a talkative,  bright,  open  ado- 
lescent, not  very  troubled  about  her  illness. 
This  was  reminiscent  of  the  “belle  indif- 
ference” so  frequently  seen  in  the  hysteric 
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personality.  Generally  speaking,  she  was  a 
neurotic  character  with  various  phobic,  obses- 
sive, compulsive,  and  depressive  features.  The 
acute,  sudden  somatic  symptoms  gave  her  a 
way  of  avoiding  these  and  other  deeper  prob- 
lems essentially  related  to  separation  anxiety. 
There  was  no  indication  of  jjsychosis  but  the 
defenses  in  such  patients  frecpiently  suggest  a 
psychotic  organization.  I'he  regressive  pidl 
and  primitiveness  of  their  defensive  oper- 
ations might  reinforce  such  an  impression, 
d he  patient  was  only  moderately  motivated 
to  start  psychiatric  treatment. 

As  therapy  progressed  she  became  mildly 
aware  that  there  was  a connection  between 
her  illness  and  her  emotional  life,  that  cer- 
tain conscious  problems  she  had  with  her 
family  and  in  school  “made  her  condition 
u'orse.”  She  began  to  understand  that  the 
colitis  was  “a  form  of  body  language  which 
enabled  her  to  express  strong  feelings  and 
impidses  immediately  without  being  con- 
sciously aware  of  them.’’  I attempted  to  help 
her  recognize  and  tolerate  these  impidses  and 
to  express  them  verbally.  But  there  was  a 
marked  reluctance  on  her  part  to  get  well. 
She  had  a strong  positive  transference  to  the 
internist.  She  was  making  w’eekly  visits  (many 
included  sigmoidoscopy)  without  mentioning 
it  to  me  in  the  therapeutic  hour.  She  felt  the 
internist  to  be  an  omnipotent  figure  who 
knew  best  and  who  knew  more  about  this 
disease  than  anyone  in  the  world.  This  feel- 
ing toward  the  internist  was  a repetition  of 
her  feeling  toward  her  father,  a man  who 
had  never  been  wrong  about  anything.  I'he 
transference  distorted  her  perceptions  and 
made  the  internist  the  recipient  of  many 
powerful  feelings  she  could  not  tolerate  con- 
sciously toward  her  father  but,  to  some  de- 
gree, could  toward  the  internist,  the  less  in- 
cestuous object.  I could  also  see  why  she  had 
the  negative  transference  to  me  and  why  she 
was  “Keeping  secrets.’’  It  was  to  protect  the 
alliance  with  the  internist-father.  As  long 
as  this  situation  obtained,  psychiatric  treat- 
ment would  be  difficult,  and  as  long  as  the 
internist  was  unknowingly  the  object  of  the 
transference  the  psychiatric  treatment  ivas  im- 
possible. 


Glearly  there  was  a piolilem  ol  split  trans- 
ference to  be  dealt  with.  With  the  patient’s 
knowledge,  I arranged  a meeting  with  the 
internist  where  I shared  with  him  the  signifi- 
cant data  of  her  past  family  and  dc\elo|)inen- 
tal  history,  spelling  out  how  these  genetic 
factors  contributed  directly  to  her  illness,  the 
fears,  and  phobic  formations.  I explained  the 
transference  relationship  to  him  and  how 
tricky  it  would  be  for  him  to  maintain  a neu- 
tral position  with  her.  He  then  saw  hoiv  his 
actions  were  being  construed  by  her  to  suit 
her  emotional  needs.  I also  hoped  as  did  Dr. 
Deutsch,  that  the  internist  w'ould  keep  the 
sigmoidoscopy  and  medication  to  an  absolute 
minimum;  he  was,  of  course,  to  maintain 
necessary  medical  supervision.  The  internist 
was  then  able  to  alter  his  jx)sition  .somewhat. 
Psychotherapy  jnogressed  and  the  deeper  im- 
plications of  the  transference  jiroblems  ivere 
explored  ivith  the  patient. 

At  a later  date  ivhen  the  possibility  of  surgery 
was  suggested,  the  patient  sought  a second 
medical  opinion.  The  consulting  internist  had 
seen  the  successful  psychiatric  treatment  of 
this  kind  of  case  and  encouraged  the  patient 
in  this  direction;  the  psychotherapy,  though 
still  in  the  early  phases,  had  begun  to  make 
more  available  to  the  patient  an  understand- 
ing of  many  aspects  of  her  relationship  to  her 
father.  She  then  elected  to  have  this  internist 
take  over  the  medical  management  of  her 
colitis.  He  agreed  to  take  the  patient  on  and 
(perhaps  understanding  the  complexities  of 
the  patient’s  transference  to  the  physician) 
maintained  a reasonable  medical  supervisory 
position.  It  is  interesting  to  note,  also,  with 
what  speed  the  patient  sought  out  a third 
internist  at  this  moment  to  back  up  the  other 
consultant  in  order  to  fill  the  emotional  void 
created  at  the  threatened  loss  of  the  first  fa- 
ther-internist figure. 

Dr.  Sperling’s  work  has  opened  new'  ave- 
nues of  treatment  for  the  psychiatrist;  pa- 
tients can  now  be  treated  who  once  would 
not  have  been  treated  psychiatrically  at  all  or 
w'ould  have  been  treated  with  poor  results. 
Dr.  Deutsch  has  shown  us  how  patients  estab- 
lish diflerent  kinds  of  relationships  with  the 
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physician  and  how  complicated  these  rela- 
tionships become  when  two  physicians  are 
involved.  I have  attempted  to  illustrate  in  my 
discussion  just  how  real  and  desperate  is  the 
need  of  the  patient  to  form  these  attach- 
ments. 

Dr.  Deutsch  disproves  Shaw’s  adage,  “He  who 
can,  does,  he  who  can’t,  teaches.”  Dr.  Deutsch 
does  both  and  verv  well  indeed.  He  has 


eloquently  taught  us  today  what  he’s  beauti- 
fully and  effectively  done  in  his  treatment  of 
the  psychosomatic  patient. 
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The  Second  Most  Prevalent  Disease 


(fonorrhea  ranks  second  to  the  common  cold 
as  the  most  prevalent  communicable  disease 
in  the  United  States.  Everv  fifteen  seconds 
someone  is  infected  with  gonorrhea.  Since 
I9()5,  the  incidence  of  gonorrhea  escalated  by 
about  fifteen  per  cent  per  year.  For  the  last 
six  months  of  1970,  it  is  estimated  that  the 
rate  of  gonorrhea  soared  to  315  per  100,000 
population.  These  figures  (from  the  U.S.  pub- 
lic Health  Service’s  Center  for  Disease  Con- 
trol) are  only  the  reported  cases.  CDC  esti- 
mates that  about  four  times  as  many  people 
or  more  than  two  million  were  treated  for 
gonorrhea  in  1970.  Also,  many  others  have 
the  disease  and  transmit  it  through  sexual 
contacts.  However,  many  women  don’t  de- 
\elop  symptoms  and,  therefore,  don’t  go  to 
doctors  for  treatment. 

UdIO’s  Pan  American  Health  Organization 
reports  that  the  IhS.  has  the  sixth  highest  rate 
of  gonorrhea  in  the  hemisphere.  Based  on 
1909  figures,  latest  available  for  individual 
countries,  PAHO  reports  that  Canada  is  thir- 
teenth highest  with  a 129  per  100,000  })opula- 
tion  incidence  rate,  while  the  highest  gonor- 
rhea rates  are  from  the  Caribbean.  Jamaica’s 
rate  of  2147  per  100,000  population  leads.  In 
Europe  the  incidence  of  gonorrhea  is  also  in- 
creasing. Although  venereal  disease  rates  of 
all  types  are  rising  throughout  the  world,  it 


has  been  labeled  as  reaching  “epidemic  pro- 
portions’’ in  the  U.S.  A.,  with  gonorrhea 
“clearly  out  of  control.’’  Reported  gonorrhea 
rates  are  highest  in  the  20  to  24  age-group 
(1,412  per  100,000  population  in  1969).  How- 
ever, the  15  to  19  age-group  has  the  most 
rapidlv  increasing  incidence  (20  per  cent 
climb  in  1967,  19  per  cent  jump  in  1968,  and 
another  19  per  cent  hike  in  1969).  It  seems 
that  the  organism  is  becoming  more  resistant 
to  penicillin  and  other  antibiotics  traditional- 
ly used  to  treat  gonorrhea. 

Changes  in  birth  control  practices  have  had  a 
substantial  impact  on  the  increasing  rates  of 
all  venereal  diseases,  some  experts  believe. 
W'HO  estimates  that  in  the  Western  world 
17.5  million  women  were  taking  oral  con- 
traceptives. Changes  in  modern  life  styles 
have  given  preference  to  the  pill  and  in- 
trauterine devices  over  the  condom,  which  is 
not  only  a birth  control  device  but  a VD  pre- 
ventive as  well. 

Dr.  .\rthur  E.  Callin,  chief  of  the  l’.\HO  U.S. 
VD  branch’s  jjrogram  services  section,  says 
that  “gonorrhea  is  a multi-million  dollar  lia- 
bility to  the  U.S. .A.”  taking  into  account  the 
costs  of  tests  and  physicians’  services,  along 
with  time  lost  from  work.  Controlling  \T,  he 
adds,  is  a “profitable  pid)lic  investment.’’ 


934 


THE  JOURN.M.  OF  I MF.  MEDIC. \I.  .SOCIEI  Y OF  NEW  JER.SEY 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3^/^,  phenacetin  gr.  IV2, 
caffeine  gr.  1/^. 
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Pyopen 

(sterie  disodium  carbenidlin) 


A serious  urinary  tract  infection . . . 

Proteus  vulgaris,  confirmed  by  pure  culture. 
Fortunately,  the  strain  proves  sensitive  to 
carbenicillin  and  the  patient  is  not  allergic  to 
penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis,  there 
are  no  reports  of  nephrotoxicity  or  ototoxicity 
with  Pyopen  therapy.  Particularly  valuable 
in  urinary  infections,  because  of  its  exceptionally 
high  urine  levels,  its  effectiveness  against 
Ps.  aeruginosa  and  Proteus  species  has  been 
amply  confirmed  by  clinical  experience  and 
microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning  materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities. . .A  Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  (phone;  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  vmte  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa. Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections,  severe  systemic  infections  and  septicemia; 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bactenologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis),  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions)  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include  Gram-Negative  Organisms- 
Ps.  aeruginosa.  Proteus  mirabilis.  Pr.  morganii.  Pr.  rettgeri,  Pr.  vul- 
garis.  E.  coli.  Enterobacter  species.  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species  Gram-Positive  Organisms-Staph- 
ylococcus  aureus  (nonpenicillinase-producing).  Staph,  albus.  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus faecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea.  Mima,  Citrobacter.  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase  Klebsiella 
species  are  resistant  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safely  for  use  in  pregnancy  has  not  been  established 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection.  should  be  kept  in  mind. 
Each  gram  contains  4 7 mEq  sodium,  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
IS  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  tor  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions  — SKin  rashes,  eosmophilia.  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances -Nausea. 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time  Hepatic  and  Renal  Studies- SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated  Central  Nerv- 
ous System- Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions  — Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis -particularly  when  undiluted  solution 
is  injected  directly  into  the  vein  How  Supplied:  Available  in  1 Gm. 
and  S Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR 


"Lhiig  research 
gives  me  the  tools 
that  save  lives." 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  & WORLD  REPORT. 
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Trustees'  Minutes 

September  19,  1971 

\ regular  meeting  of  the  Board  of  Trustees 
was  held  on  September  19,  1971,  at  the  Ex- 
ecutive Offices  in  Trenton.  Detailed  minutes 
are  on  file  with  the  secretary  of  your  county 
medical  society.  .A.  sunimary  of  significant 
actions  follows: 

Currier  Clinic  Sym posiinn  . . . Concurred  in 
the  action  of  the  President  which  gave  official 
permission  for  use  of  MSNJ’s  name  as  a co- 
o]>erating  agency  sjxmsoring  the  eleventh 
seminar  in  the  series,  “Psychiatry  for  the 
Phvsician,”  to  be  held  on  October  6,  1971. 

Comparative  Medicine-Human  Health  Series 
. . . Noted  that  once  again  MSNJ  is  listed 
as  a cosponsor  of  the  annual  program  in  the 
series  titled  “Comparative  Medicine-Human 
Health,”  to  be  held  in  North  Brunswick  on 
October  C.  Dr.  Edwin  Albano  continues  to 
be  the  Society’s  rejiresentative  and  a col- 
laborator in  the  ]M'eparation  of  the  programs. 

Educational  Credit  for  Society-Sponsored 
Progra?ns  . . . Directed  that  in  the  future 
all  Society-sponsored  programs  of  a scientific 
character  that  could  be  eligible  for  educa- 
tional credit  be  presented  to  the  Society  at 
least  two  months  in  advance  of  the  scheduled 
meeting  so  that  the  cpiestion  of  accreditation 
may  be  considered. 

Council  on  Legislation  . . . .Approved  the 
recommended  |x>sition  on  the  following  bills 
of  medical  interest,  with  the  noted  exceptions 
on  .A-2451,  .\-247f),  and  .A-2500: 

S-222S— I'o  establish  the  Aircraft  Noise  Control  .Act. 
ACTIOX  Dl-.H-.RRED,  peiuling  further  in- 
formation from  the  Department  of  Etiviron- 
mental  I’rotection. 

S-2200— To  retogni/e  the  Department  of  Institutions 
and  .Agencies,  replacing  the  Boaid  of  Control 
with  the  Board  of  Institutional  I rustees;  pro- 
vides for  appointment  of  the  Commissioner 


by  the  Governor  and  makes  the  Ciominissioner 
chief  executive  officer  of  the  Department. 
DISAPPROVED,  because  this  bill  would  re- 
tain mental  institutions  under  the  Depart- 
ment of  Institutions  and  .Agencies,  and  tlie 
•Society  supports  establishment  of  a separate 
department  of  mental  health  headed  by  a 
licensed  physician. 

8-2272—10  amend  the  New  Jersey  Controlled  Danger- 
ous Substances  .Act.  API‘R01'ED 

S-2275— I'o  prescribe  requirements  to  which  all  pre- 
scriptions for  controlled  dangerous  substances 
must  comply  under  supervision  of  the  Com 
missioner  of  Health.  DISAPPROVED,  because 
(1)  although  we  support  all  intelligent  and 
practicable  means  of  controlling  drug  abuse, 
the  volume  of  drugs  made  available  to  ad- 
dicts through  doctors’  prescriptions  is  mini- 
mal, (2)  the  work  entailed  in  keeping  these 
records  would  involve  quite  a bit  of  time 
and  expense,  and  (3)  because  present  New 
Jersey  and  Federal  Legislation  are  adequate 
enough  to  control  this  type  of  drug  abuse, 

S-2280— I'o  rejteal  .Sections  1,  2.  3.  4 &;  a of  Chaplet 
102.  F.L.  19.52  conceiiiing  the  Prevention  (-1 
Chronic  Illness  .Act.  .VO  ACTIOS 

S-2295-r<>  repeal  P.I..  1952.  Chapter  230,  requiring 
registration  of  certain  persons  convicted  ol 
crimes  or  offenses  relating  to  the  use,  posses- 
sion, sale,  transjjortation  or  other  dealings 
with  any  narcotic  drug.  APPROVED,  L.AW. 
C.  231  (1971) 

S-2303— To  authorii'e  the  State  Bottrd  of  Higher  F.dn 
cation  to  contract  with  and  provide  compen- 
sation to  any  school  of  medicine  listed  in  the 
World  Directory  of  Nfedical  Schools  which 
has  an  enrollment  of  not  less  than  150  stu- 
detits  who  had  been  residents  of  New  Jersev 
for  at  least  12  months  prior  to  entering  medi- 
cal school,  to  furnish  training  in  medicine  to 
such  students:  appropriates  .§1,500,000.  DIS- 
APPROVED, WITH  ACTIVE  OPPOSITIOS 
IF  THE  BILL  MOVES,  because  the  money 
would  be  better  spent  to  enlarge  and  etiuip 
the  ]>resent  two  schools  and  to  establish  a 
third  medical  school  in  the  State  of  New  jer- 
sey. 

SR-2015— To  create  a commission  to  study  methods  of 
relieving  the  existing  difficulties  of  the  several 
health  care  institutions  of  Huilson  County  to 
provide  more  efficient  management  and  ade- 
qnate  funding  of  such  institutions.  AP 
PROVED 

\-2389— I'o  create  a guaranteed  medical  education 
loan  program  within  the  Higher  Education 
.Assistance  .Authority.  APPROVED 

.\-2417— To  establish  the  Clean  Ocean  .Act  to  regulate 
and  control  the  disposal  of  waste  in  the  ocean 
oil  the  coast  of  the  State  and  to  authorize  the 
Commissioner  of  Environmental  Protection  to 
adopt  rules  and  regulations.  APPROVED, 
LAW,  C.  177  (1971) 
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A-2431— To  appiopriaie  $11,725,208  to  tlie  Depart- 
ment of  Institutions  and  Agencies  from  the 
Public  Buildings  Construction  Fund  for  con- 
struction at  the  Greystone  Park  Psychiatric 
Hospital.  APPROVED,  LAW,  C.  262  (1971) 

.A -2451— To  provide  for  admission  to  examination  for 
a health  officer  license  any  applicant  licensed 
to  practice  medicine  in  New  Jersey.  DISAP- 
PROVED, because  it  would  reduce  the  pres- 
ent c|ualifications,  with  hazard  to  the  public 
interest. 

Xote:  I'hc  Board  amended  the  recommended 
jiosition  of  “disapproved”  to  AP- 
PROVED. 

.\-2452— To  amend  the  Health  Care  Facilities  Plan- 
ning Act  to  permit  consideration  as  public 
need,  the  needs  of  members  of  a religious 
body  operating  a health  care  facility.  NO 
ACTION,  LA4V,  C.  138  (1971) 

.A-2455— To  amend  the  New  Jersey  Medical  .A.ssistancc 
and  Health  Services  Act  to  provide  for  a one 
year  contract,  renewable  annually,  between 
the  State  and  an  underwriter  and  fiscal  agent 
to  administer  payment  of  claims  under  the 
■Act  and  to  prescribe  information  on  expendi- 
tures to  be  maintained  by  the  underwriter 
and  fiscal  agent.  NO  ACTION 

.-\-2476— To  provide  that  bioanalytical  laboratories 
shall  bill  clients  directly  and  not  through 
physicians  as  middlemen.  APPROVED 

Xotc:  Idle  Board  DEFERRED  ACTIOX  on 
the  recommended  position  of  “ap- 
proved,” pending  a conference  with 
sjjonsors  of  the  bill. 

.A-2487— To  permit  boards  of  education  to  proride  sex 
education  in  grades  7 through  12.  DIS- 
.■iPPROVED,  because  sex  programs  should 
not  be  prohibited  for  pupils  below  the  7th 
grade,  provided  the  programs  and  teachers 
are  carefully  screened  and  approved  and  par- 
ental approval  is  given. 

.\-2500— I'o  provide  for  increased  health  manpower 
hy  giving  the  Board  of  Medical  Examiners 
authority  to  develop  and  approve  programs 
for  training  of  syniatrists  and  to  permit  ap- 
proved syniatrists  to  perform  certain  medical 
.services  under  the  supervision  of  licensed 
[ihysicians  or  surgeons.  DIS.4PPROVED,  be- 
cau.se  of  the  danger  that  uncpialified  persons 
may  be  empowered  to  carry  out  medical  pro- 
cedures on  patients. 

Note:  1 lie  Board  amended  the  recommended 
position  of  "disajiproved”  to  AP- 
PRO ]'ED. 

.A-2533— To  apjnopriatc  SlO.tKlO.OOO  to  the  Department 
of  Education  for  drug  cxiucation  programs  in 
elementary  and  secondary  schools.  DIS.4P- 
PROVED,  pending  the  lindings  and  recom- 
mendations ol  .4R-20IS. 


.A-2537— lo  direct  the  Commissioner  of  the  Depart- 
ment of  Health  to  establish  and  operate  a 
drug  treatment  center  in  conjunction  with 
the  Cheater  Paterson  General  Hospital,  to  be 
administered  through  the  Division  of  Narcotic 
and  Drug  Control  and  to  approve  $750,000 
therefor.  APPROVED 

ACR-2040— To  establish  a commission  to  study  condi- 
tions at  Newark  and  New  Brunswick  campuses 
of  the  College  of  .Medicine  and  Dentristry  of 
New  Jersey  and  proper  location  of  north  New 
Jersey  campuses  presently  located  in  Newark. 
DISAPPROVED,  because  the  proposal  en- 
courages delay  and  vacillation  inimical  to  the 
prompt  development  of  adequate  medical 
school  facilities  under  the  airspices  of  the 
■State  of  New  Jersey. 

\R-2018— To  create  a commission  composed  of  6 
members  of  the  General  .Assembly,  no  more 
than  3 for  each  party,  to  advise  and  assist 
the  Department  of  Education  in  the  deielop- 
ment  and  operation  of  a drug  education  pro- 
gram in  elementary  and  secondary  schools  of 
the  State  and  to  advise  the  Legislature  on  the 
progress  of  the  drug  education  progiam.  .4P- 
P ROVED 

Coinuil  on  Medical  Sendees  . . . Approve.! 
the  report  ol  the  Council  on  Medical  Serv- 
ices. including  the  follotving  recommenda- 
tions: 

1.  Position  Stateinejit  o)i  Pli\sicions’  .-Issis- 
tants — 

That  The  Medical  Society  of  New  Jersey,  recogniz- 
ing the  need  for  tjualified  persons  to  assist  physicians 
in  the  delivery  of  good  health  care  .services  to  the 
people  of  New  Jersey,  approve  and  support  the 
adoption  of  sound  and  innovative  programs  for  the 
development  and  production  of  appropriate  sup- 
portive allied  health  personnel,  and  support  legisla- 
tion that  woidd  remove  presently  existing  legal  re- 
straints and  thus  promote  the  development  and  utili- 
zation of  qualified  allied  health  personnel,  in  accord- 
ance with  the  .AM.A  guidelines. 

2.  Legislation  Concerning  Medical  .Assistants 
(Resolution  ^9)— 

I hat,  in  light  of  the  foregoing  position  statement  on 
physicians'  assistants.  Resolution  #9  (to  effect  enact- 
ment of  legislation  to  legalize  physicians’  use  of 
qiialificxl  allied  medical  personnel)  be  ajrproved  as  to 
substance  and  intent. 

3.  Physician  Shortage  and  Physicians’  .Assis- 
tants (Resolution  — 

I hat  the  action  of  the  1971  House  of  Delegates  in 
not  adopting  Resolution  #18  be  coucurrcxl  in  for  the 
following  reasons:  (a)  M.SNJ  is  already  clearlv  on 

record  and  active  in  encouraging  the  expansion  of 
present  medical  schools,  the  establishment  of  new  ones, 
the  reduction  of  medical  school  pi-ograms  to  three  cal- 
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endar  years,  and  iiurcascd  produtlioii  of  medical  iccli- 
nicians;  and  (b)  it  has  recommended  that  lire  .Society 
support  sound  programs  to  make  available  tlie  services 
of  properly  qualified  allied  health  personnel,  includ- 
ing physicians’  assistants. 

Note:  At  the  time  the  Board  voted  to  ap- 
prove the  (ioitntir.s  reconiinendation  (see 
above)  it  directed  that  it  be  oflicially  re- 
corded that  the  Society  apjjioves  the  ;idop- 
tion  of  legislation  to  make  available  physi- 
cians’ assistants  and  other  syniatrists  only  on 
the  basis  of  their  being  cert i lied  as  (|iialifietl 
and  not  separately  licensed. 

4.  Restriction  on  P.I..  89-239  (Resolution 
#2dj- 

I hat  the  action  of  the  1071  House  of  Delegates  in 
not  adopting  Resolution  #20  be  concurred  in  because 
it  is  the  opinion  of  the  Council  that  it  would  be 
beyond  the  power  of  either  MSN|  or  the  .AM.\  to 
place  limits  on  (or  revert  to  the  old  format)  the 
recent  shift  of  emphasis  under  I-'edcral  law  of  the 
thrust  of  P.1,.  89-239  and  Regional  Medical  Programs 
—whatever  its  faults,  RMP  in  New  Jersey  has  adiieved 
appreciable  and  signilicant  results. 

/.ong  Rtnige  Rlainiing  and  Development  . . . 
Approved  the  rcitort  of  the  September  12 
joint  meeting  of  the  Committee  on  Cong 
Range  IMaiming  and  Development,  the  Judi- 
cial Cioumil,  the  Council  on  Medical  Serv- 
ices, anti  the  Committee  on  Meilital  Educti- 
tion,  including  the  following  iecommend;i- 
lions: 

'I'hat  the  Board  of  rnistees  a|>point  ti  .State  Peer 
Review  Committee  tonsisting  of  at  least  lire  members, 
with  an  alternate  for  each  member,  and  with  each 
judicial  district  being  represented.  Ihe  C.ommitiec 
shall  be  given  the  anthoritv  to  call  consultants.  .Mso. 
the  Peer  Review  Committee  is  to  be  directed  ibat  its 
first  responsibility  is  to  devise  guidelines  for  operation 
of  peer  review  committees  at  state  and  tonntv  levels. 
Further,  that  the  Board  direct  component  medical 
societies  to  form  peer  review  committees,  subject  in 
operation  to  the  guidelines  hiier  to  be  supplied. 

. . . Dirctied  that  the  I’rcsidcnt  ;md  Chttir- 
man  of  the  Bottrd  appoint  the  members  of 
the  above-mentioned  Sttite  I’eer  Rev  iew  Com- 
mittee. 

2.  Ibat  the  ad  hoc  task  force  suggested  by  the 
New  jersev  Hospital  .Association  (to  explore  the  need 
for  improving  utilization  review  process  in  hos|)ilals 
and  possible  demand  by  the  .State  for  information  on 
quality  of  care  being  rendered  in  hospitals)  be  ap- 
pointed and  that  Doctor  l.onis  F'.  .Albright  be  a mem- 
ber of  that  task  force  atid  be  authori/ed  to  make 
further  appointments. 


State  Board  of  Medical  F.xaminers  . . . Di- 
rected that  the  following  (in  alphabetical 
order)  be  submittetl  as  candidates  for  ap- 
pointment to  the  State  Board  of  Medical  Ex- 
aminers, to  fill  the  vacancy  created  by  the 
resigntition  of  Dr.  John  F.  Kustruj),  whose 
term  would  expire  on  December  1072: 

William  Greilinger,  M.D.,  Belleville 

Raymond  .A.  McCormack,  Jr.,  M.D.,  Frcnion 

Emanuel  M.  Satulsky,  M.D..  Elizabeth 

SAMA  Representative  at  AMA  Clinnal  Con- 
vention . . . Directed  that  MSNJ  underwrite 
the  cxjzense  (in  the  amount  of  ,f225)  of  stu- 
dent jxirticijjation  on  behalf  of  SAMA  at  the 
.\M.\  Clinical  Convention  in  New  Orleans  in 
November. 

MSNJ’s  Employees’  Pension  Pla?i  . . . Re- 
ceived and  noted  that  IRS  has  approved  the 
secotul  amendment  to  the  MSNJ’s  Employees’ 
Pension  Plan,  which  provides  that  csmirloyces 
with  at  least  fifteen  years’  service  he  gianted 
a minimum  ])ension  ccpial  to  filty  per  cent  of 
their  average  final  compensation,  less  one- 
half  ol  their  primary  Social  Security  Itencfit. 

IRS  Reaulalions  Relative  to  Non-Related 

O 

Income  of  Non-piofil,  Tax  Exempt  Organiza- 
tions . . . Directed  that  the  lollowing  (om- 
munication  Irom  the  .\dvertising  Manager  ol 
The  fournal  Ite  refcried  to  Legal  Counsel  lor 
study  and  interpretation  of  the  new  IRS 
regulations,  as  they  mav  alfeci  MSNJ. 

On  Monday  of  this  week  (September  13)  in  New 
Orleans  at  tbe  State  Medical  Journal  Adverii.sing 
Bureau  Cionveniion  representatives  present  were  in- 
formed that  tbe  Federal  Review  of  .Saturday,  Septem- 
ber 11,  published  the  new  Internal  Revenue  .Service 
Regulations  relative  to  non-related  income  of  non- 
profit,  tax  exempt  organizations. 

Mr.  Karl  Nygren  (Kirkland.  F'.llis,  Flodson.  Chafleiz. 
Masters  and  Rowe  of  Chicago.  Bureau’s  Legal  Coun- 
sel) had  discussed  these  new  interpretations  with 
General  Cionnsel  of  the  .American  Medical  .Association 
and  their  (onsensns  is  that  each  mevlical  society  will 
need  to  carefully  review  its  legal  and  accounting  pro- 
cedures to  [Hiblication  income  and  expenditures. 

.All  state  medical  journals  operate  at  a deficit.  Never- 
theless, these  publications  may  be  subject  to  payment 
of  taxes  on  advertising  receipts,  based  on  local  in- 
terpretation by  IRS  representatives.  As  an  example, 
the  Nebraska  State  Medical  Association  has  been 
assc.ssed  a tax  for  1968  of  J2,900  and  a .f700  tax  lor 
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Ilio  year  I9(i9.  I iiless  specific  accoiiiuing  policies  are 
lollowecl.  advertising  net  income  (advertising  costs 
dedneted  liom  advertising  reventies)  may  be  non 
lelated  laxalrle  income  ei'cn  though  total  publication 
costs  exceed  total  publication  income. 

It  is,  tlierelore,  respectfnily  ret|iiested  that  the  Board 
of  1 iiistees  initiate  a review  by  appropriate  person- 
nel and  committees  of  its  present  policies  in  older 
to  jrlace  I he  Medical  Society  of  New'  Jersey  in  the 
most  lavorable  position  relative  to  its  Journal  ad- 
vertising and  other  non  related  income. 


AM  I Clinical  Convention  . . . Aitfliorized 
the  lollmving  (with  expenses  paid  at  a per 
diem  ol  .'ijirtO)  lo  atlend  die  1971  AMA  Clini- 
cal Convention  in  New  Orleans,  November 
28  to  December  I:  Ihesident,  President-Elect, 
Exeetttive  Director,  seven  regular  delegates; 
and  .seven  ttllernate  delegates. 


Statewide  Automated  Bookkeeping,  Account- 
ing, and  Billing  System  . . . Voted  to  recom- 
mend to  the  component  societies  the  proposal 
sttbmitted  bv  Data  Ciontrol,  Inc.,  for  the 
estaldislmieiu  tttul  operation  of  ;i  st;itewide 
atttomated  liookkeeping,  accotinting,  and 
billing  system. 


. . . Directed  that  this  recommendation,  to- 
gether with  supjxirting  informative  data,  be 
supplied  to  the  component  societies  and 
made  available  in  advance  to  the  presidents 
of  component  societies  so  that  thev  may  dis- 
cicss  the  item  at  the  forthcoming  Conference 
ol  Presidents  and  Presidents-Elect  in  connec- 
tion with  the  October  17  meeting  of  the 
Hoaicl  of  rnistees. 


AHENTION  COMPONENT  SOCIETIES 
Please  Note! 

The  206th  Annual  Meeting  of  MSNJ  will 
be  held  May  6 to  9,  1972.  Please 
schedule  your  county  meeting  for  elec- 
tion of  delegates  and  alternate  dele- 
gates so  that  the  names  can  be  for- 
warded to  the  Executive  Offices  no  later 
than  April  1,  1972. 


OWNERSHIP  STATEMENT 


STATEMENT  OF  OWNERSHIP  MANAGEMENT 
AND  CIRCULATION 


(Act  of  August  12,  1970:  Section  3685,  Title  39, 

United  States  Code) 

I.  Title  of  Publication:  THE  JOURNAL  OF  THE 

MEDICAL  SOCIETY  OF  NEW  JERSEY. 


2.  Date  of  Filing:  September  22,  1971. 

3.  Frequency  of  issue:  Monthly. 

4.  Location  of  known  office  of  publication:  315  West 
State  Street,  Trenton.  New  Jersey  08618. 

5.  Location  of  the  headquarters  of  general  business 
offices  of  the  publishers  (Not  Printers):  315  West  State 
Street,  Trenton,  New  Jersey,  08618. 

6.  Names  and  addresses  of  publisher,  editor,  and 
managing  editor:  Publisher.  The  Medical  Society  of  New 
Jersey,  315  West  State  Street,  Trenton,  New  Jersey; 
Editor,  Henry  A.  Davidson,  M.D.,  315  West  State  Street, 
Trenton,  New  Jersey;  Assistant  Editor,  Mrs.  Mar|orie 
Treptow,  315  West  Side  Street.  Trenton,  New  Jersey, 

7.  Owner  (If  owned  by  a corporation,  its  name  and 
address  must  be  stated  and  also  immediately  thereunder 
the  names  and  addresses  of  stockholders  owning  or 
holding  I percent  or  more  of  total  amount  of  stock.  If 
not  owned  by  a corporation,  the  names  and  addresses 
of  the  individual  owners  must  be  given.  If  owned  by  a 
partnership  or  other  unincorporated  firm,  its  name  and 
address,  as  well  as  that  of  each  individual  must  be 
given.):  The  Medical  Society  of  New  Jersey  315  West 
State  Street,  Trenton.  New  Jersey  (a  non-profit  corpora- 
tion of  New  Jersey). 

8.  Known  bondholders,  mortgagees,  and  other  security 
holders  owning  or  holding  1 percent  or  more  of  total 
amount  of  bonds,  mortgages  or  other  securities:  None 
(a  non-profit  corporation  of  New  Jersey). 

9.  For  optional  completion  by  publishers  mailing  at 
the  regular  rates  (Section  132.121,  Postal  Service  Manual). 
39  U.  S.  C.  3626  provides  in  pertinent  part:  "No  person 
who  would  have  been  entitled  to  mail  matter  under  former 
section  435?  of  this  title  shall  mail  such  matter  at  the 
rates  provided  under  this  subsection  unless  he  files  an- 
nually with  the  Postal  Service  a written  request  for  per- 
mission to  mail  matter  at  such  rates."  In  accordance  with 
the  provisions  of  this  statute,  I hereby  request  permission 
to  mail  the  publication  named  in  Item  ! at  the  reduced 
postage  rates  authorized  by  39  U.  S.  C.  3636.  (Signed: 

R.  H.  Lambert.  Business  Manager, 
The  Medical  Society  of  New  Jersey). 

10.  For  completion  by  non-profit  organizations  authorized 
to  mail  at  special  rates  (Section  132.122,  Postal  Manual). 
The  purpose,  function,  and  nonprofit  status  of  this  organ- 
ization and  the  exempt  status  for  Federal  income  tax 
purposes  have  not  changed  during  preceding  12  months. 


II.  Extent  and  nature  of  circulation: 


Average 
No.  copies 
each  issue 
during 
preceding 
12  months 

A.  Total  No.  copies  printed 

(Net  Press  Run)  8,752 

6.  Paid  Circulation 

1.  Sales  through  dealers  and  car- 

riers, street  vendors  and  counter 
sales  — 

2.  Mail  Subscriptions  8,264 

C.  Total  Paid  Circulation  8,264 

D.  Free  Distribution  bv  mail  carrier 
or  other  means 

1.  Samples,  complimentary,  and 

other  free  copies  356 

2.  Copies  distributed  to  news 

agents,  but  not  sold  » 

E.  Total  Distribution 

(Sum  of  C and  D)  8,620 

F.  Office  use,  left-over,  unaccounted, 

spoiled  after  printing  132 

G.  Total  (sum  of  E & F-~should  equal 

net  press  run  shown  in  A)  8,752 


Actual 
number  of 
copies  of 
single 
issue 

published 
nearest 
to  filing 
date 

8.800 


8,346 

8,346 

330 

8.676 

124 

8,800 


R.  H.  Lambert.  Business  Manager, 
The  Medical  Society  of  New  Jersey 
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We’ve  made  a move 


to  provide  even  better  service  to  our  3.5  million  subscribers 
and  nearly  8,000  Participating  Physicians. 


Medical-Surgical  Plan  has  moved  to  larger 
quarters  which  the  Plan  has  leased  in  a new 
building  at  33  Washington  Street,  Newark. 

For  some  time  the  Plan  has  been  overflow- 
ing its  headquarters  at  500  Broad  Street,  New- 
ark, and  has  had  to  take  additional  space  at 
several  other  locations,  as  personnel  were 
needed  to  cope  with  increasing  claims  volume, 
with  introduction  of  new  programs  and  with 
more  sophisticated  operating  technology. 


Nowall  the  Blue  Shield  operations  have  been 
pulled  together  under  one  tent. 

This  should  further  improve  the  efficiency 
of  our  operations,  as  well  as  costing  us  less, 
overall,  for  space,  and  allowing  for  further  ex- 
pansion when  necessary. 

We  intend  to  give  you  the  best  possible 
service  from  our  new  home.  Please  be  sure 
to  use  the  new  Physician  Inquiry  Unit  telephone 
number  - (201)  456-3250. 


BLUE  SHIELD^ 

Medical-Surgical  Plan  ol  New  Jersey 


NATIONAL  HEALTH  INSURANCE  BILLS  OF  1971 


'o 

|l 

health  protection 
certificates  which 
would  be  redeemed 
by  carriers. 

Grants  and  loans  to  in- 
crease health  manpower 
and  facilities  promote 
outpatient  centers, 
authorize  comprehensive 
health  planning.  Use 
existing  ma|or  military 
hospitals  to  train  new 
doctors  and  dentists. 

No  provisions  setting 
standards  for  pro- 
viders of  service 

pate,  the  federal  govern- 
ment would  pay  all  costs, 
then  recover  those  costs 
by  withholding  federal 
funds  otherwise  payable 
to  the  states. 

Present  Medicare  con- 
trol standards  would 
apply 

House  Wavs  and 
Means  Committees. 

If 

IJ 

IJ 

|i 

11 

Senate  Finance  and 
House  Ways  and 
Means  Committee. 

Means  Committee. 

Senate  Finance 
Committee. 

ilili 

No  change  for 

lee  schedule  for 
surgery  based 
on  relative 

iiiii 

Retain  present 
system. 

retain  present 
'system. 
Catastrophic 
Program: 
same  as  un- 
der Medi- 
care 

Isame  as 

under 

Medicare. 

ll 

s 
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Mi 

il 

1 

1 
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ii 

ii 

ii 

il 

il 

payroll  deductions. 

FHIP;  by  Federal  Government 

come.  FHIP  cost:  $1.2  billion 
in  new  Federal  ntoney.  Byrnes: 
under  certain  conditions. 
Federal  subsidy  lor  employers 
who  employ  10  or  fewer  persons 

ii 

§s 

!!! 

Employer/employee  con 
tributions  with  employer 
paying  75%  by  July  1.  1974. 

care  Part  A can  join  for  $27 
a month  A $700  tax  deduc- 
tion for  all  permitted  for 
health  insurance.  Pools  fund 
ed  by  state,  federal  and  health 
insurance  contributions. 

No  estimate  on  tost 

• ii ! 

IlijiM! 

hor  poor,  teoerai  govern- 
ment would  pay  85%  of  cost 

to  pay  balance  and  all 

For  others:  tax  on  wages, 

and  other  personal  income. 
No  estimate  on  cost. 

Payroll  taxes  reaching  .4% 
maximum  of  first  $9,000 
in  1980 

HEW  cost  estimate.  $2.5 
billion  for  first  year  of 
operation. 

DN  OF  BLUE  SHIELD  PLAN 

IhI»s 

11 

hi 

Replace  Medi- 
caid, exparxf 
Medicare  to 
include  every- 
one over  65 
and  all  per 

ting  Social 
Security  bene 
fits 

f 

Iliii 

RetainsMedi- 
careand  Medi- 
caid. Medicaid 
would  not  pay 

this  program. 

\L  ASSOCIATK 

FHIP  under  Secretary 
of  HEW, 

Secretary  of  HEW, 

Executive  Health 
Planning  Council 
and  State  Health 
Planning  Council 

CATASTRO 

State  would  design 
and  establish  plan 
under  regulations 
issued  by  HEW 

£ 

o 

0 
z 

1 1 

X :: 

HEW  through  Medi- 
care with  state 
agencirs  setting 
quality  standards. 

ED  BY  THE  NATION/ 

Underwrite 
NHISA. op- 
tion to 

HMOs;  could 
be  fiscal 
agent  lor 

FHIP 

Ii 

the  same 
with  car- 
riers par 
ticipating 
in  state 
pools  for 
poor  aruJ 
near  pour 

if 

Underwrite 
basic  and 

coverage  for 
poor  and 
basic  cover 
age  tor  all 
others. 

1 

!l 

lilt 

lih 

If 

For  poor 
private  car- 
riers. For 
others,  a 
federally- 
adminis- 
tered ca- 
tastrophic 
program. 

lilil 

NHISA;  Two  day  deductible, 
25%  coinsurance  per  year  for 
hospital:  $100  deductible,  25% 

fits  up  to  $50,000  FHIP  com 
surance  and  deductible  based 

varying  degrees  to  30  days 

Also,  emergency,  outpatient 

and  maternity  care. 

In  and  outpatient  hospital. 
ECF. medical  and  physician 
services,  home  health.  Pays 
up  to  120  days  for  hospital 
and  ECF.  80%  for  next  120 
: days,  50%  for  next  125  days, 
then  50%  of  cost  that  exceeds 
2%  of  a family's  adjusted  gross 
income  in  a benefit  year. 

: Pays  first  $5  for  physician 
home  and  office  visits  up  to 
$50  per  year.  Fee  schetfule 
for  surgery. 

To  be  phased  in,  in  three 
stages  to  be  virtually  com- 
prehensive for  all  by  Dec 
31,  1978.  State  health  plan 
for  poor  and  near  poor  phases! 
in  by  Dec.  31.  1976.  Maxi- 

and  deductibles  subject  to 
, adjusted  income 

Any  services  defined  as  medical 
care  under  Federal  income  tax 
law  Benefits  effective  after 
annual  deductible  determined 
by  a family's  income  and 
size.  No  deductible  for  low- 
income  persons 

Any  services  defined  as  medi- 
cal care  under  federal  income 
tax  law  Provided  through 
one  program  for  poor, 
through  second  program  for 
dll  others.  For  poor  no  de 

For  others:  dfxiuctibfe  would 
be  larger  of  $5,000  for  all  un- 
der 65.  $1,000  for  all  over 
65  or  25%  of  gross  annual  in- 
come, alter  that.  90%  of  cost 
covered. 

Same  as  Medicare  with  a 60 
day  deductible  and  coinsu 
ranee  of  25%  of  Medicare 
deductible  for  hospital  and 
12.5%  for  ECF.  Other 
medical  expenses  subject 
to  20%  coinsurance  after 
first  $2,000 
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Health  Insurance 
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PREPARED  BY  THE  NATIONAL  ASSOCIATION  OF  BLUE  SHIELD  PLANS. 
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E-Mycin®  250  ftig 

,En.in.°WClnTaWls. 

i(QS0 


U.S.P) 


Once  again  Upjohn  has 
been  able  to  reduce  the  ^ 

price  of  erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Upjohn 


E-Mycin* 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  49001 


(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


> 1971  The  Upjohn  Comwny 
JA7M711 


New  Malpractice  Rates 

1 he  annual  report  of  our  Committee  on 
Medical  Defense  and  Insurance  to  the  1971 
House  of  Delegates  described  activity  during 
the  past  year  regarding  our  Professional  Lia- 
bility  Insurance  Program.  Several  major  is- 
sues involving  the  insurance  company’s  atti- 
tude required  special  attention. 

.\  \ery  important  issue  was  the  demand  for 
another  substantial  rate  increase  of  48.5  per 
cent  for  this  year.  We  would  not  accept  this 
increase  because  it  was  not  justified  from  ma- 
terial and  statistics  reviewed  by  our  Commit- 
tee. We  informed  the  company,  through  the 
Hritton  .Agency,  that  it  should  submit  its  re- 
(]uested  increase  to  the  New  Jersey  Depart- 
ment of  Insurance  and  after  final  action  by 
that  de|jartment,  we  would  again  consider 
the  matter. 

The  New  Jersey  Department  of  Insurance, 
after  detailed  actuarial  analysis  of  submitted 
material  and  personal  discussions  with  insur- 
ance company  officials,  rejected  the  retjuested 
increase  in  rates.  Immediately  prior  to  our 
1971  convention,  the  company  informed  the 
Britton  .Agency  that  the  lowest  increase 
which  could  l>e  acceptable  to  the  company 
would  be  40  per  cent.  In  our  opinion  losses 
and  experience  in  New  Jersey  did  not  justify 
this  increase.  We  then  informed  the  com- 
pany that  we  w'ould  accept  a 10  per  cent  in- 
crease as  a maximum,  and  we  directed  the 
Britton  Agency  to  contact  other  insurance 
carriers  so  we  could  accurately  evaluate  our 
|K)sition. 

■After  contact  with  several  comjianies,  agree- 
ment was  reached  with  the  Federal  Insurance 
Company  managed  by  Chubb  & Son,  Inc., 
Short  Hills,  New  Jersey,  to  provide  coverage 
for  new  policies  and  all  renewal  policies  on  1 
November.  The  Chubb  Companies  are  as 
large  as  our  current  company.  The  Federal 
Insurance  Company  has  the  highest  possible 
ratings  for  financial  strength  and  policyhold- 
er service  in  Best’s  Insurance  Guide.  The  new 
company  will  continue  our  present  program 


with  all  loss  control  features.  We  agreed  to 
accept  a 10  per  cent  increase  in  rates  because 
of  the  impact  of  inflation  on  professional  lia- 
bility losses. 

1 he  Committee  has  learned  that  Chubb  5v 
Son,  Inc.  has  the  finest  reputation  in  all  areas 
through  the  insurance,  legal,  and  business 
professions,  as  rvell  as  with  the  New  Jersey 
Department  of  Insurance.  We  are  most  fortu- 
nate to  have  this  companv  to  serve  our  mem- 
bers. 

Fmployers  Insurance  Company,  in  accord- 
ance with  the  terms  ol  outstanding  {xilicies,  is 
obligated  to  ])iotect  all  insured  physicians  for 
claims  arising  from  acts  during  an  insured 
pcrlicy  period.  .\11  future  reports,  problems  or 
(juestions,  should  be  rejxirted  to  the  Britton 
.Agency  which  will  refer  proper  matters  to  the 
company. 

Renewal  policies  with  the  new  compain  have 
been  prepared  bv  the  Britton  Agency  and 
were  mailed  to  all  insured  members  during 
.September. 

Medical  Women's  Association 

The  New  Jersey  .Medical  Women’s  .Associa- 
tion operates  a placement  bureau  for  women 
physicians.  Full-time  and  part-time  positions 
are  available.  Call  or  write  to  Dr.  Anna  Har- 
outunian  for  possibilities.  Her  number  is 
(201)  279-621.4,  and  she  may  be  addressed  at 
50  Belgrade  Street,  Clifton  07013. 

A.ssociate  membership  in  NJMWA  is  avail- 
able to  interns  and  residents  in  all  specialties. 
.Medical  students  are  welcome  to  attend  the 
scientific  meetings.  For  membership  informa- 
tion, write  to  Dr.  Sallv  Gill  Keswani,  176  Mt. 
Pleasant  .Avenue,  Livingston,  tele])hone; 
(201)  994-1515. 

The  President  of  the  .Association,  Myra 
Zinke,  M.D.,  a Holmdel  internist,  is  Presi- 
dent-elect of  the  Monmouth  County  Medical 
.Society. 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144tab- 
lets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louts,  Missouri  63102 


LIPO-NICIN 


RELEASES  NICOTINIC  ACID 
2 WAYS 

QUICKLY  o.  GRADUALLY 


NICOTINIC 

ACID 

THERAPY 


AVAILABLE  IN  THREE  STRENGTHS 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  • TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 

ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VITAMINS 


QUICK  RELEASE 

NOT  TIMED 

1 NOT  TIMED 

LIPO-NICIN“/100mg. 

LIPO-NICINV250mg. 

Each  blue  tablet  contains; 

Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  . 150  mg 

Thiamine  HCI  (B-li  . 25  mg 

Riboflavin  (B-2)  . . 2 mg 

Pyridoxine  HCI  iB-6i  . 10  mg 

Nicotinic  Acid  ... 

Niacinamide  

Ascorbic  Acid 

Thiamine  HCI  (B-1)  . 
Riboflavin  (B-2)  ...  . 
Pyridoxine  HCI  (B-6). 

- 250  mg 
75  mg. 

. 150  mg. 

. 25  mg. 

2 mg 

. 10  mg  t 

DOSE:  1 to  5 tablets  daily 

DOSE:  1 to  3 tablets  daily 

AVAILABLE:  Bottles  of  100 
500,  1000 

AVAILABLE:  Bottles 
1 500  1000 

of  100, 

GRADUAL  RELEASE 


TIMED  RELEASE  6 )o  8 HOURS 

LIPO-NICIN^/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  . 300  rnq 

Vitamin  C (Ascorbic  Acid).  150  mg 
Vita  Bt  (Thiamine  HCI)  ..  25  mg 
Vitamin  B2  (Riboflavin)  . . 2 mg 

Pyridoxine  HCI  (B-6)  . 10  mg 

DOSE:  1 to  2 capsules  daily 
AVAILABLE:  Bottle  of  100.  1000 
In  a special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  of  6 to  8 hours 


SIDE  EFFECTS:  Flushing  with  heal  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons.  W.B..  Jr.  — Interview  Med 
Trib.  Nov.  28-29.  1964.  2.  Cohen.  D..  JAMA.  Aug.  6.  1960.  Vol.  173.  No.  14.  P.  1563. 


Write  for  Literature  and  Samples 

(BRoWjfc  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street.  Los  Angeles.  California  90057 


•irt«  to 

PDR 


206th  Annual  Meeting 
The  Medical  Society  of  New  Jersey 
May  6-9,  1972 
Haddon  Hall,  Atlantic  City 


Program  Outline 


Friday,  May  5,  1 972 

■1:0()  pin.  — Board  of  Trustees 


Saturday,  May  6,  1 972 

9:. so  a. 111.  — Registration  Opens 

11:00  a.in.  — C>oldeii  Merit  .Award  Cerctnonv  followed 
by  reception  for  GM.\  recipients  and 
their  families 

12:00  noon  — Exhibits  Open 
2:00  p.ni.  — House  of  Delegates 

3:00  p.ni.  — Reference  Committees  “B",  "D”, 

"G”,  and  Const,  and  Bilaus) 

.5:00  p.ni.  — Nominating  Committee 
7:30  p.ni.  — Reccption  Buffet  Dinner 
8:(K)  p.ni.  — Officers’  Dinner 


Sunday,  May  7,  1 972 

8:30  a. 111.  — Registration  Opens 
9:00  a. 111.  — Exhibits  Open 
9:00  a. 111.  — Scientific  St'ssions 

10:00  a. 111.  — Reference  Committees  (“C:",  "E".  ‘‘I  ’, 
and  “H”) 

1:00  p. 111.  — .Scientific  Sessions 

3:30  p.ni.  — House  of  Delegates  (election) 

.Addresses  of  President  and  l*resident-Elect 
6:30  p.ni.  — Inaugural  Reception 
8:00  p.ni.  — Inaugural  Dinner 


Monday,  May  8,  1972 

9:00  a. 111.  — Registration  and  Exhibits  Open 

9:00  a. 111.  — Scientific  Sessions 

1:00  p.ni.  — .Scientific  Sessions 

3:13  p. 111.  — House  of  Delegates 

5:00  p in.  — Exhibits  Close 

8:00  p.ni.  — .Annual  Dinner-Dance 


Tuesday,  May  9,  1972 

9:00  a.m.  — Rc-gistratioii  Opens 
9:00  a.m.  — House  of  Delegates 
12:00  noon  — Registration  Closes 
1:00  p.ni.  — House  of  Delegates  Adjourns  sine  die 
8:00  ii.ni.  — Board  of  Trustees 


The  Scientific  Exhibits 

206th  Annual  Meeting 

The  following  information  is  pertinent  to  the 
scientific  exhibit  display  at  the  206th  Annual 
Meeting  of  this  Society,  May  6 to  9,  1972. 
Those  interested  in  participating  may  use  the 
application  form  on  page  951.  (Please  com- 
plete both  sides.)  Remove  the  page  from  The 
Journal  and  mail  directly  to  Arthur  Bern- 
stein, M.D.,  Chairman,  Scientific  Exhibits, 
The  Medical  Society  of  Xew  Jersey,  P.O.  Box 
901,  Trenton,  Xew  Jersey  08605. 

ToUcy~\\.  is  the  policy  of  the  Committee  on 
Scientific  Exhibits  of  1 he  Medical  Society  of 
•Xew  Jersey,  in  instances  where  a pharmaceu- 
tical company  has  aided  in  the  production  of 
an  exhibit — either  through  financing  or  sup- 
plying products — that  the  name  of  the  pro- 
duct or  company  is  not  to  appear  on  any 
placards  pertaining  to  the  exhibit  or  on 
booth  signs  shown  within  the  area  of  the  ex- 
hibit, nor  is  it  to  apjiear  in  the  description  of 
the  exhibit  pulilished  in  the  program.  How- 
ever, the  committee  does  not  object  to 
reprints  or  articles  pertaining  to  the  exhibit 
being  distributed  from  the  scientific  cxhiliit 
booth.  Scientific  exhibitors  are  free  to  discuss 
with  visitors  to  their  booths  jiroducts  used  in 
their  presentations. 

Space  assignetl  will  be  drapery  booth  consis- 
ting of  a backwall  and  two  sidewalls.  Each 
booth  is  6 feet  deep.  The  backwall  will  varv 
according  to  the  requirements  of  the  exhibi- 
tor, and  the  measurement  must  be  noteil  on 
the  application.  A shelf  one  foot  wide  is 
provided  with  each  Ixtoth.  The  height  of  the 
wall  above  the  shelf  is  5 feet,  6 inches.  How- 
ever, the  shelf  will  be  removed  if  advance 
recpiest  is  made.  By  eliminating  the  shelf,  the 
booth  will  measure  8 feet  in  height. 

Please  indicate  on  the  application  il  the  ex- 
hibit is  free-standing.  Such  an  exhibit  Avill 
not  require  a drapery  booth. 

Please  indicate  on  the  application  if  a sign 
is  incorporated  with  your  exhibit.  If  so,  one 
will  tiol  be  ordered. 
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U ;U  all  jjossible,  a photograph  ot  the  exhibit 
should  accompany  the  apjrlication.  11  a pho- 
tograph is  not  available,  a drawing  will 
sufiice. 

A pplicatiun  for  space  in  the  Scientific  Ex- 
hibit must  l)e  submitted  no  later  than  Janu- 
ary 1,  1972,  for  consideration  by  the  commit- 
tee. Applications  will  be  acted  upon  by  the 
committee  as  soon  after  that  date  as  possible 
and  notification  sent  to  all  exhibiterrs.  Send 
completed  application,  together  with  photo- 
grajrh  or  drawing  of  exhibit,  to  Arthur  Bern- 
stein, M.D.,  Chainnan,  Ccjinmittee  on  Scien- 
tific Exhibits,  The  Medical  Society  of  New 
)erscy,  I’.O.  Box  901,  d renton.  08()()5. 

1.  Time:  The  exhibits  will  open  oflicialh  at 
12  noon,  Saturday,  May  6,  and  close  at  5 
|).m.,  Monday,  May  8.  On  the  intervening  day 
I lie  liours  are  9 a. in.  to  5 p.m. 

2.  I iistallalioii  and  DismajitHjig:  Installation 
of  exhiliits  may  begin  at  ^ jr.m.,  Eriday,  May 

and  all  exhibits  must  be  in  place  by  1 1 
a.m.,  Saturday,  May  6.  Exhibits  must  remain 
intact  until  jr.m.,  Monday,  May  8,  and 
should  be  removed  fitMii  the  exhibit  hall  not 
later  than  12  noon,  Tuesday,  May  9. 

,‘i.  Cost:  d he  Society  jrrovides  free  of  charge 
such  space  exhibitor  may  recpiire,  including 
booth  with  slielf,  printed  sign  (if  requested), 
and  lights  for  illumination,  dhe  exhibitor 
must  pay  the  cost  of  installing  the  exhibit,  of 
renting  tables  and  chairs,  and  for  alterations 
and  sjrecial  construction,  iucludius;  electrical 
( oiwect  ions. 

I.  Sj)onsorship : All  exhibits  nnist  be  shown 
in  the  name  of  indi\idual  persons.  1 he  name 
ol  the  institution  may  appear  as  part  of  the 
address.  .Medical  schools,  hospitals,  clinics, 
and  other  institutions  and  organizations 
should  not  present  exhibits  in  their  own 
names,  but  rather  in  the  names  of  the  indi- 
viduals who  worked  up  the  exhibit. 

I se  of  Space:  Xo  exhibit  shall  interfere 
with  another  exhibit.  Xo  part  of  the  exhibit 
c' ill  be  allowed  to  extend  above  the  top  of 
the  booth. 


G.  Aisles:  Aisles  must  be  kept  clear;  to  this 
end  exhibits  must  be  so  arranged  that  thev 
will  be  inside  the  booth  space. 

7.  Advertising:  Xo  advertising  matter  ol  any 
description  may  be  distribtued,  nor  an\  mate- 
rial shown  which  in  any  way  serves  for  com- 
mercial propaganda. 

8.  Demonstrations:  All  exhibits  must  be  in 
charge  of  competent,  well-informed  demon- 
strators. d he  worker  who  did  the  actual  tvork 
shown,  or  someone  who  is  familiar  with  all 
details,  must  be  present  at  all  times  during 
exhibit  hours. 

9.  .Motion  Pictures:  .Motion  pictures  mav  be 
shown  in  booths.  Films  are  subject  to  preview 
at  the  discretion  of  the  committee.  They 
shall  be  non-inflammable,  and  silent,  d he  ex- 
hibitor must  su])])ly  his  own  screen,  projector, 
and  operator. 

10.  Liability:  It  is  agreed  tliat  exhibitors 

shall  indemnify  and  hold  blamele.ss  The 
Medical  .Society  of  Xew  jersey  and  Hadclon 
Hall  from  all  liability  Avhich  ma\  ensue  from 
any  cause  whatsoever  relating  to  the  use  of  a 
booth  b\  an  exhibitor,  \\ditchmen  will  be 
su]rplied,  but  MSXj  cannot  guarantee  exhibi- 
tors against  loss.  .All  valuable  property  shoidcl 
be  insured  by  the  exhibitor.  MSXJ  and  the 
Committee  on  .Scientific  Exhibits,  while  per- 
mitting an  exhibit,  neither  endorses  nor  as- 
sumes any  responsibility  for  the  contents  of 
such  exhibit. 

11.  Awards:  Exhibits  will  be  judged  on  the 
btisis  of  originality,  excellence  of  correlating 
facts,  and  excellence  of  presentation. 

12.  .idmission : Admission  to  the  Scientific 
Exhibits  is  by  badge  onh.  d'he  general  public 
is  not  admitted. 

Ehese  regidations  hace  become  a part  of  the 
tigreement  between  the  exhibitor  and  The 
Medical  .Society  of  Xew  Jersey.  Thev  have 
been  formulated  for  the  best  interests  of  all 
concerned,  and  the  cooperation  of  the  exhibi- 
tors will  be  deeply  ajipreciated. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

206th  Annual  Meeting 

HADDON  HALL  ATLANTIC  CITY,  NEW  JERSEY 

APPLICATION  FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBITS 
MAY  6-8,  1972 

The  Committee  on  Scientific  Exhibits  will  furnish  uniform,  painted  signs  for  each  exhibit— if  re- 
quested by  exhibitor.  Please  fill  in  the  following  form  carefully,  (use  iypewriler,  or  prinf,  please) 

1.  TITLE  (Generic  names  only);  


Full  Name  and  Degree  of  Exhibitor(s) 


City  State  

Institution  (if  desired)  City  

Aided  by  commercial  or  pharmaceutical  company 

Exhibit  constructed  by:  

2.  DESCRIPTION  OF  EXHIBIT:  Please  give  a brief  statement  telling  the  purpose  of  the  exhibit,  what 
it  shows,  and  the  conclusions  reached— use  generic  names  only.  (This  is  for  publication  in  the 
printed  program.) 


3.  Is  the  exhibit  free-standing  or  self-contained? 

4.  SIGN  required;  SIGN  not  required:  

5.  Will  backwall  and  dividers  be  required?  (see  sketch  on  reverse  side): 

6.  SIZE  OF  BOOTH  REQUESTED  (See  sketch  on  back)  ABSOLUTE  MAXIMUM:  length  15',  depth  6'. 

Desired  inside  clear  backwall  (8  to  15  feet) Minimum  inside  clear  blackwall  

7.  PHOTOGRAPH  OR  SKETCH  of  exhibit  should  accompany  this  application 

8.  Has  this  exhibit  been  shown  in  whole  or  part  at  any  other  scientific  meeting?  

If  so,  when?  and  where?  

The  undersigned  agrees  to  abide  by  the  regulations  listed. 

Name  

Address 

Date:  

Return  application  to  Arthur  Bernstein,  M.D.,  Chairman,  Scientific  Exhibits,  The  Medical  Society  of  New  Jersey, 

P.O.  Box  904,  Trenton,  New  Jersey  08605 

COMPLETE  ALL  ITEMS  ON  BOTH  SIDES  OF  FORM 

9jl 
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STANDARD  EQUIPMENT  REQUISITION  FORM 


Use  this  form  only  in  connection  with  equipment  to  be  supplied  by  the  Committee  on  Scientific 
Exhibits.  Equipment  listed  below  will  be  provided  at  no  charge  to  exhibitors.  However,  it  is 
important  that  you  anticipate  your  exact  requirements  in  advance,  as  last  minute  changes  are 
costly  to  the  Society. 

All  scientific  booths  will  be  erected  with  backwall  and  dividers  as  illustrated  below.  Shelving 
and  overhead  lights  are  optional. 


ILLUSTRATION  OF  TYPICAL  BOOTH 


(Booth  construction:  composition  board  covered  with  burlap) 


Check  appropriate  boxes:  left  divider  backwall  right  divider 

Shelving  Q yes  □ no  □ yes  D no  ^ yes  □ no 

Overhead  lights  □ yes  [H  no  ~ yes  [II  no  H yes  H no 

If  your  exhibit  wil  not  require  backwall,  or  left  or  right  dividers,  please  advise. 

If  a sign  is  incorporated  within  your  exhibit,  please  advise,  and  one  will  not  be  ordered  for  you. 

COMPLETE  ALL  ITEMS  ON  BOTH  SIDES  OF  FORMS 

9.')2 
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LETTER  TO 
THE  JOURNAL 


Denial  of  Medicare  Payments 


Dear  Editor: 


September  21,  1971 


My  experiences  with  Medicare-B  operations 
seem  to  suggest  that  policy  changes,  restric- 
tions, and  requirements  upon  physicians  are 
making  it  progressively  more  difficult  to  ob- 
tain payment  at  fees  previously  adjudged 
proper  by  the  Medicare  agent.  Thus,  during 
the  past  month,  payment  was  refused  to  me 
upon  a claim  for  medical  services  to  an  aged 
lady  totalling  about  .IslTO,  because  the  claim 


had  not  reached  the  agent  within  a specified 
time-limit  after  rendition  of  service. 

f had,  upon  two  occasions  shortly  after  com- 
pletion of  my  service,  sent  a Medicare-B  claim 
form  with  attached  itemized  statement  to  the 
patient,  asking  her  (or  her  daughter  for  her) 
to  fill  in  her  part  and  forward  the  claim  for 
payment.  In  a letter  to  the  agent,  I indicated 
that  it  was  impossible  for  me  to  compel 
promptness  by  a patient,  and  hence  that  it 
was  an  injustice  to  penalize  me  for  a patient’s 
failure.  This  has  brought  no  resjx>nse  to  date. 

Other  doctors  must  have  had  a similar  experi- 
ence. Perhaps  you  will  agree  that  a change  in 
]x>licy  is  indicated  in  the  premise,  since  aged 
and  infirm  patients  are  necessarily  inept  in 
the  handling  of  such  matters. 

(Signed)  .Albert  G.  Hulett,  M.D. 


ANNOUNCEMENTS 


Hypnosis  Workshop 

I'he  New  Jersey  Society  of  Clinical  Hvpnosis 
will  hold  a basic  workshop  on  November  12, 
13,  and  14  at  the  Holiday  Inn  in  Parsippany, 
New  Jersey.  Small  group  instruction  will  be 
emphasized.  Participation  is  restricted  to  doc- 
tors of  medicine,  dentists,  and  psychologists. 
For  information,  call  Habil>a  .A.  Koblenzer, 
M.D.,  193  Tooker  Avenue,  Springfield,  Netv 
Jersey  0708 1 . 

Medical  Aspects  of  Sports 

The  13th  National  Conference  on  the  Medi- 
cal Aspects  of  Sports,  sponsored  by  the  Ameri- 
can Medical  Association,  will  be  held  in  New 
Orleans,  at  the  Jung  Hotel,  on  November  28, 
1971.  The  Conference  is  on  the  first  day  of  the 
Clinical  Convention  of  the  .American  Medical 
.Association.  Included  will  be  discussion  sec- 
tions relating  to  drugs  in  sports,  protection  of 
the  lower  extremities,  electrolyte  and  thermal 
balance,  innovations  in  sports  medicine 
through  state  medical  societies,  team  physi- 


cian relationships,  crucial  health  persjjectives, 
and  a medical  locus  on  athletics. 

The  Conference  is  oj)en  to  key  non-medical 
athletic  personnel  as  well  as  interested  physi- 
cians. Those  who  would  like  to  receive  fur- 
ther information  concerning  the  Conference 
should  address  the  Committee  on  the  Medical 
.Aspects  of  Sports,  American  Medical  .Associa- 
tion, 535  North  Dearborn  Street,  Chicago,  Il- 
linois ()()(')  10. 

Clinical  Application  of  Basic  Sciences 

The  “Clinical  .Application  of  Basic  Sciences’’ 
series  offered  by  the  Burlington  County  Me- 
morial Hospital  has  scheduled  the  following 
programs  for  December: 

December  2 Interservice  seminar 
December  9 Suspected  Testicular  Neoplasm 
December  16  Urolithiasis 
December  30  Arthritic  Hip 

The  .American  Academy  of  General  Practice 
gives  D/o  credits  per  session.  Meetings  are 
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held  in  the  T.  J.  Summey  Building  of  the 
Hospital  and  start  promptly  at  3:30  p.m. 
Please  contact  the  Department  of  Medical 
Education,  Burlington  County  Memorial 
Hospital,  175  Madison  Avenue,  Mount  Holly, 
for  further  information. 

Soft  Tumor  Seminar 

d'he  New  Jersey  Society  of  Pathologists  an- 
nounces its  annual  seminar  for  December  4, 
1971,  in  the  auditorium  of  the  Rutgers 
Medical  College,  CMDNJ,  in  New  Bruns- 
wick. The  collocjuium  starts  at  1:30  P.M. 
4 he  moderator,  Saul  Kay,  M.D.,  Professor  of 
Surgical  Pathology  at  the  Medical  School  of 
\’irginia,  will  preside  over  a session  on  the 
general  subject  of  "Tumor  and  Tumor-like 
Lesions  of  the  Solt  Parts.”  Chairman  of  the 
seminar  committee  is  Hugh  Luddecke,  M.D. 
of  .Morristown.  President  of  the  Society  is 
\Villiam  \k  McDonnell,  M.D.  of  Camden. 
Supporting  slides  and  protocols  will  be  dis- 
tributed  to  members  of  the  society.  Non- 
members  wdio  intend  to  come  to  the  seminar 
ma\  obtain  study  slides  bv  .sending  .SI 6 to  Dr. 
Luddecke  at  the  Morristou  n Memorial  Hospi- 
tal, .Morristown,  New'  Jersey,  07960.  For  fur- 
ther information  write  to  Dr.  Hugh  Luddecke 
at  tlie  .Morristow'u  address. 

Rhinoplasty  Workshop 

.V  rhinoplasty  workshop  will  be  Iield  in  To- 
ronto from  P'ebruary  6 to  Fel:)ruarv  II,  1972. 
It  is  sponsored  by  the  American  .Vcademy  of 
Facial  Plastic  and  Reconstructive  .Surgery. 
4 he  course  will  include  didactic  lectures.  Col- 
or teles  ision  w'ill  be  used  to  include  live  and 
tape  productions  of  surgical  technics.  Topics 
include  patient  selection,  analysis,  photogra- 
phy, anesthesia,  dorsum  management,  tip  sur- 
gery, osteotomies,  septal  surgerv,  ])(jst  ojter- 
ative  care,  grafts  and  im|)lants,  nasal  frac- 
tures, profile  j)last\,  arc!  mentoplasts  and 


complications.  The  course  is  designed  for 
those  not  necessarily  expert  in  the  held  of 
rhinoplasty,  and  for  residents.  Registration 
fee  is  .S300,  residents  $150.  For  details  write  to 
Mrs.  Caroline  Flynn,  Division  of  Post  Gradu- 
ate .Medicine,  F'niversity  of  4’oronto,  Toron- 
Uj,  Ontario,  Canada. 

Advanced  Rhinoplasty 

course  in  advanced  rhinoplasty  is  an- 
nounced for  February  27  to  March  3,  1972. 
4his  \cill  be  held  at  Bavlor  Flniversitv  Col- 
lege of  Medicine,  Houston,  Texas.  It  is  spon- 
sored by  the  American  .Academy  of  Facial 
Plastic  and  Reconstructive  Surgerv.  4 his 
workshop  is  for  experienced  surgeons  who  al- 
ready perform  this  jirocedure  but  seek  addi- 
tional and  more  exhaustive  instruction  at  ad- 
vanced level.  Priority  is  given  to  surgeons  ac- 
tiselv  engaged  in  teaching.  Registration  fee  is 
.S500.  F'or  details,  -write  to  Dr.  William  K. 
Whight,  508  Hermann  Professional  Building, 
Texas  ^^eclical  Center,  Houston,  Texas  77025. 

Soft  Tissue  Surgery 

From  January  23  to  January  29,  1972,  a pro- 
gram on  soft  tissue  surgery  will  be  offered 
at  the  Mercy  Hospital  in  Pittsburgh.  It  is 
s|>onsored  by  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Surgery. 
The  workshop  will  re\iew^  the  fundamentals 
of  soft  tissue  surgery  in  the  region  of 
the  head  and  neck.  Illustrated  lectures,  tel- 
evision tapes,  and  movies  form  the  basic  di- 
dactic material.  4 he  ])rogram  inc  ludes  oper- 
ative demonstrations  and  laboraiorv  exer- 
ci.ses.  Participants  will  be  encouraged  to 
present  problem  ca.ses  for  discu-ssion  by  the 
faculty.  Registration  fee  is  $400  (reduction 
for  residents  and  military  personnel  avail- 
able). For  more  details,  w'rile  to:  John  4'. 
Dickinson,  M.D.,  Ci-2  M.  D.  Building,  1501 
Locust  Street,  Pittsburgh,  Pennsclvania 
13219. 
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move  up  to 
“the  Robmul 
response” 


hen  lOHwer 
I symptoms 
lemand 
potent 
iynthetic 
intispasmodic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinur2mg. 

Fort©  (glycopyrrolate) 


INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
dicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
cute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
[vailable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
lended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as;  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
) gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
ancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
ndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
ay  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
ion,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
brte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
laucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Slurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
Irugs  include;  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
less,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
ablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
tatient’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
equired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
^HR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
ablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  y!|.|-|-J’^Qg||y|5 


if  skin  is  infected, 
or  open  to  infection  ••• 

choosje  the  topicals 
that  ^iw  yoin*  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporin”  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

Aanishing  Oeam  Base  j 

Neosporin-G  creln 

(polymyxin  Bmeomycin-gramicidin)| 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  T 
units;  neomycin  sulfate,  5 mg,  (equivalent  to  3.5  mg.  neomycin  base);  ^ 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  ^ 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,25'?^ 
methyl paraben  as  preservative. 

In  tubes  of  15  g.  y* 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in* 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  i 


Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  1 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approj^iate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  4 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  i^i 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


November 

10  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 
Newark 

Psychiatry  Symposium 

10  St.  Clare’s  and  Dover  General  Hospi- 
tals 

I.eukemia  and  Chemotherapy 

10  New  Jersev  Dental  .\ssociation 

Semi-Annual  Session 

10  Academy  of  Medicine  of  New  Jersev 
Saint  Michael’s  Medical  Center 
Newark 

Chronic  Renal  Disease  and  Dialysis 

10  .\cademy  of  Medicine  of  New  Jersev 
and  -Academy  of  General  Practice 

Hoffmann-La  Roche,  Nutley 
■•Mcoholism 

10  .Academy  of  .Medicine  of  New  Jersey 
Columbus  Hospital,  Newark 
Newer  Concepts  of  Hepatitis 

16  Beth  Israel  Medical  Center 
Newark 

Physiology  of  Renal  Failure 

10  Bergen  Pines  County  Hospital 
Paramus 

ACP  Meeting 

11  Burlington  Countv  Memorial  Hospital 
Mount  Holly 

Crushing  Injuries  of  the  Chest 

15  .Academy  of  Medicine  of  New  Jersey 
\’alley  Hospital,  Ridgewood 
Difficult  Diabetic  Patient 

17  Academy  of  Medicine  of  New  Jersey 

Saint  Michael’s  Medical  Center 
Newark 

Pharmacology  of  Diuretics,  Indications  and 
Use 


17  Beth  Israel  Medical  Center 

Newark 

Physiolog)’  of  .Small  Intestines 

17  Bergen  Pines  County  Hospital 
Paramus 

Clinical  .Aspects  of  Jaundice 

18  .Academy  of  Medicine  of  New  Jersey 
Jewish  Hospital,  Jersey  Cit\’ 

Coronary  Artery  Disease 

IS  Burlington  Countv  Memorial  Hospital 

Mount  Holly 

Peritoneal  Dialysis  in  the  Community  Hospital 

24  .Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Electrolyte  Imbalance 

24  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Lymphomas 

24  .Academy  of  .Medicine  of  New  Jersey 

Bloomfield 

-Allergy  Section  Meeting 

24  Beth  Israel  Medical  Center 

Newark 
Modern  Virology 

24  Bergen  Pines  County  Hospital 

Paramus 

Paroxysmal  Tachycardias 

December 

1 Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Urology,  Including  Prostatic  Disease 

1 .Academy  of  Medicine  of  New  Jersey 
Saint  Francis  Hospital,  Trenton 
Proper  Use  of  Antibiotics 

I Bergen  Pines  County  Hospital 
Paramus 
CPC  Meeting 
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2-3  Saint  Barnabas  Medical  Center 
Livingston 

Gynecological  Endoscopy 

2 Burlington  County  Memorial  Hospital 
Interservice  Seminar 

8 St.  Clare’s  and  Dover  General  Hospi- 
tals 

Arteriograms  and  Lymphangiograms 

8 Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center, 
Newark 

Urinary  Tract  Infections 

8 Academy  of  Medicine  of  New  Jersey 
Bergen  Pines  Hospital 

Paramus 

Pacemaker;  Electrode  and  Vascular  Surgery 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

The  Management  of  Suspected  Testicular 
Neoplasm 

11  Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Section  on  Dermatology 

15  Bergen  Pines  County  Hospital 
Paramus 

Asbestosis 

16  Burlington  County  Memorial  Hospital 
Mount  Holly 

Medical  and  Surgical  Management  of  Uro- 
lithiasis 

17  Academy  of  Medicine  of  New  Jersey 
Hudson  County  Meadowview  Hospital 
Secaucus 

Venereal  Disease  Today 

22  Academy  of  Medicine  of  New  Jersey 

Saint  Michael’s  Medical  Center 
Newark 

Chronic  Renal  Disease  and  Dialysis 

22  Bergen  Pines  County  Hospital 

Paramus 

Abdominal  Aortic  Aneurysms 

22  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Metastatic  Disease  of  the  Breast 

•10  Burlington  County  Memorial  Hospital 

Mount  Holly 

Evaluation  and  Management  of  the  Arthritic 
Hip 


1972 

January 

5 Bergen  Pines  County'  Hospital 
Paramus 

Megaloblastic  Anemias 

6 Burlington  County  Memorial  Hospital 
Mount  Hollv 

Viral  Hepatitis;  A Reappraisal  of  Mild  Hyper- 
tension 

11  Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Sectional  Meeting:  Dermatology 

12  Bergen  Pines  County  Hospital 
Paramus 

Coronary  Artery  Disease 

13  Academy  of  Medicine  of  New  Jersey 
Carriage  Trade,  East  Orange 

Venereal  Disease  Today 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Current  Concepts  of  Cardiomyopathy 

19  Academy  of  Medicine  of  New  Jersey 

College  of  Medicine  and  Dentistry'  at 
Newark 

Advances  in  Radiotherapy 

19  Bergen  Pines  County  Hospital 

Paramus  \ 

Clinical  Prospects  of  Prostaglandins 

20  Academy  of  Medicine  of  New  Jersey 
Fairlawn  Memorial  Hospital 
Saddlebrook 

Diagnosis  and  Treatment  of  Shock 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Current  Trends  in  the  Therapy  of  Mild 
Hypertension 

26  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Fluid  and  Electrolyte  Balance 

26  Bergen  Pines  County  Hospital 
Paramus 

Parkinson’s  Disease 

27  Academy  of  Medicine  of  New  Jersey 
Jewish  Hospital,  Jersey  City 

Renal  Failure 

27  Burlington  Countv  Memorial  Hospital 

Mount  Holly 

Orthostatic  Hypotension 
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2 Bergen  Pines  County  Hospital 
Paramus 

CPC  Meeting 

3 Burlington  County  Memorial  Hospital 
Mount  Holly 

Problems  Related  to  Antidiuretic  Hormones 

9 St.  Clare’s  and  Dover  General  Hospi- 
tals 

Renal  Failure 

9 Bergen  Pines  County  Hospital 

Paramus 

Infectious  Diseases  I 

9 Academy  of  Medicine  of  New  Jersey 

Columbus  Hospitiil,  Newark 
Proper  Use  of  Antibiotics 

10  Burlington  County  Memorial  Hospital 

Mount  Hollv 

Neurological  Complications  of  \'isceral  Car- 
cinoma 

16  Academy  of  Medicine  of  New  Jersey 

Morristown  Memorial  Hospital 
Morristown 

Newer  Concepts  of  Hepatitis 

16  Bergen  Pines  County  Hospital 
Paramus 

Infectious  Diseases  II 

17  Burlington  Countv  Memorial  Hospital 
Mount  Holly 

Full  Time  and  \'oluntary  Staff— The  Interface 

23  , St.  Clare’s  and  Dover  General  Hospi- 

tals 

Auto  immune  Aspects  plus  Transplantation 

23  Bergen  Pines  County  Hospital 
Paramus 

Infectious  Diseases  HI 

24  Burlington  Countv  Memorial  Hospital 
Mount  Holly 

Newer  Approaches  to  Community  Health 

March 

1 Bergen  Pines  County  Hospital 
Paramus 

Interstitial  Lung  Diseases 

2 Burlington  County  Memorial  Hospital 
Mount  Holly 

Sterilization  and  Therapeutic  Abortion 


Academy  of  Medicine  of  New  Jersey 
\’alley  Hospital,  Ridgewood 
Diagnosis  and  Treatment  of  Shock 

St.  Clare’s  and  Dover  General  Hospi- 
tals 

Renal  V’ascular  Hypertension:  Malignant  Hy- 
pertension 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Family  Life  Problems  in  Medicine 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Geriatric  Psychiatry 

St.  Clare’s  and  Dover  General  Hospi- 
tals 

Secondary  Nephropathies 

Burlington  Countv  Memorial  Hospital 
Mount  Holly 

Alcohol:  The  Unglamorous  Addiction 

Burlington  Countv  Memorial  Hospital 
Mount  Holly 

Descent  into  Hell 


Burlington  County  Memorial  Hospital 
Moimt  Holly 

Interservice  Seminar 

Academy  of  Medicine  of  New  Jersey 
Saint  Francis  Health  Center 
Jersey  City 
Proper  Use  of  Antibiotics 

Academy  of  Medicine  of  New  Jersey 
Veterans  Administration  Hospital,  East 
Orange 

Dental  Symposium:  Iraplantology 

Burlington  County  Memorial  Hospital 
Mount  Holly 

rhermog^aphy 

Academy  of  Medicine  of  New  Jersey 
Morristowm  Memorial  Hospital 
Morristown 
Leukemia  and  Lymphoma 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Radiography  in  Evaluation  of  Gastrointesti- 
nal Diseases 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Diseases  of  the  Esophagus 

Wl 
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8 

9 

16 
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23 
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OBITUARIES 


Dr.  David  Keyser 

Born  in  1908,  David  Keyser,  M.D.  died  on 
August  20,  1971,  at  the  age  of  63.  He  was  a 
well-known  family  doctor  in  southern  New 
Jersey,  a 1954  graduate  of  Hahnemann.  Dur- 
ing World  War  II,  he  was  a captain  in  the 
medical  corps  of  the  Army  of  the  United 
States.  He  was  on  the  staff  at  the  West  Jersey 
Hospital  and  active  in  committee  work  for 
our  Camden  County  Component  Society. 

Dr.  Louis  C.  Lange 

A well-known  Hudson  County  surgeon,  Louis 
C.  Lange,  M.D.,  died  on  August  17,  1971,  at 
the  age  of  85.  He  was  a 1908  Bellevue 
graduate  and  was,  for  many  years,  on  the 
surgical  service  of  the  Christ  Hospital  in 
Jersey  Caty.  Dr.  Lange  was  a Fellow  of  the 
.American  College  of  Surgeons,  and  a member 
of  the  New  Jersey  Society  of  Surgeons  and  the 
Academy  of  Medicine  of  New  Jersey. 

Dr,  James  V.  Lyons 

At  the  age  of  74,  James  V.  Lyons,  M.D.,  died 
on  August  13,  1971.  He  was  a well-known 
gynecologist  and  obstetrician  on  the  staff  of 
St.  Mary’s  Hosjjital  in  Orange,  before  his  re- 
tirement to  Rumson  some  years  ago.  Dr. 
Lyons  was  in  the  class  of  1921  at  Fordham. 
He  was  a Fellow  of  the  American  College  of 
Surgeons  and  of  the  American  College  of 
Obstetrics  and  Gynecology. 

Dr.  Joseph  T.  McGuire 

Word  has  just  been  received  of  the  death,  in 
October  1970,  of  Jo.seph  T.  McGuire,  M.D., 
a member  of  our  Bergen  County  Medical  So- 
ciety. Dr.  McGuire’s  field  was  industrial  medi- 
cine, and  for  years  he  was  medical  director 
at  the  Mahwah  plant  of  the  Ford  Motor 
Company.  He  was  a 1933  graduate  of  Long 
Island  (Downstate)  Medical  College.  Horn 


in  1906,  Dr.  McGuire  was  64  at  the  time  ol 
his  death. 

Dr.  Louis  Meltzer 

Long  active  in  family  practice,  Louis  Meltzer, 
M.D.,  who  had  been  born  in  Europe  in  1898, 
died  in  Bayonne  on  August  26,  1971.  He 
came  to  this  country  in  childhood  and  was 
graduated  in  1923  at  the  Medical  School  of 
the  University  of  Michigan.  Dr.  Meltzer  was 
on  the  staff  at  the  Bayonne  Hospital. 

Dr.  Eugene  J.  Politowicz 

.V  very  active  member  of  the  Camden  County 
•Medical  Society,  Eugene  J.  Politowicz,  M.D., 
died  on  August  2,  1971  at  the  untimely  age  of 
36.  He  was  a general  practitioner  affiliated 
with  the  West  Jersey  Hospital  in  Camden.  Dr. 
Politowicz  was  a mendjer  of  the  class  ol  1961 
at  the  College  of  Medicine  and  Dentistry  of 
New  Jersey  at  the  time  when  that  was  still 
part  of  Seton  Hall  University. 

Dr.  Franklin  W.  Rice 

On  August  4,  1971,  Franklin  W.  Rice,  M.D., 
died  at  the  age  of  77.  He  was  an  alumnus 
of  Columbia  University's  College  of  Physi- 
cians and  Surgeons,  where  he  received  his 
medical  degree  in  1917.  He  was,  for  many 
decades,  identified  with  Morris  County  and 
was  an  active  member  of  that  County  Medi- 
cal Society.  Dr.  Rice  was  a general  surgeon 
affiliated  with  All  Souls  Hospital  in  Morris- 
town, and  was  a Fellow  of  the  International 
College  of  Surgeons. 

Dr.  William  R,  Tilton 

William  R.  Tilton,  M.D.,  was  in  the  class  of 
1917  at  Jefferson  Medical  College.  After  a 
decade  of  general  practice  in  Summit,  he 
joined  the  medical  department  of  the  Pru- 
dential Insurance  Company  which  he  served 
for  32  years  until  his  retirement  in  1955.  He 
was  active  in  committee  work  for  the  .Ameri- 
can Public  Health  Association.  Dr.  Tilton 
moved  to  Madison  after  his  retirement  and 
died  there  on  .August  5,  1971,  at  the  age  of  80. 
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BOOK 

REVIEWS 

Intensive  and  Rehabilitative  Respiratory  Care. 

Thomas  L.  Petty,  M.D.  Philadelphia,  Lea  & Febiger, 
1971.  Pp.  294.  Illustrated.  ($9.75) 

The  care  of  the  critically  ill  has  engendered  much 
discussion  over  the  past  few  years.  Policies  of  or- 
ganization for  "Critical  Care  Units”  have  been  de- 
veloped. The  necessity  of  continuing  education  pro- 
grams has  been  exemplified.  The  team  approach  has 
been  stressed. 

Most  critically-ill  patients  require  respirators  care. 

common  mode  of  death  is  respiratory  failure.  Yet 
many  hospitals  cannot  render  effective  respiratory 
care  because  of  lack  of  facilities  or  adequately  trained 
staff.  The  need  for  arterial  blood  gas  analysis  and 
mechanical  volume  ventilators  has  long  been  recog- 
nized. Hospitals  that  cannot  provide  these  services 
cannot  provide  adequate  respiratory  care. 

Dr.  Petty  and  his  collaborators  from  the  University 
of  Colorado  Medical  Center  have  written  a fine, 
simple,  and  practical  approach  to  respiratory  care. 
The  management  of  many  types  of  respiratory  failure 
is  clearly  expounded.  The  methods  are  succinctlv 
explained.  A valuable  section  of  the  book  concerns 
the  organization  of  a "Respiratory  Care  Service.”  The 
importance  of  the  team  approach  is  stressed,  as  well 
as  the  necessity  for  basic  knowledge  and  technical 
ability. 

.All  ‘‘Critical  Care  Units”  should  have  a copy  of  this 
book  available  for  immediate  reference.  Improved 
patient  care  and  patient  survival  will  result.  We 
cannot  ask  for  more. 

William  R.  Thompson,  M.D. 

Review  of  Medical  Physiology  (Edition  5).  William 
F.  Ganong,  M.D.,  Los  Altos,  California,  Lange  Pub- 
lishing Company,  1971.  Pp.  573.  Illustrated.  (Soft- 
back $8.50) 

In  a sense,  the  basis  of  all  medical  practice  is  an  un 
derstanding  of  physiolog)'.  When  a patient  is  sick 
there  is  something  wrong  with  his  physiology  and  it 
is  the  doctor’s  job  to  discover  what  it  is.  However, 
the  actual  study  of  medical  physiology  has  been  a 
much  neglected  branch  of  medical  teaching  for  many 
decades.  The  present  text  is  the  fifth  edition  of  a 
paperback  which  has  been  available  since  1961.  The 
popularity  of  the  book  is  perhaps  the  best  evidence  of 
its  usefulness.  No  specific  area  of  coverage  will 
satisfy  the  specialist  but  that,  of  course,  is  not  the 
purpose  of  the  book.  The  material  for  example  on 
the  physiology  of  ner\e  and  muscle  cells  will  not 
satisfy  the  neurophysiologist  and  so  with  the  material 
on  the  dynamics  of  the  heartbeat.  However,  it  is  all 
here  in  sufficient  detail  to  meet  the  needs  of  the  gen- 
eral practitioner  as  well  as  the  medical  student.  The 
book  is  further  improved  by  tables  of  atomic  weights, 
conversion  tables,  ranges  of  normal  values  and  blood 
plasma  and  scrum,  and  numerous  diagrams  and 
tabulations. 

Victor  Huberman,  M.D. 


Synopsis  of  Pediatrics  (3rd  Edition).  James  G. 
Hughes,  M.D.  St.  Louis,  Mosby,  1971.  Pp.  1141.  Illus- 
trations 88.  ($14.50) 

With  this  third  edition.  Dr.  Hughes  has  brought  his 
book  up  to  date.  He  reports  on  the  rapid  changes 
in  the  care  of  children,  since  his  last  edition  four 
vears  ago.  The  size  of  the  book  is  the  same  as  in  1967. 
Its  contents  remain  an  “ocean  of  pearls”  for  the 
student,  the  family  physician,  the  pediatrician,  the 
pediatric  nurse,  and  for  any  others  who  care  for 
children.  The  twenty-eight  brief  chapters  cover  just 
about  every  phase  of  pediatric  study  by  as  mans 
eminent  members  of  the  specialty. 

This  reviewer  recommends  the  text  for  its  brevity, 
wisdom,  and  pragmatic  approach  to  the  fundamentals 
of  pediatrics,  and  for  its  review  of  basic  science  and 
applications  to  clinical  practice.  The  busy  physician 
who  can  carefully  review  the  twenty-eight  chapters 
should  feel  as  well  prepared  and  knowledgeable  as 
anv  expert  in  answering  parents’  pediatric  questions. 

Of  particular  interest  is  the  chapter  on  respiratory 
diseases,  which  covers  the  most  common  causes  of 
illness  in  infancy  and  early  childhood,  and  brings 
the  child  most  often  to  the  physician.  It  is  a truK 
superior  review  of  the  subiect. 

The  C.  V.  Mosby  Company  has  been  known  for  more 
than  a generation  of  students  and  physicians  for  their 
“Synopsis”  series  of  texts.  Here  is  another  one  that 
has  been  well  prepared,  easy  to  read,  and  can  oc- 
cupy the  favored  corner  of  the  desk  for  fast  reference. 

Harry  M.  I’oppick,  M.D. 


Handbook  of  Psychiatry  (Edition  2).  Edited  by  Philip 

Solomon.  M.D.  and  Vernon  D.  Patch,  M.D.,  Los  Altos. 

California,  Lange  Publishing  Company.  1971.  Pp.  648. 

($7.50) 

Two  years  ago  Solomon  and  Patch  edited  a new  type 
of  handbook  of  psychiatry.  One  of  the  new  features 
was  that  much  of  the  material  was  written  by  junior 
practitioners  rather  than  by  the  senior  men  in  the 
field.  This  proved  to  be  an  interesting  innovation 
and  there  has  been  enough  demand  for  the  Solomon- 
Patch  handbook  to  justify  this  second  edition.  The 
book  is  well  organized  as  a practical  review  of  the 
problems  of  the  specialty.  It  is  focused  largely  on 
the  needs  of  the  psychiatric  resident  and  the  general 
practitioner  but  it  is  also  useful  for  social  workers, 
clergymen,  psychologists,  and  even  psychiatric  aides. 
The  text  starts  with  a leview  of  doctor-patient  rela- 
tionships and  goes  on  to  an  explanation  of  the  rela- 
tionships between  the  mind  and  the  brain  and  dis- 
cusses psychiatric  examination  technics.  The  text 
covers  topics  in  genetics,  cpidemiologjy,  mental  hos- 
pital administration,  the  use  of  statistics,  and  the 
various  psychiatric  illnesses  considered  separately. 
There  is  a separate  section  on  psychiatric  treatment 
with  an  unique  division  on  the  handling  of  psychi- 
atric emergencies.  .Also  included  is  a chapter  on  drug 
therapy,  on  electroshock,  group  therapy,  and  beha\ior 
therapy. 

.Attention  is  paid  to  certain  special  fields  such  as 
psychoanalysis,  child  psychiatry,  adolescent  psychiatry, 
geriatrics,  forensic  psychiatry,  and  psychiatric  con- 
sultation methods.  I here  is  also,  towarcl  the  back  of 
the  book,  a page  on  psychiatric  emergency  routines 
which  will  be  helpful  to  the  resident  or  to  a doctor 
in  an  emergency'  room. 

Henry  A.  Davidson,  M.D. 
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GENERAL  OR  FAMILY 
PRACTITIONERS  NEEDED 

To  locate  in  Northeastern  Penna.  Excellent 
opportunity  to  join  a five-man  group  practic- 
ing comprehensive  medicine.  Located  in  End- 
less Mountains,  hunting,  fishing,  boating  and 
skiing,  three  hours  from  metropolitan  areas. 

Affiliated  \«ith  private  hospital,  fully  accre- 
dited, and  modern  extended  care  facility. 

Contact:  Eudora  S.  Bennett,  R.N.,  Adminis- 
trator, Montrose  General  Hospital,  Montrose, 
Penna.  18801.  Phone  Collect:  1-717-278- 
3801. 


PHYSICIANS  WANTED 

Residency  in  Physical  Medicine  and  Rehabilitation — 
dynamic,  young  program  with  balanced  academic  and 
clinical  emphasis  under  the  supervision  of  5 physia- 
trists.  Three-year  program  with  opportunity  for  re- 
search and  pursuit  of  special  interests  both  in  medi- 
cal school  and  private  hospital  settings.  One  year’s 
credit  for  4 years  general  practice  experience  or 
training  in  another  specialty.  Gl  schooling  benefits 
available  for  veterans.  Berry  Plan  deferments  are 
usually  obtainable  for  physicians  anticipating  military 
service.  We  will  pay  for  visits  in  selected  cases, 
telephone  or  write  for  information  to:  John  F. 
Ditunno,  Jr.,  M.D.,  Director,  Department  of  Rehabilita- 
tion Medicine,  Thomas  Jefferson  University  Hospital, 
11th  & Walnut  Streets,  Phila.,  Pa.  19107  (215)  829- 
6573, 


STAFF  PHYSICIAN 

Full  time  pos  avibi  at  Neuropsychiatric 
Institute.  Fully  decentralized  unit  sys- 
tem providing  a variety  of  svcs  with  ex- 
tensive tching  & research  prgrms.  Sal- 
ary commensurate  with  trng  & exper. 
Liberal  fringe  benefits-housing  avIbI  at 
nominal  cost.  Contact:  Medical  Direc- 
tor, N.J.  Neuropsychiatric  Inst.,  Box 
1000,  Princeton,  N.J.  08540. 


WANTED 

Family  Physicians,  Internist,  Pedia- 
trician, and  Orthopedist  for  solo  but 
medically  congenial  practice  in  128 
bed  JCAFI  accredited  hospital  in  well 
located  southern  Indiana  city.  Write: 
Maury  Gray,  Administrator,  Dunn 
Memorial  Flospital,  Bedford,  Indiana 
47421 


PSYCHIATRIST 

Position  open  for  board  eligible  or  certified 
psychiatrist,  to  head  Department  of  Physical 
Medicine  and  Rehabilitation.  We  have  a full 
program  of  physical  medicine  and  an  on- 
going federal  grant  covering  patient  care, 
in-service  training,  etc.  Salary  dependent  on 
qualifications.  Many  fringe  benefits  available. 
Refer  all  inquiries  to  Michael  Simon,  M.D., 
Medical  Director,  Marlboro  Psychiatric  Hos- 
pital, Marlboro,  New  Jersey  07746.  Telephone 
(201)  946-8100. 


VIRGIN  ISLAND  PARADISE 

Magnificent  $100,000  villa  awaits  you  on  pri- 
vate beach  in  St.  Thomas  at  Cowpet  Bay. 
Luxurious  interior,  maid  service,  breathtaking 
balcony  view,  all  water  sports,  ideal  for 
couples  or  family.  Call  (201)  549-6102  or 
(201)  388-0760  now  for  tranquility!  Weekly 
or  monthly.  Or  write  Walter  Zirpolo,  206-100 
Menlo  Park  Shopping  Center,  Edison,  N.J. 
08817,  Owner. 


MEDICAL 

RESEARCH 

Unusual  opportunity  for  research  ori- 
ented M.D.,  with  some  postgraduate 
training  to  build  long-term  career  in 
unique  medical  research  program  jointly 
sponsored  by  two  of  world’s  foremost 
international  pharmaceutical  organiza- 
tions. Serious  interest  in  clinical  re- 
search essential.  Experience  or  interest 
in  internal  medicine  or  its  sub-special- 
ties  most  helpful.  Some  clinical  phar- 
macology and/or  industry  experience 
an  asset  but  not  essential.  Base — 
Middle  Atlantic.  Applicant  will  have 
chance  for  European  travel  although 
travel  requirements  are  limited.  Salary 
open. 

Write  or  call  collect: 

PACKARD  ASSOCIATES 

3 Water  Lane,  Manhasset,  N.Y.  11030 
516-627-0655 


<u;-i 


THE  JOl’RXAI.  OF  THE  MEDIC.M.  .SOfilE  l V OF  NEW  JERSEY 


CLASSIFIED  ADVERTISEMENTS 


ANESTHESIOLOGIST  ASSOCIATE  -South  Jersey  chiefly 
supervisory,  200  bed  hospital,  financial  arrangements 
negotiable.  TVrite  Box  No,  208,  c/o  THE  JOURNAL. 


INTERNIST— Desires  group  practice.  31  years  old,  board 
eligible,  university  trained,  one  year  hematology, 
military  completed.  Available  July  1972.  TVrite  Box 
No.  210,  c/o  THE  JOURNAL. 


INTERNIST-CARDIOLOGIST —Desires  private,  full-time 
staff  or  group  practice.  Board  eligible,  experience  in 
cardiac  catheterization,  pacemaker,  intensive  care  unit. 
Write  Box  No.  213  c/o  THE  JOURNAL. 


RADIOLOGIST  —Diagnostic,  38,  board  eligible.  New 
Jersey  license,  seeks  part-time  position.  I’niversity  of 
California  trained,  general  diagnosis,  isotopes,  va.scu- 
lar  procedures.  Location  open.  Write  Box  No.  209, 
c/o  THE  JOURNAL. 


YOUNG  SURGEON —Desires  group,  partnership  or 
solo,  board  eligible,  Jersey  licensed,  from  Taiwan. 
Available  July  1972.  Sun  Jian  Guo,  M.D.,  91  East 
Mountain  Road,  ^Vestfield,  Massachusetts  01085. 


OB-GYN  — TVanted  to  join  two  young  certified  Ob-gyn 
men  in  North  Central  suburban  New  Jersey.  Board 
certified  or  eligible,  15  minutes  from  New  York  City. 
Salary  negotiable  leading  to  partnership.  Write  Box 
No.  206,  c/o  THE  JOURNAL. 


PRACTITIONER —TV'anted  to  take  over  old  established 
practice  near  Long  Beach  Island.  New  hospital  soon 
under  construction.  Investment  of  a 16  room  house 
can  be  two  apartments,  besides  a seven  room  equipped 
office  with  x-ray,  EKG,  etc.  Rental  from  an  eye  man. 
Phone  (609)  296-2058. 


EMERGENCY  ROOM  PHYSICIANS -For  well  estab- 
lished, busy,  group  providing  unustiallv  comprehen- 
sive patient  care.  Seeks  conscientious,  knowledgeable 
M.D.s  with  career  interest:  corporate  benefits,  mal- 
practice, etc.,  S30,000/one  year,  then  full  partnership. 
Phone  (609)  267-0700  or  write  Box  No.  215,  c/o 

THE  JOURNAL. 


PEDIATRIC  PRACTICE  FOR  SALE  -Bergen  County.  New 
Jersey.  Good  coverage,  open  hospital,  modern  10 
room-office.  $100,000/year,  gross.  .Available  immedi- 
ately. Write  Box  No.  213,  c/o  THE  JOURNAL. 


EOUIPMENT  FOR  SALE — EKG,  TVhirlpool  I.umetron. 
miscellaneous  other  machines  and  instruments.  .All  in 
excellent  condition.  Retired.  Call  Denes  Weiss,  442- 
4291  or  write  216  State  Street.  Perth  .Amboy.  New 
Jersey  08861. 


FOR  RENT  or  SALE -Professional  residence  on  corner 
lot,  busy  thorofare,  high  density  area.  TVrite  Box  No. 
211,  c/o  THE  JOURNAL. 


FOR  SALE -Three-story  colonial,  attached  doctor's 
office.  Large  family  practice,  established  60  years. 
I hree  associates,  separate  offices.  Suburban  metro- 
politan area,  gocxl  schools.  Selling  due  to  death.  Mrs. 
Richard  Chamberlain,  30  Lenox  Place,  Maplewood. 
New  Jersey  07040.  (201)  762-3679. 


FOR  RENT— Professional  suite,  2200  River  Road,  Point 
Pleasant,  New  Jersey.  Waiting  room,  consulting  room. 
3 examining  rooms,  business  office.  Directly  opposite 
Point  Pleasant  Hospital.  .Assume  3 year  balance  of  5 
year  lease  at  .5350.00  per  month.  Suite  is  one  of  five 
in  all  M.D.  professional  building.  Telephone  (201) 
892-8242  or  write  Box  No.  212,  c/o  THE  JOURNAL. 


Information  for  Advertisers — RATES;- S5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT;  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbresiation.  isolateri 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  wonis.  telephone  number  as  one 
word,  and  “TVrite  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


OB-GYN  WANTED 

Board  eligible  or  certified  Obstetrician/ 
Gynecologist  to  head  department  in 
225-bed  northern  New  Jersey  hospital. 
All  replies  confidential. 

contact:  John  W.  Pollina,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  N.  J.  07662 


UROLOGIST  WANTED 

Board  eligible  or  certified  to  join  staff 
of  225-bed  northern  New  Jersey  hos- 
pital. All  replies  confidential. 

contact:  John  W.  Pollina,  Administrator 
Saddle  Brook  General  Hospital 
300  Market  Street 
Saddle  Brook,  N.  J.  07662 
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EACH  TESTAND-B  TABLET  CONTAINS; 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone 1.25  mg. 

L-lysine  100  mg. 


Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid  12.5  mg. 

Ferrous  Iron 2.82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 
Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  “middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE;  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30.  100,  and  500  tablets.  Rx  only. 

Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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MORRIS  HALL 

Health  and 
Rehabilitation  Center 


Route  206,  2381  Lawrence  Road,  Lawrenceville,  NJ.  08648 


FOR  YOUR  EXTENDED  CARE  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  — 159  Extended  Care  Beds) 

• Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones,  air- 
conditioned 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• Staff  Medical  Director  and  Physiatrist 

• Physicians  may  refer  and  treat  their  own  patients  at  Center 

MEDICAL  STAFF  AND  ACCREDITATION 

• Werner  J.  Hollendonner,  M.D.,  Board  Certified  Internal  Medicine,  Medical  Director 

• Fred  G.  Schwing,  M.D.,  Board  Certified  Physiatrist,  Director  of  Rehabilitation  Dept. 

• Ruth  Rahilly,  R.N.,  B A.  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Approvals  (Medicare  — Medicaid  — New  Jersey  Blue  Cross  — New  Jersey  Rehabilitation 
Commission) 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!  !1 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 


anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illne 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

• The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctiv 

*^-fc>fx/^^'y'or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 
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LibriurrY 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 
25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  ma 
be  present  and  protective  measures  net 
essary.  Variable  effects  on  blood  coagulu 
tion  have  been  reported  very  rarely 
patients  receiving  the  drug  and  oral  ant 
coagulants;  causal  relationship  has  nc 
been  established  clinically. 

Adverse  Reactions:  Drowsines 

ataxia  and  confusion  may  occur,  espi 
cially  in  the  elderly  and  debilitated.  Thes 
are  reversible  in  most  instances  by  prope 
dosage  adjustment,  but  are  also  occasior 
ally  observed  at  the  lower  dosage  range 
In  a few  instances,  syncope  has  been  re 
ported.  Also  encountered  are  isolated  ir 
stances  of  skin  eruptions,  edema,  mine 
menstrual  irregularities,  nausea  and  cor 
stipation,  extrapyramidal  symptoms, 
creased  and  decreased  libido— all  infrr 
quent  and  generally  controlled  with  do 
age  reduction,-  changes  in  EEG  patterr 
(low-voltage  fast  activity)  may  appec 
during  and  after  treatment;  blood  dyscrc 
sias  (including  agranulocytosis),  jaundic 
and  hepatic  dysfunction  have  been  rr 
ported  occasionally,  making  period 
blood  counts  and  liver  function  tests  a< 
visable  during  protracted  therapy. 


ROCHE 


Roche  Laboratories 
Division  of  Hoffmann-La  Roche 
Nutley.  N J.  07110 
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Endorsed  Insurance  Plans 

ACaDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

i Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
I Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EIXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

UFE  INSURANCE 

$10,000  to  $1d0,000  of  Convertible  Term  Life  Insurance 

(Guaranteed  exchangeable  at  anytime  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

per  day  paid  for  each  day  that  you  or  your  depend- 
ents are  hospitalized,  from  the  first  day  for  as  long  as 
365  days  for  any  one  accident  or  sickness.  Benefits 
are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

lI.R.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPOILATE  PIASTER  PLAN 


$20 -$50- $40 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 


75  MONTGOMERY  STREET 


JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIaware  34340 


An 

important 

reminder... 

. . . that  diagnostic  services 
incident  to  a physical  examination 
or  periodic  health  check-up  are  not 
eligible  for  Rider  J benefits. 

Also,  any  diagnostic  service,  to  be 
eligible  under  Rider  J,  must  be 
incident  to,  or  necessary  for, 
diagnosis  of  a specific  sickness  or 
injury.  No  claim  for  diagnostic 
services  — from  a physician  or 
laboratory  — will  be  paid  under  any 
New  Jersey  Blue  Shield  coverage 
without  a provisional  or  known 
diagnosis. 

Declining  an  ineligible  claim 
costs  the  Plan  as  much 
administratively  as  paying  an 
eligible  claim.  Please  help 
conserve  subscribers’  funds  for 
payment  of  eligible  claims  by  not 
submitting  ineligible  diagnostic 
claims.  Your  cooperation  will  be 
appreciated. 


BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 
It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents'', 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly, Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 

GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGY  C H E M 1C  AL  COR  POR  ATiON , AR  OSLEV . N £W  YORK  10502  UNDER  LICENSE  FROM  COEN  RINGER  INCCLMCIMG.M.B  M. 


'‘’Prescribe  With  Confidence” 


K AT  E S BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foo+ 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


CHILDREN 


400  MAIN  STREET 


HACKENSACK,  N.  J. 


201-487-1779 


Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


LIPO-NICIN 


RELEASES  NICOTINIC  ACID 
2 WAYS 

QUICKLY  o.  GRADUALLY 


NICOTINIC 
ACID 
THERAPY 


For  Treatment  of: 

COLD  FEET 
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EDITORIALS 


Curing  Is  Easier 
Than  Healing 

Etyniologicalh,  cure  and  care  were  the  same 
^^'ord.  The  clergyman,  whom  the  French  call 
a cure  (and  the  British  a curate),  was  vested 
with  the  cure  (care)  of  soids.  Over  the  cen- 
turies, however,  the  tvord  has  shifted  in 
meaning.  Now,  instead  of  curing  a person,  we 
cure  a disease.  Indeed,  the  adjective  “cured” 
is  seldom  tised  on  hospital  discharge  sheets. 
^Ve  prefer  to  say  “recovered”  as  more  modest 
and  more  accurate.  You  can  cure  a j)neumo- 
nia  by  medication.  Do  you  cure  the  person? 
.As  a better  example,  you  can  cure  a gan- 
grenous loot  or  hand  by  amputation.  Is  the 
person  cured? 

1 he  word  heal  has  a difierenl  l)ackground.  It 
is  analogous  to  ivhnle.  The  words  hale  and 
healthy  have  the  same  root.  Today  we  speak 
of  “healing”  in  the  sense  of  restoring  a per- 
son to  a sense  of  well-being,  making  him 
“whole”  again.  Thus,  when  we  amputate  a 
hand,  we  cure  the  gangrene.  But  when  the 
patient  makes  a good  adjustment  with  a pros- 
thetic hand,  he  is  “healed.” 

Curing  in  the  modern  world  is  easier  than 
healing.  To  cure  the  organ  you  need  techni- 
cal knowledge  of  what  can  be  done  to  exor- 
cise the  diseased  tissue.  But  to  heal  the  indi- 
vidual you  need  art  and  compassion  as  well 
as  knowledge  of  a technic.  Many  of  the  critics 
of  our  system  of  distributing  medical  care 
concentrate  on  the  curing  technics,  offer- 
ing to  “vend”  such  methods.  It  is  inter- 
esting that  many  of  the  critics  of  our  sys- 
tem of  distributing  medical  care  are  people 
who  have  not  been  involved  in  it.  Those 
physicians  who  don’t  like  our  system  have 
come  largely  from  academic  circles  or  large 
practice  groups,  where  medical  care  is  dis- 
pensed more  in  units  of  treating  diseases  than 
in  the  more  subtle  effort  to  try  to  heal  the 
whole  man. 


Yes,  healing  is  harder  than  curing  for  it  in- 
volves the  estaldishmeiu  of  a rapport,  the 
surrender  of  some  of  our  time,  and  a devo- 
tion to  the  often-thankless  ministry  of  listen- 
ing. But  in  these  days  of  computers,  curing 
(in  the  direct  mechanical  sense  of  applying  a 
learned  technic)  can  be  done  jtrogrammatical- 
ly.  It  may  be  that  it  won’t  need  a physician  at 
all.  Punch  the  symptoms  on  to  one  card  and 
the  treatment  program  comes  out  the  other. 

Responsibility  of  Physician 
in  Control  of 
Venereal  Disease 

Our  complacency  on  venereal  disease  has  re- 
ceived a rude  shock  frotn  public  health  au- 
thorities who  state  that  new  cases  of  syphilis 
are  iticreasing  at  an  alarming  rate  and  that 
gonoirhea  is  now  pandemic  throughout  the 
country. 

It  is  time  for  countershock.  The  general  pub- 
lic has  a part  to  play  in  increasing  awareness 
of  the  problem  and  in  educational  efforts  to 
combat  the  root  cati.ses;  promiscuity,  igno- 
rance, and  laissez  faire.  Physicians  man  a spe- 
cial and  important  sector  of  the  battlefront. 
It  is  a shameful  statistic  that  while  physicians 
practicing  juivately  treat  80  per  cent  of  the 
venereal  disease,  they  report  to  their  local 
health  departments  only  one  out  of  every 
eight  cases  of  syphilis  and  one  out  of  nine 
cases  of  gonorrhea.  The  passers  of  these  dis- 
eases tmist  be  traced  down  and  checked  by 
treatment.  The  law  is  perfectly  clear  on  this. 
It  is  our  one  certain  method  of  control.  AVe 
urge  100  per  cent  reporting,  in  the  knowledge 
that  this  information  is  confidential  and  will 
be  used  in  such  diplomatic  fashion  that  no 
harmftil  repercussions  can  arise. 

Physicians  know  their  role  and  must  bear 
down  hard  iti  fulfilling  it.  The  era  of  compla- 
cency is  over. 

Editorial  from  the  July  \5,  1971  issue  of  Neiu  York 
State  Journal  of  Medicine. 
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ORIGINAL  ARTICLES 


Presented  here  is  a practical  monograph  on  plastic 
repair  of  the  hand  in  congenital  deformities. 


Congenital  Hand  Defornnities* 


Jerome  Spivack,  M.D. /Irvington 

The  best  classification  of  congenital  limb 
malformations  that  I have  found  is  tliat  of 
Swanson,  Barsky,  and  Entind  They  have  tried 
to  classify  these  malformations  on  the  basis 
of  embryological  lailnres.  Their  classification 
is  as  follows: 

I.  Failure  of  differcmiation  of  jiaiis. 

(a)  Shoulder— untlcscendecl  scapula,  absciue  of  pec- 
toral muscles,  etc. 

(h)  Arm— synostosis  of  the  elbow. 

(c)  Forearm— synostosis  of  proximal  ulna  and  radius. 

(d)  Fland. 

1.  Syndactyly— from  simple  skin  bridging  to  fu- 
sion of  parts. 

2.  Contracture— secondary  to  failure  of  differen- 
tiation of  muscle,  ligaments,  and  capsular 
structures— from  simple  trigger  thumb  to 
flexion  contracture  of  the  little  finger  fcamp- 
todactyly)  to  severe  arthrogryposis. 

,S.  Lateral  deviation  or  displacement  due  to 
asymmetrical  abnormalities  of  the  digits 
(clinodactyly)  . 

II.  .Arrest  of  development  of  parts. 

(a)  Transverse— congenital  amputation  from  apha- 

langia  to  amelia. 

(b)  Intermediate— classical  phocomelia. 

(c)  Longitudinal. 

1 . Radial— absence  of  radius,  partial  absence  to 
hypoplasia  of  the  thumb,  etc. 

2.  Central— the  various  types  of  cleft  hatid  or 
lobster  claw. 

•Read  before  the  section  on  Plastic  and  Reconstritc- 
tive  .SurgeiT,  20.ath  Annual  Meeting.  The  Medical 
•Society  of  New  Jersey,  .Atlantic  City,  May  17,  1971. 


3.  Ulnar— deficiency  of  4th  and  5th  fingers  with 
carpal  bones  and  ulna. 

III.  Duplications- from  polydactyly  to  twitining  or 
mirror  hand. 

lA’.  Overgrowth— digital  gigantism. 

A'.  Congctiital  Circular  Constriction  Band  Syndrome 
—presents  with  constriction  rings,  fetal  amputa- 
tion, and  areas  of  focal  necrosis. 

AT.  Generalized  Skeletal  Defects— the  hand  deformity 
may  be  only  one  manifestation  of  an  over-all  syn- 
drome. 

Syndactyly 

.Syndactyly  may  be  called  complete  when  the 
weighing  extends  to  the  end  of  the  fingers  and 
incomplete  ivhen  it  does  not.  It  is  simple 
when  only  soft  tissue  joins  the  fingers  and 
cotnplicated  if  bony  or  cartilaginous  tissue 
joins  the  fingers.  In  over  one  half  the  cases 
only  the  third  and  fourth  fingers  are  involved. 
Many  different  methods  of  repair"^  to  have 
liecn  suggested.  The  welj  mav  be  reconstruct- 
ed by  either  a dorsal  or  volar  rectangular 
(lap  or  triangular  flap  or  by  two  interdigi- 
tated  dorsal  and  volar  triangular  flaps.  The 
lateral  sides  of  the  fingers  may  be  covered  by 
using  the  volar  or  dorsal  skin  as  a laterally 
based  flap  to  cover  one  finger.  The  other 
finger  can  be  covered  by  full  thickness  skin 
graft.  The  incisions  on  the  fingers  are  zig- 
zagged and  the  creases  are  darted  to  decrease 
the  likelihood  of  flexion  contracture. 

Another  method  is  to  zig-zag  the  incisions  on 
the  fingers  and  approximate  the  tips  of  the 
volar  and  dorsal  flaps  about  the  fingers.  This 
produces  two  or  three  diamond-shaped  areas 
on  the  side  of  each  finger  wliich  can  be 
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grafted  using  either  a full  thickness  or  split 
thickness  graft. 

In  all  cases,  the  excess  subcutaneous  tissue 
should  be  trimmed  away  to  give  normal  shape 
to  the  fingers,  to  prevent  tension  in  skin 
closure  and  to  decrease  the  amount  of  skin 
grafting.  One  should  never  release  both  sides 
of  the  same  finger  at  the  same  time. 

When  there  is  a bony  or  cartilaginous  bridg- 
ing this  must  be  separated.  These  areas 
should  be  covered  by  local  flaps  rather  than 
skin  grafts.  Prior  planning  is  vers  important 
to  determine  the  location  of  these  flaps. 
Flatt,"  feels  that  one  should  not  hesitate  to 
separate  longitudinally  fused  bones  in  a 
small  child.  This  can  be  done  easily  with  a 
scalpel  and  growth  will  not  be  disturbed. 

Many  of  these  patients  have  additional 
anomalies  involving  other  parts  of  the  bodv 
and  also  the  fingers  involved  by  the  web- 
bing.®- ’2  In  some  cases  the  svndactyly 

is  only  a minor  part  of  the  over  all  deformitv. 
Epstein  and  Bennett’^  have  noted  that  in 
those  cases  brachydactylia  was  also  present 
in  the  syndactylous  hand. 

The  most  severe  form  of  syndactyly  is  that 
found  in  Apert’s  syndrome  or  acrocephalosyn- 
dactyly. These  patients  have  many  cranial 
and  facial  deformities  in  addition  to  their 
hand  prol)lems.  There  is  usually  syndactyly 
of  all  the  fingers  and  frequently  the  thumb 
is  also  involved.^'-  ” In  early  life  thev  have 
some  motion  in  the  interphalangeal  joints 
but  by  age  four  these  joints  are  stiff.^^  The 
thumb  is  very-  short  and  is  deviated  radially 
at  the  metacarpalphalangeal  joint.  At  times 
the  syndactylous  digits  are  fused  into  a mass 
of  bones  and  joints.  Any  attempt  to  separate 
them  would  be  more  debilitating  than  leav- 
ing them  to  function  as  a composite  unit.^' 

Treatment  recommended  by  Hoover,  Platt, 
and  Weiss,^^  is  release  of  the  thumb  and 
little  finger  before  one  year  of  age.  .About  six 
months  later  the  long  finger  is  removed  and 
the  skin  from  it  is  used  to  cover  the  index 
and  ring  fingers.  Emmett,^'  recommends  am- 


putation in  some  cases  of  these  \ ery  complex 
cases  of  syndactyly.  These  patients  need 
further  surgery  later,  such  as  osteotomies  to 
place  the  fingers  in  flexion  and  to  correct  the 
radically  deviated  thumb  tip.’'* 

Contracture 

Congenital  thumb  in  the  palm  or  thumb 
contracture  in  the  netvborn  has  been  treated 
by  splinting  the  thumb.  The  problem  is  due 
to  a failure  of  normal  development  of  the 
structures  that  provide  extension  for  the 
thumb  and  the  fingers  at  the  metacarpal 
phalangeal  joints.  There  is  also  a volar 
soft-tissue  contracture.®'  *•■’  Cratvford,  Horton, 
and  .Adamson,’®  have  treated  this  by  a com- 
bination of  soft  tissue  releases  with  grafting 
and  tendon  transfers  to  the  central  slips  of 
the  thumb  and  finger  extensors  as  needed. 

Camptodactylv  or  congenital  flexion  con- 
tracture is  usuallv  an  isolated  deformity  ol 
the  fifth  finger  seen  in  children  In  which 
there  is  a gradual  progressive  contracture  of 
the  proximal  interphalangeal  joint.  It  tends 
to  become  worse  during  periods  of  rapid 
growth.  Occasionally  all  of  the  fingers  are 
involved  with  those  on  the  ulnar  side  being 
more  severely  affected.  .Smith  and  Kaplan’® 
advocate  .section  of  the  flexor  digitorum 
superficialis  of  the  involved  finger.  This 
method  was  indicated  when  there  was 
evidence  of  a mobile  proximal  inter- 
phalangeal joint.  Others  have  advocated 
tendon  lengthening,  splinting,  and  release  of 
skin  and  capsular  contractures  with  cover- 
age by  skin  grafts  and  flaps. 

Lateral  Deviation 

Clinodactyly  may  be  caused  by  a wedge- 
shaped  piece  of  bone  which  may  be  super- 
numerary or  may  be  the  normal  phalanx. 
Treatment  should  consist  of  manipulation 
and  splinting  initially.  If  this  is  not  effec- 
tive and  if  the  deformity  is  causing  functional 
and  esthetic  deformity,  it  can  be  corrected 
by  wedge  osteotomy.® 

Arrest  of  Development  of  Parts 
Entin,”  has  had  considerable  experience  in 
the  reconstruction  of  congenital  aplasia  of 
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the  phalanges.  In  these  cases  one  is  more  con- 
cerned about  function  than  esthetics.  The 
patient  must  be  jjrovided  with  supple  skin, 
with  normal  sensation,  with  efficient  pinch 
and  grasp,  and  with  the  ability  to  place  the 
hand  in  useful  positions.  Treatment  includes 
separation  of  parts  by  phalangization  and 
deepening  of  web  spaces,  shifting  of  bony  ele- 
ments, ablation  ol  parts,  jjollicization,  length- 
ening of  digital  components  by  shifting  of 
skin  and  bone  grafting  and  construction  of 
digits  with  pedicle  flaps,  bone  grafts  and  toe 
transfers.  .\s  the  deformities  become  more 
severe,  the  type  of  reconstructive  procedures 
become  more  complex. 

Deformities  of  the  radial  side  of  the  hand  and 
forearm  mav  vary  from  a minor  defect  seen 
only  on  x-ray  to  complete  absence  of  all  the 
radial  structures.  In  the  typical  radial 
dysplasia,  the  carpus  lacks  radial  support  and 
the  hand  becomes  deviated,  the  amount  de- 
pending on  the  degree  of  dysplasia.  The  af- 
fected limb  is  usually  shorter  than  the  nor- 
mal limb.^®  Interphalangeal  joint  motion  is 
limited  because  the  extrinsic  tendon  excur- 
sion is  decreased  by  their  curved  course,  be- 
cause a considerable  amount  of  force  is  dis- 
sipated displacing  the  unstable  joint^®  and 
because  of  poor  wrist  extension  due  to  fre- 
quent absence  of  the  wrist  extensors.®® 

Presently,  most  authorities  recommend  splint- 
ing of  the  hand  in  a corrected  position,'®  soft 
tissue  release  as  necessary,'®  and  centralization 
of  the  hand  over  the  wrist  and  K tvire  fixa- 
tion.2®  This  fixation  abolishes  the  waste  of 
power  of  the  extrinsic  muscles  of  the  digits 
and  encourages  maximum  movement  of  the 
fingers.  Stabilization  of  the  wrist  without 
good  elbotv  function  prevents  the  hand  from 
touching  the  face  or  body. 

Pardini,'®  noted  that  even  Avith  centralization 
and  wrist  fusion  there  tvas  some  degree  of 
radial  angulation  at  the  site  of  the  ulnar- 
carpal  implantation.  Rora,  Nicholson,  and 
Cheema,'®  treated  their  series  by  centraliza- 
tion Avith  removal  of  the  lunate  and  capitate 
and  placement  of  the  ulna  into  this  slot  at 
six  to  tAvelve  months  of  age.  A K Avire  fixes 


the  Avrist  and  is  removed  six  Aveeks  later.  The 
position  is  then  maintained  by  splints.  Six 
to  tAvelve  months  later  the  superficialis  ten- 
dons to  the  third  and  fourth  fingers  are 
transferred  proximally  and  then  in  an  ulnar 
and  dorsal  direction  to  the  second  and  third 
metacarpal.  They  report  72  per  cent  satis- 
factory results  in  these  patients.  The  tendon 
transfers  have  heljaed  correct  the  problems  ol 
Avrist  subluxation  and  progressive  ulnar 
boAving  Avhich  Avere  noted  after  Avrist  cen- 
tralization alone  due  to  the  OA'erpoAvering 
strength  of  the  Avrist  flexors. 

In  canning  out  the  soft  tissue  releases,  sur- 
geons have  noted  that  the  median  nerve  is  a 
superficial  structure  that  may  be  the  one 
structure  at  the  end  of  the  operation  Avhich  is 
still  preA'enting  complete  correction  of  the 
radial  deviation.®® 

Going  along  Avith  the  radial  dysplasia  are 
variable  deformities  of  the  thumb.  In  Par- 
dini’s  series  of  thirty-nine  cases,'®  the  thumb 
was  present  in  tAvelve,  absent  in  nineteen 
and  hypoplastic  in  eight.  Edgerton  et 
noted  that  if  the  thumb  Avas  present,  its  meta- 
carpal Avas  absent  and  its  phalanges  Avere 
small  and  cartilaginous.  It  Avas  attached 
more  distally  and  its  base  Avas  often  con- 
stricted by  an  annular  band.  The  extensor 
tendons  Avere  commonly  absent  and  the 
thenar  intrinsic  muscles  Avere  frequently  ab- 
sent or  fibrotic. 

The  elboAv  and  Avrist  must  be  taken  care  of 
before  the  thumb  can  be  reconstructed. 
Edgerton,  Synder,  and  AV'ebb®'  noted  that  if 
the  thumb  Avas  sufficiently  large  and  stable 
it  Avas  left  and  procedures  Avere  planned  to 
improve  it.  If  it  Avas  small  Avith  the  first 
metacarpal  missing,  it  may  be  amputated  and 
reconstructed  using  pedicle  flaps,  toe  joint, 
or  complete  toe  transfers  and  neuroA'ascular 
island  flaps.  The  best  method  Avas  transfer 
of  a finger  for  the  thumb.  They  prefer  to 
begin  the  surgery  about  age  tAvo.  They  out- 
line many  of  the  anomalies  of  the  arteries, 
veins,  and  neiAes  that  may  be  found  durin® 
the  operative  procedure. 
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Rybka  and  Paletta--  distinguish  between  the 
totally  absent  or  dangling  thumb  which  is 
more  frequent  and  requires  pollicization  for 
reconstruction  and  the  hypoplastic  thumb 
found  at  the  end  of  a relatively  normal  radius 
that  may  be  suitable  for  bone  graft  polliciza- 
tion. Harrison^^  has  treated  his  cases  in  a 
similar  fashion.  He  had  one  particularly 
severe  case  tvith  shoulder,  elbotv,  and  wrist 
involvement.  The  standard  pollicization 
would  never  have  been  used  effectively  so  he 
turned  the  little  finger  to  make  a thumb  on 
the  ulnar  side  of  the  hand  with  good  re- 
sults. 

Central 

Barsky,-'  has  had  considerable  experience 
with  the  cleft  hand  or  lobster  claw  hand.  The 
typical  pattern  presents  with  a deep  web,  with 
absence  of  varying  portions  of  the  third 
finger  dividing  the  hand  into  a radial  and 
ulnar  component.  This  type  benefits  from 
attempts  to  narrow  the  cleft  and  reconstruct 
the  web  space  with  a local  flap.  The  atypical 
pattern  is  more  severe  and  the  central  three 
digits  are  absent,  it  is  usually  unilateral  and 
the  feet  are  normal.  The  thumb  and  little 
finger  are  present  but  may  be  attenuated.  In 
the  latter  type,  it  is  best  not  to  try  to  bring 
the  segments  together  as  this  may  destroy 
useful  function.  At  times  it  is  nece.ssary  to 
remove  small  remnants  and  abnormal  bones 
which  keep  the  two  pincers  apart.  Rotational 
osteotomy  may  be  necessary. 

Duplications 

Duplications  or  poIydactyly  may  vary  from  a 
very  small  nubbin  located  on  the  ulnar  side 
of  the  fifth  finger  to  complete  reduplication 
of  the  thumb. Radial  polydactylism  is  twice 
as  frequent  as  idnar  poIydactyly^  but  redu- 
plications on  the  ulnar  side  are  usually  bi- 
lateral.^® Central  reduplication  is  the  least 
common  representing  6 to  8 per  cent  of  the 
cases. 

Polydactyly  of  the  fifth  finger  is  usually  the 
simplest  to  manage  with  an  aplastic  stub  with 
rudimentary  cartilage.  Occasionally  there 
may  be  an  articular  facet  on  the  ulnar  side 


for  the  extra  digit.®  This  must  be  remosed 
surgically. 

Central  }>olydactyly  is  usually  associated  with 
syndactyly.  The  metacarpal  may  be  enlarged, 
distorted,  bifurcated  distally,  or  fused.  Joint 
distortion  may  complicate  the  repair. 

Radial  poIydactyly  is  the  most  common 
variety  and  ranges  from  simple  broadness  of 
the  distal  jihalanx  to  complete  reduplication 
with  triphalangism.  Barsky®  recommended 
a wedge  resection  of  the  bifid  tip  and  a reef- 
ing of  the  capside  when  there  is  any  deviation 
of  the  remaining  phalanx. 

Wassel-®  presented  several  interesting  findings 
among  a groiq)  of  cases  of  poIydactyly  of  the 
thumb  followed  over  many  years.  The  cases 
were  divided  into  seven  different  groups  from 
the  simplest  to  the  most  complex.  He  found 
many  cases  of  radial  or  idnar  deviation  at 
the  interphalangeal  or  metacarpalphalangeal 
joints  and  also  a loss  of  flexion  or  a hyper- 
extension at  these  respective  joints.  Other 
problems  found  were  loss  of  tij)  and  palmar 
pinch,  a decrease  in  tip  and  palmar  power, 
a decreased  opposition  and  occasionally  a 
contracted  thumb  web  space.  He  recommends 
surgery  before  school  age.^®  If  one  waited  too 
long  the  supernumerary  component  displaced 
the  normal  component  in  a radial  or  idnar 
direction.  .\t  this  stage  ablation  of  the  ac- 
cessory portion  is  not  enough  and  one  must 
either  reconstruct  the  collateral  ligaments, 
do  an  osteotomy  or  fuse  the  joint.  .Surgical 
excision  of  the  entire  supernumerary  com- 
ponent in  the  very  young  may  damage  the 
epiphysis,  resulting  in  premature  closure  and 
a shortened  smaller  thumb.  He  recommended 
surgerv'  at  age  three  in  which  the  duplicated 
portion  is  removed  but  the  bifurcated  proxi- 
mal articular  surface  is  left  for  a later  time 
when  growth  is  completed.  In  the  tri- 
phalangeal reduplication,  the  best  results 
were  obtained  by  removing  this  segment. 

At  times,  surgery  on  supernumerary  digits 
shoidd  be  postponed,  if  there  is  a possibility 
that  the  bony  elements  may  be  needed  as  a 
bone  graft  in  other  parts  of  the  hand.® 
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Overgrowth 

Enlargement  of  the  fingers  and  hands  may 
be  caused  by  hemangiomas,  lipomas,  and 
nerve  tumors.  Macrodactyly  is  a form  of 
enlargement  in  which  all  the  structures  of 
the  involved  digits  show  an  increase  in  size. 
Ihirsky-'  finds  two  varieties.  The  first  is  the 
static  type  which  is  usually  seen  at  birth  and 
the  further  increase  in  size  is  proportionate 
with  growth  of  the  other  parts.  In  the  second 
type,  there  is  a faster  growth  of  the  involved 
fingers  than  the  normal  growth  pattern.  Fre- 
quently there  is  an  overgrowth  of  fatty  tissues 
in  the  palm,  dorsum  of  the  hand,  and  fore- 
arm. 

A common  factor  which  has  been  found  in 
almost  all  cases  of  macrodactyly^’^  has  been 
an  enlargement  of  the  nerves  to  the  involved 
parts. Some  have  reported  that  the  ex- 
cessiie  finger  groivth  ceased  when  the  digital 
nerve  was  totally  excised  but  Tsuge,-®  pre- 
fers to  remove  individual  small  branches. 

In  the  very  young  child  stapling  the  epiphy- 
sis,-’’ removal  of  the  epiphyseal  plate,  or  fusion 
of  the  bones  may  be  done  to  slow  down  the 
growth  rate.^®  In  older  children  and  adults 
with  a marked  enlargement, staged  pro- 
cedures are  done  with  excision  of  portions  of 
the  middle  and  digital  phalanges  with 
arthrodesis  of  the  surfaces.^® 

Bulges  of  excess  tissue  can  be  excised  at 
staged  procedures.  The  digit  can  be  thinned 
by  removal  of  hypertrophic  nerve  branches 
and  adipose  tissue  from  each  side  of  the 
finger  by  staged  procedures  three  months 
apart.  Tsiige-®  has  developed  a procedure 
to  move  the  nail  proximally  on  a dorsal  flap 
while  shortening  the  finger.  Excess  bulges  are 
removed  later.  Rarsky’^^  stated  that  some  of 
the  progressive  types  may  be  complicated  by 
syndactyly,  .\mputation  may  be  necessary 
in  some  of  these  but  fatty  overgrowth  may 
take  place  proximal  to  the  amputation  site. 


Congenital  Circular  Constriction 
Band  Syndrome 

These  cases  present  four  different  findings®^ 
which  until  recently  were  not  clearly  under- 
stood.®® Patterson®®  has  presented  a compre- 
hensive paper  on  the  subject.  Included  in 
this  group  are:  (1)  simple  ring  constriction; 
(2)  ring-constriction  accompanied  by  de- 
formity of  the  distal  part  with  or  Avithout 
lymphedema;  (3)  ring-constriction  accom- 
panied by  fusion  of  the  distal  parts  (acrosyn- 
dactyly);  and  (4)  intrauterine  amputation. 
These  deformities  may  be  present  in  any 
combination  in  a single  case. 

In  acrosyndactyly  there  is  a fusion  of  the 
distal  portions  of  the  digits  -while  the  proxi- 
mal region  and  the  web  spaces  are  unaffected. 
The  treatment  of  these  cases  is  similar  to 
that  of  simple  syndactyly  except  that  one 
must  dissect  out  the  epithelial  lined  tracts. 

The  constriction  rings  may  be  mild  in  which 
case  no  treatment  is  necessarv.  Thev  may  be 
moderate  in  degree  creating  mainly  a cos- 
metic problem  which  can  be  resolved  by  per- 
forming multiple  Z-plasties  about  one  half 
of  the  circumference  of  the  digit  or  limb. 
In  the  severe  variety  surger-v^  is  imperative®^ 
because  of  the  lymphedema®®  and  again  Z- 
plasties  in  stages  are  performed.®® 

Summary 

The  classification  of  congenital  limb  malfor- 
mations was  discussed  and  attention  called 
to  one  particular  classification  based  on  em- 
bryologic  failure  which  provided  an  excellent 
guide  for  indexing  these  anomalies.  Many  of 
the  commoner  and  a fetv  of  the  rarer  de- 
formities were  discussed,  especiallv  regarding 
treatment,  optimal  age  of  surgeiw,  type  of 
.surgical  procedures  advocated  in  recent  years, 
and  jwssible  problems  encountered. 

A bibliographic  listing  of  3.5  citations  is  available 
upon  request. 
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EDITORIALS 

The  Rising  Tide 
of  Self-Medication 

As  doctors,  vve  have  always  frowned  on 
self-medication  by  untutored  laymen.  The  rea- 
sons are  obvious.  And  since  the  development 
of  television,  the  situation  has  become  more 
distressing,  with  many  TV  commercials  now 
showing  the  inside  story  of  how  Peregrin’s 
Panacea  Pills  slide  gently  down  the  trachea 
into  the  spleen  and,  in  technicolor,  chase  out 
the  germs  and  the  ulcers. 

Yet,  from  time  to  time,  medical  people  do  say 
some  kind  words  for  self-medication.  It  has 
been  suggested  that  there  are  fewer  mishaps 
with  harmless  home  medicines  than  with  po- 
tent pharmaceuticals.  It  has  been  suggested 
that  the  rule  of  the  market  place  applies  and 
that  the  widespread  popularity  of  non- 
prescription drugs  must  mean  that  they  are 
doing  something  right.  Most  observers  believe, 
however,  that  much  of  our  country’s  orgy  of 
self-medication  is  due  to  high  pressure  radio 
and  television  advertising.  Some  of  it,  let  it 
be  confessed,  is  due  to  the  reluctance  of  some 
doctors  to  make  calls  on  what  sound  like 
minor  complaints.  As  a profession,  we  have 
to  decide  whether  we  should  continue  to  op- 
pose self-medication  (and  if  so  whether  we 
should  not,  in  support  of  our  position,  be 
more  regularly  and  .swiftly  available)  or 
whether  we  should  encourage  a wider  use  of 
the  commercially  advertised,  over-the- 
counter,  self-pre.scribed  proprietaries.  Or  it 
may  be  that  Gilbert  VV^eil,  the  well-known 
New  York  attorney,  was  right  when  he  said 
that  people  “have  an  instinct  to  medicate 
themselves’’  and  that  we  would  simply  en- 
courage “bootleg  use  of  home  remedies,’’  if  we 
continued  to  itisist  on  the  old-fashioned  idea 
that  only  peoj)le  who  know  something  about 
pharmacologN  should  decide  which  drugs 
ought  to  be  poured  into  the  human  bodv. 


More  Than  Two 
Million  Dollars  Paid 

November  is  Life  Month.  1 his  is  the  eleventh 
annual  Life  Month  for  The  Medical  .Society 
of  New  Jersey  Life  Plan.  More  thati  1,750 
members  currently  participate  in  this  Plan. 
During  the  past  year,  thirteen  death  claims 
were  filed,  bringing  the  total  paid  to  $2,115,- 
000. 

The  Plan  not  only  provides  np  to  $100,000 
coverage  for  members,  but  a member’s  s|)ouse, 
son  or  daughter,  or  employee  can  also  partici- 
pate in  the  program  u|j  to  $50,000  each,  tach 
insured  person,  be  he  member,  dependent,  or 
employee,  has  an  individual  noncancelable 
life  insurance  policy  at  the  extremely  low 
group  cost.  It  is  not  nece.ssary  for  a memlier  to 
be  insured  in  order  for  his  dependents  or  em- 
ployees to  participate  in  the  program.  'The 
same  liberal  dividend  structuie  applies  to  all 
policies  issued  under  the  Plan. 

In  addition  to  being  a source  of  low-cost  in- 
surance for  themselves,  many  members  have 
found  it  valuable  for  their  sons  or  daughters 
of  college  age  because  their  chilchen  cati  re- 
tain the  coverage  throughout  their  lifetime  as 
a permanent  part  of  their  insurance  program. 
Once  issued,  all  policies  are  renewable  as  term 
insurance  to  age  70  and  gnaianteed  converti- 
ble at  that  time  or  earlier. 

Professional  Goi|)orations  have  found  the  pro- 
gram ideal  for  a corporate  benefit  plan  with 
employee  coverage  available  and  complete  as- 
signment of  ownership  and  beneficiaries  to 
suit  every  need. 

During  Novembei,  members  niicler  05  aie  in 
vited  to  apply  lor  up  to  ten  $10,000  units  o( 
term  life  insurance  including  what  they  al- 
ready carry.  All  policies  have  double  inclemni- 
tv  benefit  and  waiver  of  premium  as  well  as  a 
guaranteed  conversion  privilege  without  extra 
cost.  Complete  information  is  being  sent 
to  members  by  our  administrator,  E.  and  W. 
Blanksteen  Agency,  Inc. 


VOI..  f)8-\UNtBKR  I2-1)1:c;F.MI{KR,  1971 


979 


Here  is  a highly  practical  method  for  treating  bladder 
decompensation. 


Bladder  Decompensation 
in  Cancer,  Cardiac 
Disease,  and  Stroke 


Willard  M.  Drake,  M.D./Camden 

Many  patients  suffering  from  cancer,  cardiac 
disease,  and  stroke  are  being  denied  the  ben- 
efits to  be  obtained  from  urethral  catheter 
drainage.^  It  is  the  purpose  of  this  paper  to 
review  the  etiology,  diagnosis,  management, 
and  complications  of  bladder  decompensa- 
tion, and  describe  a method  of  determining 
the  return  of  compensation. 

Fear  of  urinary  tract  infections  and  Gram- 
negative septicemias  complicating  urethral 
catheterization  has  dissuaded  some  physicians 
from  the  use  of  the  urethral  catheter.  Actual- 
ly, the  normal  urinary  tract  (properly  man- 
aged) will  withstand  catheterization  and  free 
itself  of  infection,  even  though  infection  may 
follow  a period  of  catheter  drainage  insti- 
tuted for  bladder  decompensation.^'®  Intelli- 
gent care  depends  on  the  ability  of  the  physi- 
cian to  arrive  at  the  diagnosis  of  bladder 
decompensation,  his  knowledge  of  catheter 
care,  and  his  ability  to  determine  the 
presence  of  the  return  of  the  bladder  to  a 
state  of  compensation. 

Bladder  decompensation  results  from  lesions 
of  the  nervous  system  secondary  to  sensory 
loss,  motor  loss,  or  destruction  of  the  reflex 
center;  iatrogenically,  from  central  nervous 
system  depressants,  antihypertensives,  relax- 
ants,  and  local  trauma;  from  inability  to 
assume  the  natural  position;  and  from  prim- 
ary urologic  obstructive  disease.  Lesions  of  the 
nervous  system  may  be  primarily  vascular,  as 


in  stroke;  malignant,  either  primary  or  secon- 
dary; degenerative,  as  in  diabetes,  pernicious 
anemia,  and  multiple  sclerosis;  inflammatory, 
as  in  meningitis,  poliomyelitis,  and  transverse 
myelitis;  or  secondary  to  trauma,  involving 
the  brain,  cord,  or  peripheral  nerves.  The 
trauma  may  be  primary  or  secondary  to  sur- 
gery. 

Medications  likely  to  cause  decomptensation 
from  central  nervous  system  action  are  anes- 
thetics, narcotics,  sedatives,  hypnotics,  antihy- 
pertensives, and  tranquilizers.  These  usually 
allow  the  bladder  to  overdistend  before  the 
sensory  stimuli  get  strong  enough  for  the 
brain  to  recognize.  Of  the  sedatives,  barbitur- 
ates are  least  apt  to  cause  bladder  distention 
as  they  as  a group  tend  to  be  parasympatho- 
mimetic. Muscle  relaxants  include  the  gan- 
glionic blockers,  bronchodilators,  antihistami- 
nics,  sympathomimetics,  and  antihypertensive 
drugs. 

Trauma  secondary  to  childbirth,  anterior  col- 
porrhaphy,  urethral  instrumentation,  and  ab- 
dominal perineal  resection  of  the  colon  may 
be  sufficient  to  cause  decompensation  either 
by  itself  or  in  conjunction  with  the  above- 
mentioned  factors. 

Primary  urologic  obstructive  diseases  capable 
of  producing  bladder  decompensation  in- 
clude phimosis,  meatal  stenosis,  urethral  stric- 
tures and  valves,  prostatic  hypertrophy, 
prostatic  malignancy,  prostatic  abscess,  and 
urethral  stone.  If  present,  the.se  diseases  must 
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be  treated  before  compensation  can  ensue. 
The  urologist’s  work,  in  large  part,  involves 
bladder  decompensation  of  varying  degrees 
and  he  has  the  most  extensive  experience  in 
catheter  care  and  bladder  decompensation, 
and  its  complications. 

Initial  symptoms  of  decompensation  consist 
of  frequency,  urgency,  and  difficulty  of  urina- 
tion. Later  symptoms  are  pain,  overflow- 
incontinence,  and  complete  retention.  Physi- 
cal evidence  of  a lower  abdominal  mass,  su- 
prapubic dullness  to  percussion,  with  or  with- 
out palpable  mass,  indicate  a distended  blad- 
der. Further  evidence  is  a decrease  in  P.S.P. 
and  elevation  of  BUN  or  creatinine  and  x- 
ray  evidence  of  retention  on  the  postvoiding 
film  of  the  intravenous  urogram. 

Treatment 

Gently  pass  a latex  or  silastic  Foley  type  re- 
tention catheter,  using  the  sterile  technic.  Ad- 
ministration of  Demerol®  by  hypodermic  20 
to  30  minutes  prior  will  facilitate  this.  De- 
compression of  the  bladder  should  be  insti- 
tuted in  cases  of  chronic  distention.  A speci- 
men should  be  sent  for  smear,  culture,  and 
sensitivities,  and  the  catheter  connected  to  a 
closed  drainage  system.  Catheter  hygiene  in 
the  male  consists  of  the  application  of  antibi- 
otic salve  to  the  urethral  catheter  junction 
once  or  twice  a day  after  cleansing.  In  the 
female  use  a pitclier  douche  once  or  twice  a 
day,  using  Zephirin®  solution,  or  acetic  acid 
(one  eight  of  1 per  cent),  or  similar  agent. 

Bladder  irrigations  may  not  be  needed  unless 
infection,  debris,  or  obstruction  indicate.  Ster- 
ile-gloved technic  should  be  used  with  solu- 
tions varying  with  the  condition.  Acetic  acid 
one  eight  of  1 per  cent  is  useful  for  Gram- 
negative and  urea  splitting  infections.  Com- 
mercially available  buffered  citric  acid  solu- 
tions may  cut  down  encrustations.  Commer- 
cially available  antibiotic  bladder  irrigant  is 
effective  against  most  pathogens.  Sterile  saline 
and  enzyme  solutions  are  useful  in  breaking 
up  mucus  and  blood  clot.  Silver  nitrate  solu- 
tion is  hemostyptic. 


Antispasmodics  should  be  given  initially  and 
continued  as  needed;  either  ganglionic  block- 
ers such  as  atropine  or  antihistaminics  or  a 
narcotic.  If  these  do  not  control  spasms,  an 
opium  and  belladonna  suppository  usually 
will.  An  antibiotic  is  ordered  initially  for  five 
days  usually  a sulfa  drug  or  a Nitrofuran- 
toin®, to  be  changed  if  the  clinical  course  or 
sensitivities  suggest  a different  drug  is  needed. 

The  catheter  or  tubing  should  be  secured  to 
the  clothing  or  bedding  to  prevent  pulling  of 
the  retaining  bag  into  the  urethra,  and  in  the 
male  to  keep  the  penis  in  the  anatomic  posi- 
tion to  prevent  pressure  necrosis  and  abscess 
formation  at  the  penoscrotal  junction.  The 
catheter  should  be  changed  at  the  earliest 
indication  of  poor  drainage  or  sanding. 

An  alternative  treatment,  consisting  of  place- 
ment of  a silicone  rnbber  or  polyethylene 
catheter  by  suprapubic  |)uncture,  for  short 
term  drainage  until  resumption  of  function,  is 
being  used  successfully,  especially  in  gynecol- 
ogic procedures  and  in  some  pediatric  appli- 
cations.*®'**  Direction  for  use  and  proper 
care  come  with  the  commercially  available 
kit.  This  avoids  some  of  the  tendency  for 
infection  and  the  urethral  discomfort  of  the 
standard  uretliral  catheter. 

Infection  will  probably  occur  if  the  catheter 
is  worn  for  more  than  four  days.  Infection 
will  usually  respond  to  the  indicated  antibiot- 
ic and  be  eradicated  following  removal  of  the 
catheter,  when  and  if  the  bladder  returns  to 
compensation. 

Spasm  usually  responds  to  the  drugs  listed. 
However,  some  patients  (especially  where 
nerve  lesions  of  the  upper  cord  or  brain  are 
present)  find  that  the  catheter  stimulates 
reflex  activity  which  will  tax  the  best  efforts 
of  the  urologist.  Narcotics  by  hypodermic 
needle  or  opium  and  belladonna  suppository 
or  local  bladder  instillations  of  Pontocaine® 
may  succeed  in  interrupting  this.  Pyelone- 
phritis, bacteremia,  and  septic  shock  result 
from  failure  to  treat  infection  and  spasm. 
Calculous  disease  of  the  bladder  or  kidneys  is 
a late  complication  if  the  suggested  treatment 
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is  poorly  carried  out.  Periurethral  abscess 
usually  develops  as  a result  of  allowing  the 
penis  and  catheter  to  fall  between  the  thighs, 
producing  pressure  necrosis  of  the  urethra  at 
the  penoscrotal  junction.  Treatment  is  best 
by  prevention.  Otherwise,  suprapultic  diver- 
sion and  local  drainage  are  necessary. 

Compensation 

1.  An  estimate  of  bladder  compensation  may 
be  made  at  anytime  but  practically  is  de- 
ferred until  the  exciting  cause  has  been 
treated  and  the  patient  has  stabilized.  The 
patient  should  be  off  heavy  sedation  and 
tranquilizers  and  be  fairly  mobile,  that  is, 
have  bathroom  privileges. 

2.  Physical  examination  shotdd  rule  out  an 
anatomic  defect  as  obstructive  prostatic  dis- 
ease which  may  require  surgical  correction. 

.S.  An  antibiotic  should  be  begun  the  day 
before  removal  as  determined  by  sensitivities 
and  continued  for  three  or  moie  days  as  indi- 
cated. .Xntispasmodics  should  be  discontin- 
ued. 

4.  By  irrigation  of  the  bladder  with  a bulb 
syringe,  capacity,  sensation  of  distention,  and 
motor  activity  can  be  fairly  accurately  deter- 
mined. A capacity  of  350  to  450  cc.,  a sensa- 
tion of  desire  to  void  at  250  cc.,  a fullness  with 
more  acute  desire  to  void  at  350  cc.  or  more 
are  normal.  Motor  activity  should  cause  urine 
to  escape  from  catheter  if  held  vertically 
under  30  centimeters  of  water  pressure. 

5.  On  the  day  of  removal  of  the  catheter  the 
bladder  shotdd  be  filled  with  irrigating  solu- 
tion plus  one  syringe  full  of  air,  the  catheter 
removed  and  patient  allowed  to  void  in  a 
natural  position.  All  the  solution  plus  the  air 
should  come  out.  If  no  air  comes  out  the 
catheter  should  be  reinserted. 


6.  .\s  an  alternate  to  this,  instill  one  ounce  of 
10  per  cent  Nitrofuracin®  solution  and  re- 
move the  catheter;  then  have  the  patient  rec- 
ord times  and  amounts  of  void.  In  either  case 
the  patient  should  be  checked  carefully  for 
the  next  48  hours  to  be  sure  voiding  is  of 
good  quantity  and  there  is  no  evidence  of 
bladder  distention  by  percussion  or  palpa- 
tion. 

7.  Appro]jriate  antibiotics  as  determined  by 
sensitivity  studies  should  be  given  as  indi- 
cated, with  follow-iqr  for  one  to  two  months 
after  catheter  removal  to  be  sure  any  infec- 
tion is  eradicated. 

8.  Patients  with  neurogenic  or  obstructive 
disease  may  require  corrective  surgery. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


^ddii^  belle 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept. -Oct.)  1958. 


TABLETS/LIQUID 


. Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  ...  2.5  mg. 
> (Warning:  may  be  habit-forming) 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 


should  noi  oe  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children. 
Signs  of  accidental  overdosage  may  in- 
clude severe  respiratory  depression, flush- 
ing, lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberatp  over- 
dosage. 

Adverse  Reactions:  Side  effects  re- 
ported with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting. 


pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows: 


Gbildrea: 

3-6  mo V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.,  tsp.  q.j.d.  (4  mg.) 

1- 2  yr '/i  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr..  ..1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*8ased  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


SEARLE 


Manufactured  by  SEARLE  & CO, 
San  Juan,  Puerto  Rico  00936 


For  more  detailed  medical  Information  write. 
G.  0.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  In  the  Service  ol  Medicine 


101488 


The  usually  non-toxic  methenamine  mandelate  can 
cause  a fatal  allergic  reaction. 


Hypersensitivity  to 
Methenamine  Mandelate 


Julian  I.  Joseph,  M.D. /Wayne  and  Amil 
M.  Joshi,  M.D,/Paramus* 

An  80  year-old  male  was  admitted  to  Bergen 
Pines  County  Hospital  with  right  foot  drop. 
He  had  had  progressive  weakness  of  the  right 
leg  for  two  months  and  right  leg  pain,  with 
occasional  numbness,  for  one  month  prior  to 
admission.  He  had  previously  had  pain  in  the 
thigh  and  in  the  back.  He  drank  two  glasses 
of  wine  daily,  and  he^iad  been  a smoker.  He 
was  well-nourished,  oriented,  and  cooper- 
ative. Blood  jiressure  was  180/80.  His  lungs 
revealetl  a few  moist  basilar  rales  and  dimin- 
ished breath  sounds,  with  dullness  at  the 
bases.  Neurologic  examination  revealed  a 
marked  weakness  of  the  right  foot.  The  right 
ankle  jerk  was  diminished.  Tendon  reflexes 
generally  were  diminished.  Sensation  was  in- 
tact. Hemogloltin  was  5.4  grams;  W'BC  4200; 
63  per  cent  segs;  30  per  cent  lymphs;  5 per 
cent  eosins;  2 per  cent  monos;  platelets  ade- 
quate; ESR  50  mm  per  hour;  and  reticulo- 
cytes, 4.6  per  cent.  single  white  blood  count 
of  2,700  was  recorded.  Otherwise  the  leuko- 
cyte count  ranged  from  4,000  to  6,000. 

A week  after  admission,  the  neurologic  con- 
sultant noted  that  the  patient  was  disoriented 
for  time  and  place.  He  was  unable  to  move 
his  right  foot.  He  showed  weakness  and  wast- 
ing of  muscles  generally  but  most  marked  at 
the  upper  extremities.  Impression  at  this  time 
was  deep  peroneal  nene  damage,  polyradicu- 
lopathy; jx)ssible  lower  motor  neuron  disease. 
Urine  culture  showed  200,000  organisms  per 
cid)ic  centimeter.  Sensitivity  studies  included 
methenamine  mandelate.f  I'he  patient  was 
given  three  units  of  packed  cells.  Methenam- 


ine manclelatef  was  started  a few  clays  later. 
His  course  was  afebrile. 

On  the  30th  day  after  admission  he  was  semi- 
comatose  and  had  a left  hemi-paresis.  Ulcers 
were  noted  on  the  legs.  The  next  day,  a gen- 
eralized rash  developed  over  the  body  includ- 
ing the  lower  extremities.  Twenty-four  hours 
later  the  rash  appeared  exfoliative.  The 
blocxl  pressure  on  this  clay  was  130/70  and 
then  102/76.  Soon,  his  speech  was  slurred 
the  left  arm  weak,  and  the  patient  confused. 
Twenty- four  hours  later  he  was  dead. 

Chemistries  drawn  on  the  day  of  death, 
showed  a BUN  of  114,  sodium  145,  chloride 
121,  potassium  5.4  and  carbon  dioxide  14.  At 
autopsy,  a diffuse  eiy  thema  was  present  over 
the  skin  of  the  back,  lower  extremities,  scro- 
tum, and  to  a lesser  extent  the  upper  extrem- 
ities. The  back  also  contained  deeper  red  ma- 
cules. Lower  extremities  were  ulcerative  and 
partly  scaling,  and  showed  multiple  fine  ma- 
cules or  petechiae  which  were  largely  conflu- 
ent. The  anterior  chest  skin  had  fine  brown 
pigmented  areas.  The  upper  extremities  had 
a purpuric  as  well  as  a macular  erythematous 
eruption.  The  liver  weighed  1180  Grams  and 
showed  a finely  nodular  or  granular  cirrhotic 
pattern.  The  gallbladder  was  fibrotic,  con- 
tracted, and  contained  multiple  small  yellow- 
green  calculi.  A moderate  splenomegaly  of 
210  Grams  was  present.  The  kidneys  were 

•Professor  Joseph  is  Associate  Pathologist  and  Dr. 
Joshi  is  a resident  in  medicine  at  the  Bergen  Pines 
County  Hospital  in  Paramus,  from  which  this  work 
comes. 

fMandelamine®  is  the  Wamer-Chilcott  tradename 
for  the  brand  of  methenamine  mandelate  used  in  this 
case. 
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atrophic- — right  65  Grams,  left  lb  Grams. 
They  showed  a fine  granularity  with  a super- 
imposed diffuse,  nodular  scarring.  The  lungs 
appeared  full  and  somewhat  firm;  they 
weighed  1160  Grams  in  total.  Two  small  re- 
cent infarcts  were  noted  at  the  diaphragmatic 
pleura  of  the  right  lower  and  left  lower  lobes. 
Adhesions  to  the  diaphragm  were  noted  at 
the  right  pleura.  The  heart  was  of  normal 
weight,  but  showed  severe  coronary  athero- 
sclerosis and  calcification,  with  80  per  cent 
narrowing  of  the  right  main,  left  anterior 
descending,  and  left  circumflex  coronary  ar- 
teries. No  myocardial  scarring  or  infarcts 
were  noted  grossly. 

Lumbar  vertebrae  showed  tnarked  osteoar- 
thritic  changes,  with  Imny  spurs,  widening  of 
the  vertebral  bodies  one  and  one  half  times, 
and  narrowing  of  intervertebral  spaces.  The 
skull  showed  mild  thickening  of  the  parie- 
to-occipital  diploe.  The  cerebral  arteries  at 
the  base  of  the  brain  showed  moderate 
atherosclerosis.  On  sectioning  the  brain,  a cys- 
tic zone  of  encephalomalacia  was  found  in 
the  right  parieto-occipital  white  matter.  Ex- 
cept for  mild  dilatation  of  the  lateral  ventri- 
cles, the  brain  was  otherwise  unremarkable. 

Histologically,  the  heart  showed  slight  focal 
interstitial  fibrosis  of  the  left  ventricle,  and 
mild  focal  intersitial  myocarditis  with  eosi- 
nophils, 1\ m[>hocytes,  polymorphonuclear 
leucocytes,  and  occasional  histiocytes.  Sec- 
tion of  coronary  artery  showed  fil)rinoid 
substance  and  leucocytic  exudate  with  occa- 
sional eosinophils,  superimposed  on  ather- 
ma  with  fibrosis  in  the  intima  and  adjacent 
media  of  the  nearly  occluded  vessel.  Lungs 
revealed  focal  interstitial  pneumonitis,  mod- 
erate emphysema  and  interstitial  fibrosis, 
acute  congestion  and  edema.  Lower  lobes 
showed  organizing  pulmonary  infarcts  with 
embolic  occlusion  of  arteries  in  the  region  of 
the  infarct.  In  the  liver,  we  saw  a granular 
cirrhosis  with  fine  septa,  moderate  diffuse 
fatty  change,  and  centri lobular  congestion. 
■\n  axillary  lymph  node  had  j)rominent  eosi- 

tMaiuielamiiie®  is  the  Warncr-Chilcoit  iiadcnainc 
for  llte  brand  of  mctlicnaminc  mandclalc  used  in  this 
ease. 


nophils  throughout  the  medulla.  Peripheral 
nerve  of  right  lumbosacral  plexus  showed, 
within  several  adjacent  nerve  bundles,  edema, 
chronic  inflammation,  and  myelin  swelling 
and  degeneration.  There  was  vascularization 
within  the  nene  bundle,  and  perineural  fi- 
brosis. The  spleen  had  many  eosiniphils  in 
the  reticulum  and  on  some  maipighian  cor- 
puscles. 

Lhe  skin  revealed  a moderately  severe 
subacute  inflammation  in  the  dermis;  many 
eosinophils  were  pre,sent.  The  epidermis 
showed  prominent  parakeratosis  and  focal  ar- 
eas of  liquefaction.  The  brain  revealed  an 
organizing  encophalomalacia  of  the  right 
parieto-occipital  region.  Many  |jigmented  ma- 
crophages and  astrocytes  were  present.  The 
vertebral  marrow  showed  moderate  hypercel- 
lularity  and  prominent  clusters  of  eosinophils 
and  eosinophilic  myelocytes. 

This  patient  entered  the  hospital  with  hemo- 
lytic anemia,  borderline  leucopenia,  neuritis, 
and  bilateral  pleural  effusion.  The  clinical 
signs  suggested  a disease  process  involving 
multiple  organ  systems.* 

During  the  patient’s  hospitalization  he  re- 
ceived methenamine  mandelatef  for  a urinarv' 
tract  infection  due  to  Klebsiella.  One  in- 
tramuscular injection  of  vitamin  B’-,  1,000 
micrograms,  was  also  given.  No  other  drug 
preparations  were  administered.  The  general 
condition  of  the  patient  remained  unchanged 
until  a month  after  admission,  when  he  was 
found  semicomatose  aiul  had  a left  hemipare- 
sis.  A generalized  skin  rash  appeared  the  fol- 
lowing day  and  his  netirologic  status  deterior- 
ated. 

What  was  the  cause  of  death?  What  role  did 
methenamine  mandelatef  play  in  the  dramat- 
ic four  day  terminal  episode?  Autopsy  showed 
severe  coronary  atherosclerosis  with  superim- 
posed fibrinoid  and  eosinophilic  exudate  in 
the  intima,  but  there  was  no  myocardial  in- 
farction. The  pulmonary  infarcts  were  not 
large  enough  to  cause  the  death.  \ small 
focus  of  weeks-old  organizing  encephalomala- 
cia cotild  not  by  itself  account  for  the  termi- 
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nal  episode.  The  granular  cirrhosis  was  not 
associated  with  an  appreciable  necrosis.  Signs 
of  portal  hypertension  were  minimal.  It  is 
difficult  to  implicate  the  liver  in  this  patient’s 
downhill  course.  Possibly  the  terminus  was 
due  to  a combination  of  coronary  and  cere- 
bral atherosclerosis,  with  the  added  effect  of 
the  coronary  vasculitis. 

.Methenamine  mandelater  appears  to  have 
caused  a fulminant  allergic  reaction  resulting 
in  the  patient’s  death.  No  other  therapeutic 
agent  could  be  implicated.  This  is  a drug  of 
extremely  low  toxicity.  Nausea,  epigastric  dis- 
tress, diarrhea,  burning  on  urination,  and  ur- 
ticaria have  been  noted.  This  drug  can  be 
used  for  long  periods  of  time  without  adverse 
effect.  Serious  reactions  are  extremely  rare--®* 
.Although  methenamine  mandelatef  appears 
to  be  implicated  in  this  patient,  it  seems  like- 
ly that  somehow  an  underlying  process  or 
predilection  was  contributory. 

.Allergic  reactions  of  a histamine  type"’"  have 
been  reported  in  the  course  of  systemic  lupus 
erythematosus,  set  off  by  drugs,  such  as  peni- 
cillin, sulfa,  tetracycline,  and  streptomycin — 
for  example,  Stevens-Johnson  syndrome  due 
to  sulfa.’  ■ These  reactions  are  relatively  fre- 
quent in  the  aged.  Serum  sickness  is  a hyper- 
sensitivity reaction  of  the  immediate  type, 
which  histopathologically  shows  lesions  very 
close  to  those  of  lupus.  The  allergic  reaction 
manifested  by  the  patient  in  this  study  shows 
a resemblance  to  both  serum  sickness  and 
lupus  erythematosus,  but  all  of  the  diagnostic 
findings  of  lupus  are  not  present.  The  case 
suggests  the  requirement  for  a more  embrac- 
ing definition  of  lupus-like  states,  and  points 
to  the  need  for  understanding  the  mechan- 


isms of  this  disease  condition  in  relation  to 
hypersensitivity  reactions  of  the  immediate 
type. 

Summary 

An  eighty  year-old  male  tvas  admitted  with 
weakness,  hemolytic  anemia,  and  leucopenia. 
His  course  was  marked  by  a dramatic  termi- 
nal allergic  process  while  on  methenamine 
mandelatef  for  a urinary  tract  infection. 
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Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia/'^ 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
^ included  eight  insomniac  patients.  Sleep 

laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies,  instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  iightheaded- 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  "A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov,  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


nd  slept  through  the  night 


On 

Dalmane 
(fiurazepam  HCI) 


time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


age  sleep  laboratory  measurements  in  cited  studies 


merer 

: required  to  fall  asleep 
e time  after  onset  of  sleep 
ber  of  wakeful  periods  after 
set  of  sleep 
I sleep  time 
I sleep  percent 


Before  Dalmane  On  Dalmane 


33.6  min. 
48  7 min. 

12  2 

420.0  min. 
88  6 


17.6  min. 
22  6 min. 

8 4 

447.5  min. 
94.5 


inical  effectiveness  as 
oven  in  the  sleep  laboratory 

)aluianc 

urazepam  HCO 

e 30-mg  capsule  h.s.  — usual  adult  dosage, 
e 15-mg  capsule  h.s.  — initial  dosage  for 
erly  or  debilitated  patients. 


Before  prescribing  Dalmane  (fiurazepam 
HCI),  please  consult  Complete  Product 
information,  a summary  of  which  follows: 
indications;  Effective  in  ail  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  fiurazepam  HCI. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e  g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions;  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness. palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity. have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  fiurazepam  HCI. 
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Any  physician  planning  to  establish,  expand,  or  review 
an  ICU  will  find  this  careful  monograph  a usable 
blueprint. 


Observations  on  Intensive 
Care  Units 


James  E.  D.  Gardam,  M.D.*/Belleville 

During  the  sixties,  a major  and  dramatic 
advance  in  medical  care  was  the  development 
of  the  Intensive  Care  Unit  in  hospitals^  It 
became  apparent  that  death  due  to  electrical 
disturbances  of  the  heart  (resulting  in  lethal 
tachyarrythmias)  cotdd  be  jrrevented.  This  de- 
pended upon  close  supervision  of  the  patient, 
early  recognition  of  arrythmias,  and  swift 
treatment.  All  this  could  be  facilitated  l>y 
placing  the  patient,  ecjuipment,  and  trained 
personnel  in  a single  area  of  the  hospital. 
'Three  years  ago  Tansey,  Nestler,  and  Min- 
(Kjue-  ])resented  a rcjjort  on  this  develo|mient. 
My  own  report  here  is  not  concerned  with 
clinical  material  since  the  literature  is  replete 
with  this  type  of  study.  Rather,  this  j^aper  is 
concerned  with  management  aspects  of  the 
Intensive  Care  Unit  (ICU). 

-\n  intensive  care  unit,  to  operate  success- 
fully, must  be  developed  by  the  willing  and 
continuous  cooperation  of  the  hospital  trus- 
tees, administration,  and  medical  staff.  unit 
is  expensive  to  develop  and  to  cjperate  and 
affords  no  opportunities  for  savings.  Chang- 
ing developments  in  equipment  and  technics 
necessitate  continuous  expense.  I'he  concen- 
tration of  acutely  ill  patients  in  a single  loca- 
tion permits  more  efficient  staffing  of  regular 
floors  and  more  efficient,  higher  level  of  care 
to  the  less  acutely  ill  who  remain  on  general 
care  floors.^ 

Construction  of  a unit,  de  novo,  will  re- 
quire alteration  of  some  type  within  a short 
j)eriod  of  years.  This  must  be  accepted  and 
administrative  officers  must  expect  continued 


expenditures  in  order  to  maintain  the  highest 
level  of  patient  care.  Furthermore,  ICU’s 
present  new  problems  from  day  to  day.  .Ad- 
ministrative officers  and  trustees  must  mani- 
fest active  concern  for  the  operation  of  a 
unit.  In  the  years  ahead,  no  hospital  will  be 
considered  a first  class  installation  without  a 
functioning  ICU.  Trustees  and  administrators 
must  oversee  the  development  of  these  units 
which  means  keeping  abreast  of  new  data  in 
the  field.  This  concern  should  also  have  a 
permanent  place  on  the  agenda  of  a hospital 
patient-care  committee  made  up  of  staff,  ad- 
ministrators, and  trustees. 

The  Unit  in  the  Community  Hospital 

Historically,  the  Intensive  Care  Unit  was 
developed  primarily  in  teaching  hospitals  and 
still  serves  as  a useful  research  tool.  How 
about  the  usefulness  of  such  units  in  the  com- 
munity hospital?  Some  clinical  research 
presently  does  derive  from  the  community 
hospital  level.  Even  if  this  aspect  of  the  ICU 
is  eliminated,  the  unit  still  serves  a major 
function  for  the  community  hospital.  It  leads 
to  a higher  level  of  patient  care  for  the  pa- 
tient who  requires  such  care. 

I'he  lessons  learned  at  the  university  level 
can  be  extended  to  the  community  institution 
by  utilizing  the  small,  but  previously  trained 
and  motivated,  cadre  of  professional  person- 
nel which  staff  the  units.  It  is  probably  safe  to 
say  that  an  institution  without  an  intensive 
care  unit  in  the  next  decade  will  not  rank  as 
a hospital. 

•Attending  in  Medicine  and  formerly  Director,  In- 
tensive Care  Unit,  Clara  Maass  Memorial  Hospital, 
Belleville,  New  Jersey. 
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Physical  Construction 

Although  we  find  no  firm  studies  which 
define  the  size  of  combined  intensive  care  and 
coronary  care  units,  our  review  of  institutions 
in  the  New  Jersey  area  suggests  a formula  of 
five  beds  per  hundred  beds  as  the  optimum 
for  community  hospitals.  This  differs  from 
previous  reports  which  suggest  that  one  bed 
per  seventy-five  is  adequate.  The  number  rec- 
ommended here  encompasses  all  specialties. 
There  is  some  semantic  confusion  here,  too. 
Is  it  a surgical  intensive  care,  medical  inten- 
sive care,  or  coronary  care  unit?  The  prob- 
lems faced  by  the  community  hospitals  in 
developing  units  concern  space,  personnel, 
and  expense.  A reasonable  solution  is  the 
development  of  the  back-to-back  combined 
unit  wherever  feasible.  Coronary  and  medical 
intensive  care  beds  when  physically  closely 
associated  permit  efficient  utilization  of  avail- 
able beds  and  trained  personnel.^ 

Proximity  to  the  surgical  suite  and  recovery 
room  is  valuable.  Proximity  to  the  emergency 
room  (in  localities  with  a high  incidence  of 
trauma)  would  have  proponents.  Proximity 
to  x-ray  and  laboratories  in  hospitals 
equipped  for,  and  interested  in,  cardiac 
catheterizations  could  also  prove  valuable. 

We  have  seen  only  one  institution  so  con- 
structed that  all  of  the  above  are  on  a single 
floor.  However,  such  construction  occupies 
many  square  feet  of  land  which  is  not  usually 
available  and  produces  some  of  its  own  prob- 
lems. In  general,  let  it  be  said  that  specific 
location  should  not  be  a bar  to  the  develop- 
ment of  a unit  but  that  clear,  easy,  rapid 
access  is  the  key.  The  installation  of  a single 
elevator  could  be  far  less  exjjensive  than  land 
acquisitions  or  foundations  for  a building  ex- 
tension. Planning  should  include  the  greatest 
amount  of  working  floor  space  possible.  In 
emergencies  there  is  never  enough  clear 
space. 

Coronary  care  units  require  no  bathrooms- 
The  use  of  a commode  often  suffices.  Patients 
able  to  use  a bathroom  should,  presumably, 
be  transferred  to  a regular  floor.  However, 
surgical  patients  may  benefit  from  construc- 


tion of  bathrooms.  It  is  necessary  to  include  a 
suitable  room  for  patients  requiring  isolation 
in  a combined  Intensive  Care  Unit.  It  would 
be  appropriate  for  this  type  of  room  to  have 
an  attached  bathroom  primarily  for  the 
hand-washing  of  nursing  personnel.  Also 
provide  adequate  storage,  locked,  to  permit 
self-sufficient  operation  through  a week-end 
with  a full  census.  Adequate  staff  facilities  are 
needed,  too.  The  staff  room  should  be 
equipped  for  teaching  with  library  facilities, 
bulletin  boards,  blackboards,  and  so  on.  This 
facilitates  in-service  education  within  the 
confines  of  the  unit  and  permits  personnel  to 
be  available  for  emergencies.  The  unit  should 
be  constructed  with  windows  to  permit 
awareness  of  time  changes  and  better  contact 
with  reality.  Visitor  control  is  a constant 
problem.  Facilities  close  to  the  unit  are  neces- 
sary to  provide  for  the  comfort  of  visitors. 
Also  provide  quiet,  good  color,  appropriate 
temjjerature  control,  and  safe,  efficient  move- 
ment of  beds  and  equipment.  Because  of  the 
need  for  constant  revision,  the  fewer  items  of 
“built-in”  equipment  the  better. 

If  choice  is  possible,  beds  should  be  placed 
so  patients  may  be  able  to  be  viewed  from  a 
side  or  lateral  position  rather  than  from  the 
distorted  toe  to  head  view.  The  absence  of 
adequate  working  floor  space  should  not  pre- 
clude the  initial  development  of  a unit.  The 
published  description  of  a small  unit  in  Anne 
Arundel  (Maryland)  County  Hospital  is  rec- 
ommended as  an  example  of  a small  unit.  We 
have  seen  a well-functioning  two-bed  unit 
and  a unit  which  utilizes  space  on  two  floors 
in  New  Jersey  community  hospitals.  Both 
units  provide  a level  of  care  far  in  excess  of 
the  space  available.  It  is  better  to  have  a 
small  unit  than  no  unit  at  all.  All  units  are 
subject  to  change  and  administrators  and 
trustees  must  accept  this  need.  The  greater 
the  available  space,  the  more  functional  the 
unit.  However,  trained  personnel  will  adapt 
to  limited  space. 

Equipment 

There  are  probablv  more  hours  spent  on 
equipment  selection  than  any  other  problem 
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in  ihe  development  ot  a unit.  Unit  planning 
commissions  are  deluged  with  electronic  sales- 
men. Most  of  the  time  thus  spent  is  wasted. 

Initially,  a unit  can  function  adequately 
with  a monitor  for  each  bed,  a defibrillator, 
and  an  electrocardiogram.  As  skills  increase, 
sophisticated  level  additions  can  be  made  as 
they  are  found  to  be  desirable.  Selection  of 
equipment  by  “old-line”  firms  is  recommend- 
ed and  the  maintenance  service  contract  is 
perhaps  the  most  important  part  of  selection. 

Once  a firm  has  been  selected  and  its  ser- 
vice is  found  satisfactory,  additions  should  be 
from  the  same  firm.  The  proper  grounding  of 
compatible  equipment  is  necessary  to  avoid 
“micro-shocks”  which  may  increase  morbidity 
and  mortality  from  tachyarrythmias.  A con- 
sulting electronic  engineer  or  physicist  may 
be  invaluable  in  promoting  safety  and  assist- 
ing in  filtering  and  conflicting  claims  made 
by  electronic  firms. 

Ready-made  crash  carts  are  satisfactory  for 
emergency  room  or  floor  use.  A simple  table 
in  the  unit  with  shoe  bags  attached  can  serve 
to  keep  all  necessary  equipment  for  resuscita- 
tion readily  available. 

.V  fixed  headboard  on  the  hospital  bed 
interferes  markedly  with  intubation  under 
emergency  circumstances.  .Ml  headboards  are 
removed  from  beds  in  our  unit.  Motorized 
beds  should  be  grounded  properly  rvith  de- 
tachable plates  to  permit  interchange  of  beds. 

Because  heart  block  is  less  common  than 
ventricular  arrythmias,  it  is  imperative  that  a 
defibrillator  be  an  initial  piece  of  equipment. 
With  the  development  of  teams  capable  of 
utilizing  transvenous  pacing,  pacemakers 
should  be  acquired.  They  should  be  stored  in 
the  unit  under  lock  and  key  with  appropriate 
inventory  control  and  be  available  at  all 
times. 

The  number  and  position  of  adequately 
grounded  electrical  outlets  is  one  item  never 
found  in  sufficient  numbers  and  this  item  of 
“equipment”  should  not  be  limited.  Recom- 


mendations found  in  the  literature  suggest 
eight  outlets  per  bed. 

Nursing  Personnel 

The  unit  is  operated  by  nurses.  In  the  com- 
munity hospital  the  hour-by-hour  care  of  the 
critically  ill  patient  will  be  rendered  by  the 
nursing  personnel.  Also,  until  such  time  as 
the  intern  and  resident  return  to  the  commu- 
nity hospital,  the  primary  defense  in  the 
definitive  emergency  treatment  will  be  by  the 
nursing  personnel.  It  is  the  adecpiate  number 
of  motivated,  trained,  active  nurses  whicb  ac- 
tually constitutes  the  unit. 

A review  of  prevailing  practices  suggests 
that  nursing  personnel  for  the  unit  shoidd  be 
selected  with  the  active  advice  and  consent  of 
the  medical  director  of  the  unit.  This  pro- 
vides an  opportunity  to  assess  motivation,  level 
of  special  education,  and  general  acceptabili- 
ty to  the  demands  of  the  unit.  Often,  nursing 
administrators  are  reluctant  to  cede  any 
prerogative  in  this  area  and  fail  to  recognize 
that  cooperation  will  not  diminish  their  au- 
thority or  resjject. 

.\ctive  participation  in  the  selection  pro- 
cess by  the  Medical  Director  has  distinct  ad- 
vantages. It  establishes  the  role  of  the  direc- 
tor in  the  operation  of  the  unit.  It  permits  an 
appraisal  of  the  future  educational  needs  of 
personnel.  It  provides  an  evaluation  of  mo- 
tivation, stamina,  and  adaptability.  No  clear- 
ly defined  profile  of  successful  ICU  nurses 
exists.  \Ve  have  found  that  nurses  who  are 
successful,  however,  are  young,  healthy,  well 
motivated,  and  energetic  to  the  point  of  ex- 
uberance. Sometimes  they  are  not  classed  as 
academic  successes  in  school  but  demonstrate 
early  leadership,  multiple  interests,  and  nurs- 
ing ability. 

Training  Programs 

Training  of  nurses  for  units  shoidd  begin 
in  the  nursing  school.  We  have  noted  a 
marked  change  in  the  curriculum  of  diploma 
schools  to  meet  the  need  for  skilled  unit  per- 
sonnel. Three  factors  are  here  involved.  The 
most  obvious  is  the  demand  for  unit  person- 
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nel.  The  second  is  the  alertness  of  the  young 
instructor  who  not  only  recognizes  the  need 
but  is  quick  to  urge  curriculum  changes  as  a 
reflection  of  the  desire  to  be  relevant  to  the 
needs  of  society.  The  third  factor  is  the  desire 
of  the  student  to  fulfill  her  ambition  to  per- 
form active  nursing.  To  the  student,  the  unit 
is  “where  it’s  at!’’ 

l ire  pace,  the  action,  the  status  of  working 
in  a unit  appeals  to  the  young  girl.  The 
young  student  does  not  fear  electronic  equip- 
ment— she  has  her  own  high-fi  and  tape  deck — 
nor  does  she  fear  new  procedures  such  as 
defibrillation  since  she  has  not  known  such 
treatment  to  be  otherwise.  Furthermore,  the 
young  student  regards  herself  as  a self- 
sufficient,  equal,  and  an  actively  participating 
member  of  the  health  care  team.  I’hese  fac- 
tors make  the  young  graduate  nurse  an  ideal 
candidate  for  selection  for  ICU  staff. 

The  nursing  school  curriculum  is  in  a state 
of  flux.  Emphasis  on  cardiac  nursing,  based 
on  physiological  and  pathological  principles, 
begins  early.  We  have  endeavored  to  intro- 
duce cardiorespiratory  resuscitation  into  the 
early  part  of  freshman  year.  This  provides 
additional  available  trained  personnel  in  the 
hospital  setting.  Student  nurses  can  save  lives. 
Early  training  also  permits  students  to  feel  a 
sense  of  active  participation  in  the  care  of 
patients — her  training  becomes  relevant. 

Cardiac  arrythmias  are  taught  in  the  sec- 
ond year  concurrently  with  the  life  history  of 
atherosclerotic  heart  disease.  It  has  been  in- 
teresting and  rewarding  in  our  own  institu- 
tion to  see  the  period  of  student  experience 
in  the  unit  increase  from  two  weeks  to  six 
weeks.  This  permits  a firm  grasp  of  princi- 
ples, assists  the  student  in  making  her  deci- 
sion for  future  specialization,  and  allows  for 
evaluation  and  recruitment  of  personnel 
prior  to  graduation. 

We  have  observed  two  small  prol)lems  in 
the  education  of  student  nurses  toward  ICU. 
One  is  the  slow  change  over  the  years  toward 
education  of  student  nurses  by  nurses  and  the 
elimination  of  the  teaching  role  of  the  staff 


physician.  Part  of  this  has  been  due  to  abdi- 
cation of  this  role  by  the  physician  himself.  A 
partial  reversal  of  this  trend  is  suggested  as  a 
means  to  the  enrichment  of  the  students’  edu- 
cational process. 

second  prol)lem  has  been  the  reluctance 
of  some  instructors  to  permit  students  intel- 
lectually to  invade  what  has  been  arbitrarily 
defined  as  the  physician’s  domain.  There  has 
been  a hesitant  restraining  attitude  when  stu- 
dents demonstrate  a skill  in  electro-cardio- 
graph ic  interpretation,  intubation,  or  defib- 
rillation. It  is  anticipated  that  the  march  of 
events  will  overcome  this  reluctance  but  its 
demise  shoidd  be  encouraged  by  physicians. 

Because  of  constant  change  in  nursing 
technics  as  medical  advances  reach  the  com- 
munity hospital  level,  education  must  be  on  a 
continuous  basis.  The  four-week  course 
provided  in  the  past  by  Rutgers,  Newark 
Beth  Israel,  Overlook,  and  other  centers  is 
ideal  to  train  the  graduate  nurse.  This  high 
level  theory  and  practice  study  is  an  intellec- 
tual challenge  to  the  graduate  nurse  and  also 
provides  the  self-assurance  and  security  nece.s- 
sary  to  full  performance.  Courses  like  this 
should  be  provided  for  all  unit  nurses  and  it 
is  recommended  that  the  costs  of  the  course 
(plus  continuation  of  salary)  be  borne  by  the 
employer,  the  hospital.  The  rewards  of  the 
course  include  not  only  the  personal  fulfill- 
ment and  satisfaction  of  the  graduate  nurse. 
The  reward  is  reflected  in  a higher  level  of 
jiatient  care  and  increased  communication  on 
technical  aspects  by  all  personnel  involved  in 
unit  operation.  The  four-week  graduate 
course  is  a basic  requirement  for  continua- 
tion of  employment  in  the  unit. 

Continuous  education  within  the  unit  is 
also  necessary  for  continued  high  level  effici- 
ency. The  RoCom  audio-visual  planned  pro- 
gram, despite  its  initial  high  cost,  permits 
constant  review  of  pertinent  subject  material 
on  the  unit.  The  nurse  is  available  on  site  for 
emergencies.  Such  a course  also  permits 
around  the  clock  utilization  and  is  available 
for  evening  and  night  shift  personnel  who  are 
sometimes  unable  to  othenvise  attend  lectures. 
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Our  institution  has  had  limited  success 
with  the  telephone  tape  lectures  provided  by 
the  Regional  Medical  Program.  This  has  oc- 
curred primarily  because  of  understaffing 
problems.  The  virtues  of  a teaching  system 
such  as  RoCom  accrue  to  the  telejjhone  tapes. 
.Availability,  ease  of  repetition,  and  com- 
pleteness of  subject  material  make  this  type 
of  continuous  education  a satisfactory  tool. 

On-going,  in-unit  lectures  by  physicians  are 
of  importance.  .A  t urriculum  once  established 
can  be  repeated.  The  problems  of  a lecture 
series  are  recurrent  and  troiddesome,  but  not 
insurmountable.  The  ])roblems  are  avail- 
ability ol  motivated  physician-instructors  and 
lack  of  constant  student  attendance  due  to 
changing  shifts.  The  personal,  small-group, 
repetitive-type  instruction  with  opportunity 
for  cjuestions  and  amplification  is  the  corner- 
stone of  continuing  education-  We  have  also 
used  the  bedside  case-teaching  metho<l,  em- 
ploying daily  rounds.  Rounds  serve  as  a 
mechanism  for  observing  bed  utili/ation  and 
over  all  unit  supervision  and  also  permit  the 
time-tested  technic  of  teaching  rounds  to  con- 
solidate theory  and  practice. 

\ urse-to-nurse  teaching  is  ellective  and  ef- 
ficient. I'he  unit  nursing  supervisor  must  be 
freed  from  routine  patient  care  tluties  to  per- 
mit fidl  icse  of  her  time,  if  her  dual  role  of 
administration  and  instruction  is  to  be  ac- 
complished. .An  added  benefit  is  constant  eval- 
uation of  unit  personnel,  their  performance, 
their  needs,  and  their  readiness  for  evening 
and  night  duty.  Personnel  in  medical,  surgi- 
cal, and  coronary  care  units  shoidd  receive 
the  same  course  training  to  ensure  free  flow 
of  equally  skilled  nurses  in  all  tinits. 

.A  further  training  method  is  the  utilization 
of  workshops,  short  courses,  and  conventions 
to  update  skills  and  present  new  advances.  It 
may  be  necessary  for  hospitals  to  accept  the 
cost  of  such  meetings  as  a normal  operating 
expense.  There  has  been  excellent  acceptance 
for  such  short  training  courses  when  the  htcs- 
band  is  permitted  to  accompany  the  nurse. 
We  accept  the  married  resident  as  a fact  of 
hospital  life.  It  appears  we  must  acknowledge 


the  married  nurse  as  an  equally  valid  fact  of 
life.  foimal  report  of  a conference  or  cri- 
tique is  not  essential.  It  changes  a refreshing 
experience  into  work,  and  anyway  it  is  not 
necessary.  Within  a short  period,  there  is 
nur.se- to- nurse  dissemination  of  a major  por- 
tion of  the  new  information. 

Licensed  Practical  Nurses 

.A  review  of  community  hospital  units  in 
New  Jersey  finds  no  consistent  policy  con- 
cerning use  of  practical  nurses.  Our  own  ex- 
perience has  demonstrated  that  selected 
LPN’s  rapidly  retjuire  a higher  level  of  nurs- 
ing skills,  become  able  to  interpret  tachy- 
arrsthmias,  and  can  provide  cardio-respirtuory 
restiscitation.  -Scheduled  in  conjunction  with 
the  registered  nurse,  the  Ll’N  is  an  ellectice 
addition  to  staff  and  is  captdde  of  lull  training 
when  appropriately  selected. 

Unit  Technician 

We  have  been  fortunate  in  otn  own  unit  to 
base  a ward  clerk  or  secretary.  There  are 
innumerable  tasks  ol  a clerical  nature  tvhich 
can  be  performed  by  an  intelligent  non- 
professional  person.  This  .spares  skilled  nurs- 
ing staff  and  allows  them  to  concentrate  on 
monitoring  and  patient  care.  Our  experience 
shows  that  a carefully  selected  mature  indi- 
vidual can  handle  all  routine  communica- 
tions and  is  invaluable  in  visitor  control.  E.s- 
pecially  in  emergencies,  when  nurses  are  fully 
occupied,  a calm,  and  unselfish  individual 
can  clear  the  unit  of  visitors  and  provide 
comfort  and  reassurance.  A full-time  secretary 
is  ecjtiivalent  in  time-performance  to  a staff 
nurse  and  can  add  immeasurably  to  unit- 
physician  relations  and  public  relations.  We 
include  the  ward  clerk  in  a substantial 
amount  of  the  in-hospital  training  program, 
not  in  an  effort  to  develop  another  partlv 
trained  individual,  but  to  facilitate  communi- 
cation and  indoctrination  in  the  areas  of  re- 
sponsibility and  discipline. 

Para-Medical  Personnel 

We  have  encountered  para-medical  person- 
nel in  only  one  unit.  This  was  tinder  “univer- 
sity type”  cctntrol.  However,  in  view  of  our 
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experience  (in  training  student  nurses  to  util- 
ize monitors  and  recognize  tachyarrythmias) 
it  seems  reasonable  to  assume  that  it  would 
be  possible  to  train  other  young,  well- 
motivated  personnel  to  supervise  monitors 
and  recognize  arrythmias.  In  addition,  there 
exists,  in  many  areas,  a pool  of  available  in- 
telligent personnel.  Many  university  students 
are  anxious  for  part-time  employment  and 
employment  during  evening  and  night  shifts. 
Monitor  supervision  by  specially  trained 
para-medical  personnel  would  free  a nurse 
for  more  definitive  or  specialized  nursing.  We 
can,  to  be  sure,  see  a possible  disadvantage  in 
fractionating  medical  personnel,  each  with  a 
specific  medical  task  until  the  unit  is  clut- 
tered with  personnel.  This,  perhaps,  is  only  a 
philosophical  objection  but  was  the  subject 
of  discu.ssion®  in  a recent  symposium. 

Volunteers 

Volunteers  provide  many  hours  of  valuable 
service  to  hospitals.  But  the  pace,  the  space, 
and  the  type  of  problems  for  which  the  unit 
is  designed  preclude  the  use  of  volunteers. 
Replacement  of  the  unit  technician  by  a 
volunteer  would  be  possible  only  by  using 
selection  procedures  in  existence  for  other 
personnel.  This  also  requires  stability  iu  job 
hours,  attendance,  and  perfcjrmance.  Such 
volunteers  presumably  could  be  gainfully  em- 
ployed and  would  be  worthy  of  consideration 
for  the  position  of  unit  technician. 

Contingent  Nursing 

Our  initial  experience  with  contingent  per- 
sonnel was  disastrous.  The  reputation  of  the 
unit  concerning  critically  ill  patients  and  the 
need  for  skilled  technics  produced  a marked 
feeling  of  insecurity  and  anxiety  among  con- 
tingent personnel  assigned  to  the  unit.  Subse- 
quently, because  of  marriage  or  family  com- 
mitments, there  was  attrition  of  full-time, 
trained  personnel,  some  of  whom  became  a 
cadre  of  available  contingent  help.  In  addi- 
tion, because  of  training  programs  in  other 
hospitals  and  similar  attrition,  there  has  de- 
veloped a small  pool  of  available,  trained 
contingent  nurses.  It  is  anticipated  that  this 
])benomenon  will  continue  to  grow.  Succe,ss  in 


utilizing  contingent  personnel  comes  wlien 
we  utilize  only  trained  nurses  familiar  with 
ICU  theory  and  practices. 

Personnel  Practices 

Day-to-day  operation  will  be  successful  only 
if  there  exists  good  personnel  practices.  The 
most  valuable  piece  of  equipment  in  the  unit 
is  the  trained  nurse.  Of  course,  even  in  an 
ICU,  there  are  personnel  problems,  not 
necessarily  indigenous  to  the  unit.  These 
problems  are  heightened  by  the  intensity  of 
activity  and  the  requirements  of  the  unit.® 

A generally  accelerated  pace  of  activity  is 
characteristic  of  the  unit.  Emergencies  be- 
come a routine  occurrence.  Emergencies  de- 
mand utilization  of  skilled  technics.  Close  at- 
tention must  be  paid  to  welfare  of  personnel. 
It  is  recommended  that  rotation  of  shifts  be 
held  to  a minimum  insofar  as  staffing  levels 
permit.  On  the  day  shift  there  should  be  one 
nurse  for  every  two  medical  patients.  Surgical 
patients  require  more  nursing  procedures 
than  do  medical  “critical”  patients  despite 
the  need  for  monitoring  the  latter.  Overtime 
should  be  kept  to  a minimum  and  sufficient 
personnel  employed  in  the  unit  to  permit 
time  for  in-service  teaching. 

Some  units  have  a plan  temporarily  to 
transfer  nurses  to  regular  floors  in  order  to 
provide  a break  in  the  constant  high  level 
physical  and  emotional  pace.  This  permits 
“seeding”  of  regular  floors  with  nurses  con- 
versant with  resuscitation  and  intensive  care. 
It  encourages  an  informal  nurse-to-nurse  in- 
doctrination and  a degree  of  recruitment. 

Extra  pay  for  unit  personnel  is  not  recom- 
mended despite  post-graduate  training  and 
experience.  It  becomes  difficult  to  differenti- 
ate (or  exclude  other  departments  with)  spe- 
cialized nurses  from  such  a pay  or  incentive 
plan.  It  is  almost  etjually  rewarding  to  build 
an  esprit  within  the  unit.  Extra  time,  howev- 
er, even  if  for  teaching  purjioses  only,  should 
be  compensated  fairly. 

It  has  been  our  unhappy  ex]ierience  to  see 
six  successive  cases  of  pneumonitis  in  unit 
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personnel  without  similar  intercurrent  infec- 
tions among  the  critically  ill  patients.  We 
regard  this  event  as  due  to  the  lowering  of 
emotional  and  physical  defenses  in  staff  be- 
cause of  the  pressures  within  the  unit.  It, 
therefore,  should  be  of  prime  importance  to 
the  Director  and  Administration  to  be  cogni- 
zant of  the  welfare  of  personnel." 

Emotional  stress  in  unit  personnel  is  fre- 
quently compounded  by  feelings  of  insecuri- 
ty, particularly  in  the  early  months  of  the 
nurse’s  career  in  the  unit.  The  older  graduate 
feels  insecure  as  she  enters  a new,  high-level 
field.  Young  graduates  (perhaps  better  mo- 
tivated and  more  adaptable)  develop  feelings 
of  insecurity  which  inversely  correlate  with 
the  amount  of  exposure  to  units  as  a student 
and  with  the  attitude  of  the  instructors  con- 
cerning the  expanding  role  of  the  nurse  par- 
ticipating in  medical  care.  All  this  calls  for  a 
continuous  assessment  of  needs  by  senior  nurs- 
ing personnel  and  the  medical  director,  con- 
tinuous in-service  training  to  correct  deficien- 
cies, and  constant  reassurance,  explanation 
and  demonstration.  All  must  have  an 
awareness  that  the  unit  is  a stress-producing 
area  for  personnel  and  that  kindness,  consid- 
eration, concern,  and  leadership  will  promote 
efficient  operation  and  protect  the  welfare  of 
personnel.  Physicians  commonly  direct  their 
energies  to  patient  care.  The  physician  in  the 
unit  must  expand  his  role  to  include  consid- 
eration for  the  care  of  the  nurse. 

Unit  Director 

The  Intensive  Care  Unit  should  be  direct- 
ed by  a physician.  The  director  needs  a good 
grasp  of  medicine  plus  administrative  experi- 
ence. He  has  to  be  motivated  toward  a suc- 
cessful unit  and  readily  available  to  exercise 
his  duties.  Some  teaching  experience  is  a 
valuable  asset.  The  position  of  director  need 
not  necessarily  be  restricted  to  an  internist. 
W'e  have  seen  successful  units  administered 
by  anesthetists  and  surgeons.  The  director 
must  be  considered  a department  head  with 
direct  access  to  the  medical  board  and  the 
executive  (ommittee.  It  is  not  necessary  that 
the  director  be  a full  attending  jjhysician. 


Restriction  of  a director  to  the  senior  level 
may  preclude  active  participation  by  a young- 
er, more  fully  motivated  physician.  Many 
future  directors  will  (and  should  be)  young 
men  with  enthusiasm  and  university  training 
in  established  units.  The  director  should  be 
given  full  responsibility  for  administering  the 
unit  and  he  should  also  have  clear  access,  on 
an  equal  footing,  to  administration  and  other 
supporting  departments  of  the  hospital. 

useful  mechanism  is  support  of  the  direc- 
tor by  a committee  of  physicians  rejnesenta- 
live  of  the  hospital  staff  sections  (pediatrics, 
surgery,  psychiatry)  to  permit  collective  sug- 
gestions, criticisms,  introduction  of  new  meth- 
ods, and  the  dissemination  of  policy  to  units 
concerned.  Meetings  of  such  a committee 
should  be  held  monthly,  minutes  recorded, 
and  pertinent  abstracts  forwarded  to  the  hos- 
jiital  administrator  and  concerned  depart- 
ments. .Appropriate  administrative  personnel 
(nursing  service,  central  supply)  should  meet 
fretpiently  with  this  committee  ex-officio. 

The  committee,  or  smne  of  its  members, 
should  also  meet  with  unit  personnel  at 
stated  intervals  under  the  chairmanship  of 
the  director  for  revie^v  of  problems, 
procedures,  and  ]>erformance.  Minutes  should 
be  reviewed  from  time  to  time.  Members  of 
the  ICU  committee  should  serve  in  rotation 
as  a unit  admission  and  discharge  committee. 

The  director  should  have  over  all  supervi- 
sion, direction,  and  responsibility  of  all  edu- 
cation and  training  of  unit  personnel.  He 
should  be  responsible  for  utilization  of  beds 
and,  to  a degree,  of  the  standard  of  care 
rendered.  The  latter  function  does  not  mean 
a routine  consultation  or  clinical  follow-up  of 
each  admission.  It  means  that  he  should  con- 
sult, inform,  discuss,  educate,  inspire,  or  po- 
litely remonstrate  with  other  staff  members  to 
insure  that  histories  and  physicals,  daily 
notes,  prompt  electrocardiogram  interpreta- 
tion, necessary  considtations,  and  so  on  are 
performed  in  an  expeditious  and  professional 
manner.  The  continuous  gentle  urging  to  up- 
grade performance  on  the  medical  staff  level 
plus  the  example  of  high-level  performance 
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by  unit  personnel  will  olten  combine  to  in- 
crease the  quality  of  patient  care  at  all  levels. 

The  director  must  be  responsible  for  and 
responsive  to  the  needs  of  the  unit  personnel. 
The  slow  learner  must  be  tutored,  d'he  inse- 
cure must  be  reassured.  I'he  tired  must  be 
recognized  and  given  time  to  recharge.  Per- 
formance nnist  be  acknowledged  and  stqterior 
goals  encouraged.  Personal  problems  affect 
performance  and  must  be  accorded  dignified 
counsel.  Above  all,  the  health  of  the  hard- 
working young  girls  must  be  preserved.  It  is 
the  responsibility  of  the  director  to  be 
present,  to  take  time,  and  to  care  for  his 
employees  as  well  as  his  patients.  We  regard 
the  total  care  of  unit  personnel  as  the  single 
most  imiiortant  function  of  the  director. 

Many  community  hospitals  in  the  future 
will  find  it  necessary  to  subsidize  the  post- 
graduate education  of  directors  and  even 
provide  salary.  In  the  not  too  distant  future, 
unit  directors  at  community  hospitals  will  be 
hospital-employed  department  heads  as  are 
radiologists,  pathologists,  and  other  depart- 
ment heads. 

We  are  aware  of  only  one  legal  action  in 
New  Jersey  deriving  specifically  from  admin- 
istration of  a unit.  It  is  recommended  that 
the  hospital  assume  the  cost  of  liability  pro- 
tection of  the  director. 

Admissions  and  Discharges 

.Admission  to  the  intensive  care  unit  should 
l)e  restricted.  .A  mechanism  should  be  de- 
veloped which  expeditously  permits  clearance 
for  admi.ssion  by  a physician.  This  requires 
that  a physician  be  on  call  around  the  clock. 
Insofar  as  ])ossilde,  there  should  be  physician- 
to-physician  contact  concerning  the  status  of 
I lie  patient  to  be  admitted.  Avoid  utilizing 
nurses,  secretaries,  or  other  third  parties  to 
relay  messages.  Occasionally  it  may  be  neces- 
sary, when  beds  are  at  premium,  for  the  ad- 
mitting physician  actually  to  .see  the  patient 
and  [lersonally  discuss  the  need  for  admission 
with  the  attending.  Clearance  for  admission 
to  the  unit  requires  an  active,  informed,  un- 
selfish, and  available  group  of  jihysicians  to 


support  the  director,  dhe  admitting  physi- 
cian must  be  constantly  aware  of  the  bed 
status  in  the  unit  and  authorized  to  effect 
emergency  discharges  to  accommodate  admi,s- 
sions  of  more  critically  ill  patients. 

The  very  best  managed  unit  can  never 
guarantee  that  an  admitting  physician  will  be 
immediately  available  to  provide  clearance 
for  emergency  admissions.  A back-up  (or 
“second-call”)  admitting  physician  is  a par- 
tial solution.  A more  adecpiate  relief  valve  is 
the  general  policy  statement  that  anyone  (at- 
tending physician,  emergency  room  physi- 
cian, nursing  supervisor,  for  instance)  may, 
under  exceptional  circumstances,  authorize 
an  admission  to  the  unit  proxnded  there  is 
review  by  the  unit  director  or  his  delegate 
and  accountability  to  appropriate  authority. 
Abuse  of  this  provision,  in  our  experience, 
has  been  rare. 

Coronai'y  care  units  should  also  admit  pre- 
sumptive coronary  occlusions.  An  absence  of 
a degree  of  diagnostic  error  may  indicate  that 
the  unit  is  not  fulfilling  its  role.  .A  corollary  is 
that  all  hospital  admissions  with  the  diagnosis 
of  coronary  occlusion,  proved  or  presump- 
tive, should  be  admitted  to  the  unit  for  care. 
The  unanticipated  resuscitation  of  an  acute 
coronary  occlusion  on  a general  floor  should 
be  considered,  at  the  very  least,  an  embarrass- 
ment, and  subject  to  review  and  accountabil- 
ity. 

In  the  community  hospital,  it  is  unwise  to 
exclude  the  coronary  occlusion  Avith  associ- 
ated peripheral  vascular  collapse  though  this 
is  the  policy  in  some  teaching  institutions. 
The  prognosis  is  grave,  but  the  utilization  of 
the  intensive  care  unit  is  rewarding  in  experi- 
ence gained  and  in  serving  the  needs  of  the 
community. 

Problems  in  coronary  care  units  arise  with 
the  admission  of  non-coronary  critically  ill 
patients.  .Arrythmias,  pulmonary  edema  (with 
and  without  underlying  myocardial  infarc- 
tion), intractable  congestive  failure,  and  hy- 
pertensive crises  are  an  extension  of  the  role 
of  the  coronarv  care  unit.  The  unit  in  the 
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community  hospital  should  expect  to  serve 
this  type  of  case  in  view  of  the  shortage  of 
personnel  on  general  floors,  the  level  of  train- 
ing on  such  floors,  and  the  expectations  of 
the  attending  physician  and  the  public  once  a 
unit  is  established  and  functioning. 

The  admission  policy  in  combined  units 
presents  a somewhat  different  problem  than 
in  the  unit  devoted  exclusively  to  coronary 
occlusions.  Here  we  face  a problem  in  defini- 
tion and  this  is  eventually  negated  by  making 
comparison  between  sick,  sicker,  and  sickest. 
The  type  of  case  recognized  by  Blue  Shield  as 
involving  “critical  care”  (and,  therefore,  a 
criterion  for  higher  recompense)  serves  as  a 
limited  guide.  However,  no  two  cases  are  ex- 
actly similar.  In  our  institution  we  have 
developed  the  following  general  policy. 
“Provided  a bed  is  available,  critically  ill  pa- 
tients will  l)e  admitted  to  the  unit  who.se 
admission  will  benefit  the  patient  Ijy  utiliza- 
tion of  special  ecjuipment,  training,  or  tech- 
nics or  whose  admission  will  benefit  the  hos- 
pital.” In  the  combined  intensive  care  units 
(surgical  and  medical)  three  policy  provi- 
sions exert  a measure  of  admission  control: 
(1)  the  necessity  to  request  clearance,  (2)  the 
need  for  mandatory  consultation  and,  (‘{)  the 
requirement  that  the  patient  be  placed  on 
the  critical  list  and  the  family  so  informed.  In 
some  places,  the  tendency  is  to  request  admis- 
sion for  all  dying  patients.  This  becomes 
demoralizing  to  the  nursing  personnel  who 
are  oriented  to  resuscitation.  It  denigrates  the 
reputation  of  the  unit  and  produces  fear  in 
patients.  The  unit  is  a “recovery”  unit.  This 
insidious  tendency  should  be  resisted.* 

Most  patients  with  a coronary  occlusion  are 
suitable  for  discharge  three  to  five  days  after 
admission.  Tachyarrythmia  lasting  longer 
than  five  days  does  not  present  a problem  in 
evaluation.  The  expressed  or  tacit  admission 
of  “no  pacemaker”  also  ordinarily  precludes 
continuation  in  the  unit.  The  high  level  of 
care  frequently  seduces  the  attending  to  tr\’ 
for  “one  more  day.”  This,  however,  is  fre- 
quently contravened  by  the  patient  himself 
who  recognizes  his  own  improvement  and  be- 
comes concurrently  aware  of  the  pace  of  the 


unit  and  the  lack  of  convalescent  aineiuties 
(visitors,  television,  and  so  on).  Telemetry  to 
monitor  discharged  patients  on  general  care 
floors  will  make  the  di.scharge  of  the  coronary 
patient  easier. 

Discharge  by  transfer  of  other  intensive 
care  patients  can  be  done  only  on  an  individ- 
ual basis.  Experience  has  shown  that  attend- 
ing physicians  become  acquainted  ^vilh  ihe 
efforts  to  provide  beds  for  their  emergency 
admissions  and  subsequently  are  cooperative 
with  their  discharges.  .An  awareness  of  the 
daily  surcharge  is  also  provocative.  In  diffi- 
cult cases,  the  upturned,  questioning  f;ice  of 
the  prettiest  nurse  is  usually  elfeclive  in  obvi- 
ating disciplinary  measures. 

Patient  Care 

Patient  care  in  the  intensive  care  unit  is 
Tint  routine.  It  is  necessary  to  adjust  time- 
honored  habits  of  nursing  technics  lor  several 
serious  reasons.  .Admissions  can  occur  at  any 
time.  Patients  are  almost  always  very  ci  it  ic al- 
ly ill  and  fretjuently  hi  rxtrniii.s.  In  the  unit, 
emergencies  which  recpiire  all-out  ellorts  lor 
resuscitation  involving  all  hands  do  occur  Ire- 
(piently.  Therefore,  dislocations  of  routine 
nursing  schedules  are  common.  Subject  to 
change  are  standard  or  exceptional  body  care 
procedures,  meal  routines,  and  the  report  ;ind 
the  writing  up  of  notes.  .Also  subject  to 
change  in  scheduling  is  the  assignment  of 
jiatients  to  a j)articidar  nurse.  .All  care  be- 
comes non-routine,  geared  to  the  needs  of  the 
patient.  Unit  personnel  must  be  adaptable 
and  must  adjust  constantly.  “This  is  not  the 
way  I used  to  do  it”  is  a common  statement 
by  new  personnel  without  prior  unit  experi- 
ence. Unfortunately,  “this  is  not  the  w;iy 
you’re  supposed  to  do  it”  is  also  a common 
statement  of  older  supervising  ])er,sonnel.  It 
requires  time,  experience,  ami  mediation  to 
adjust  the  conflicting  points  of  view.  Com- 
plete harmony,  perhaps,  will  not  be  achieved 
until  the  time  when  all  nursing  directors  and 
supervisors  have  had  ICU  experience.  In  the 
meantime,  one  needs  to  fall  back  on  the 
aphorism,  “the  patient  comes  first.” 

Care  is  constant.  The  unit  may  never  bo 
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left  unattended.  It  requires  a minimum  of 
two  trained  people  to  institute  any  kind  of 
successful  resuscitation.  An  unwatched  moni- 
tor is  useless.  Successful  patient  care  requires 
a high  degree  of  continuous  observation.  Pa- 
tient care  in  the  unit  also  calls  for  a high 
degree  of  specialized  skill.  Cardio-respiratory 
resuscitation  (CPR)  requires  practice  and 
training,  training  and  practice.  The  reaction 
to  emergencies  should  be  a swift  response 
with  an  instantaneous  mental  sorting  of  alter- 
natives, extreme  physical  activity,  and  con- 
trolled emotion.  CPR  must  be  virtually  silent 
communication,  since  it  is  known  that  many 
patients  initially  have  a heightened  awareness 
of  their  experience,  as  reported  in  Laricet 
by  a physician  who  experienced  an  arrest. 
Patient  care  thus  recjuires  a high  level  of 
special  skill  achieved  through  constant  train- 
ing. 

The  development  of  special  CPR  technics 
is  expanding.  A coronary  care  unit  does  not 
deserve  this  title  unless  defibrillation  of  ven- 
tricular arrythmias  is  possible.  This  requires 
full  training.  In  the  community  hospital,  this 
means  nursing  personnel.  Training  to  certifi- 
cation in  this  and  all  other  technics  is  manda- 
tory. Apprehension  concerning  incursion  into 
the  “privileges”  of  the  physician  and  the  le- 
gality of  the  methods  must  be  allayed.  We 
must  anticipate  the  development  of  new' 
methods,  bring  them  rapidly  to  the  communi- 
ty hospital  level,  and  promote  their  accepta- 
bility. We  must  be  willing  to  urge  change  in 
professional  licensing  law’s  to  permit  utiliza- 
tion of  new'  technics  as  the  role  and  responsi- 
bility of  the  nurse  changes  and  increases. 

Great  rewards  accrue  to  the  development 
of  an  attitude  of  courtesy,  kindness,  consider- 
ation, and  education  of  the  patient.  One  can 
only  read  the  essay  titled  “Risk”  by  the  sensi- 
tive writer  Rachel  MacKenzie®  to  be  aware  of 
the  effect  of  failure  to  provide  reassurance 
and  education  to  the  cardiac  patient.  Humor 
in  daily  communication  is  important.  Relat- 
ing to  the  patient  (wdiether  by  use  of  the  first 
name,  or  any  other  means)  is  important  to 
maintain  the  ego  structure  overwhelmed  by 


illness.  Depression  is  a frequent  concomitant 
finding  and  this  should  be  recognized.  Know- 
ing this,  w’e  tried  to  establish  a cross- 
pollination program  betw'een  nurses  in  psy- 
chiatry and  ICU  nurses.  It  met  w’ith  little 
success.  The  psychiatric  personnel  recognized 
the  need  for  re-education  in  resuscitation. 
Objections  to  the  program  w’ere  raised  by 
many  of  the  ICU  personnel.  This  w’as  due,  in 
part,  to  the  apprehension  and  demands  en- 
countered by  the  low  staffing  current  at  the 
time.  The  program  involving  such  an  inter- 
change, however,  still  has  merit. 

The  same  qualities  of  compassion,  kind- 
ness, and  understanding  are  necessary  in  rela- 
tions with  relatives.  Uncontrolled  visiting  by 
an  anxious  family  can  be  detrimental  to  pa- 
tient welfare  and  a handicap  to  ordinary  care 
and  to  resuscitation.  The  needs  and  anxieties 
of  the  family  are  described  by  the  novelist, 
Lois  Gould  in  Such  Good  Friends.^'’  The  unit 
secretary  (clerk)  can  assume  a major  role  in 
visitor  control  and  reassurance,  thereby  re- 
lieving the  nurse.  It  should  be  the  attending 
physician’s  role  both  to  provide  major  report 
and  reassurance  to  the  families  and  assist  in 
relieving  the  nurse  of  this  particular  task. 

•Among  unit  jiersonnel  we  recognize  a “fa- 
tigue factor.”  This  can  be  relieved  by  some  of 
the  principles  discussed  in  the  section  on  per- 
sonnel practices.  The  welfare  of  unit  person- 
nel must  be  cause  for  continuous  concern  and 
supervision.  Slow  days  in  the  unit  do  occur. 
They  must  be  utilized  for  restocking  of  both 
supplies  and  emotions.  It  is  demoralizing  to 
regard  personnel  as  supemumerar}'  on  slow' 
days  and  to  “pull”  them  off  the  unit  to  sup- 
ply other  floors. 

Units  must  be  goal  oriented.  The  goal  is  to 
provide  exceptional  care.  In  a time  of  early 
obsolescence  and  inferior  craftsmanship,  the 
magical  aura  of  being  the  best  is  desirable. 
W^e  know'  of  no  secret  method  of  creating  that 
aura,  but  it  can  and  should  be  encouraged. 

Relations  to  Other  Departments 

It  is  the  responsibility  of  the  director  and 

the  head  nurse  to  develop  and  maintain  good 
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communications  with  other  departments  in 
the  hospital.  The  presence  of  the  chaplain 
should  be  w^elcomed.  Time  spent  in  acquaint- 
ing him  with  principles  of  treatment  and  care 
is  well  rewarded  by  enhanced  understanding, 
assistance,  and  compassion  by  both  unit  per- 
sonnel and  the  chaplain.  It  is  encouraging  to 
see  the  expansion  of  curriculum  by  divinity 
schools  as  w'ell  as  the  in-service  jx)st  graduate 
courses  provided  by  hospitals. 

Other  departments  may  not  really  under- 
stand “non-routine”  care.  It  is  a problem  to 
the  dietitians  to  provide  irregular  meals  and 
an  even  greater  problem  to  housekeeping  ser- 
vices to  meet  repeated  irregular  calls  for  ser- 
vice necessitated  by  unexpected  transfers  and 
the  imminent  arrival  of  a new  admission. 
These  requests  are  complicated  by  union  con- 
tracts and  rigid  personnel  policies  which  con- 
trol overtime,  holidays,  and  the  like.  A practi- 
cal solution  has  been  the  inclusion  of  such 
service  personnel  into  the  “special  team”  as- 
pect of  the  unit  with  concomitant  expressions 
of  appreciation  by  personal  word  and  written 
commendation. 

Professional  departments  such  as  laborato- 
ry and  x-ray  present  special  problems.  Be- 
cause of  the  special  work  load  of  the  unit, 
stat  requests  are  frequent  but  are  understood 
to  be  valid.  The  situation  is  ameliorated  by 
training  unit  personnel  to  perform  veni- 
punctures and  perfonn  certain  tests  within 
the  unit  thereby  diminishing  some  of  the  stat 
work  load.  Special  markings  on  requisitions 
permit  early  scheduling  and  early  reporting 
of  unit  requisitions.  The  proI)lem  requires,  as 
do  many  others,  the  opening  of  lines  of  com- 
munication. 

Central  senice  burdens  can  be  amelioratetl 
l)y  stocking,  if  storage  is  available.  Special 
equipment  can  be  stored  in  the  unit  under 
lock  and  key  with  close  inventory  control. 
Constant  surveillance  of  electronic  equip- 
ment by  the  engineering  or  medical  electron- 
ics department  is  essential.  Evidence”  is  ac- 
cumulating concerning  current  leaks  and  the 
effect  on  patients  with  a damaged  myo- 
cardium. 


We  have  no  special  expertise  for  dealing 
with  engineers  other  than  to  state  that  an 
awareness  of  what  may  be  desirable  often  is 
hideously  expensive.  Costs  and  practicability 
are  the  province  of  the  engineer  and  not  the 
physician.  Engineers  are  delighted  by  prob- 
lems that  are  classified  as  totally  insoluble  by 
the  physician. 

Medical  Care 

A set  of  standing  orders,  approved  by  the 
medical  staff,  is  an  ex|>editious  and  efficient 
means  of  initiating  care  and  providing  a 
check  list  for  diagnostic  and  therapeutic 
procedures.  A standard  published  routine  for 
resuscitation  is  effective.  Both,  however, 
should  be  counter-signed  by  the  physician  and 
should  be  amenable  to  alteration  by  the  at- 
tending. Efficiency  is  increased  by  utilizing  a 
complete  up-to-date  and  amendable  pro- 
cedure book  as  a means  of  maintaining  a 
high  level  of  care.  The  standard  operating 
procedures  are  written  and  publicized  by 
physicians  for  physicians. 

In  view  of  the  critical  nature  of  illness  and 
the  emotional  reaction  of  families,  the  hospi- 
tal bylaws  concerning  consultation  are  auto- 
matically enforced.  Use  of  the  standard  hospi- 
tal bylaw  concerning  a consultation  for  criti- 
cal patients  removes  the  onus  from  the  unit 
personnel  in  suggesting  compliance.  Doctors 
should  be  sufficiently  cognizant  of  the 
achievement  in  training  by  unit  personnel  so 
that  they  become  confident  in  granting 
routine  signed  permission  for  |)rocedures 
such  as  veni-puncture,  administration  of  anti- 
arrythmic  agents,  and  defibrillalion. 

Written,  published,  standard  procedures 
must  include  prompt  visit  to  the  patient  by 
the  attending,  fidl  tlaily  progress  notes,  and 
daily  interpretation  of  electrocardiogram. 
•Such  (usually  self-imposed)  di.scipline  en- 
courages a high  level  of  patient  care  and  is  a 
factor  in  communication  with  nursing 
personnel  which  permits  more  complete  con- 
tinuing evaluation  of  the  patient.  In  our  ex- 
perience, the  single  most  desirable  factor  on 
the  operation  of  a unit  is  complete  communi- 
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raiion  between  the  attending  physician  and 
the  nurse.  The  unit  demonstrates  a new  part- 
nership between  physician  and  nurse  which 
shotdd  be  an  important  guideline  for  future 
in-patient  care.^^ 

All  physicians  benefit  from  the  higher  level 
of  care  rendered  to  their  patients,  and  all 
physicians  should  overcome  reluctance  to 
teach  in  the  unit.  To  teach  is  to  learn. 

Cardio-Pulmonary  Resuscitation 

Resuscitative  procedures  are  now  common 
and  reasonably  standardized.  A critique  of 
every  arrest  shoidd  be  held  with  ICU,  floor, 
or  ER  personnel  to  review  the  procedures 
used.  This  is  for  constructive  criticism.  The 
ICU  director  or  members  of  the  ICU  commit- 
tee should  serve  a more  important  function 
as  critical  observers,  whene\er  adetpiate  ])er- 
sonnel  are  available  to  care  for  the  emer- 
gency. I'his  provides  a more  dispassionate  di- 
rection and  a higher  degree  of  objective  an- 
alysis. Too  many  staff  physicians  have  not 
received  training  in  cardio-pulmonary  resusci- 
tation. It  is  demoralizing  to  staff,  a legal  lia- 
bility, and  probably  unethical  for  any  physi- 
cian to  be  untrained  in  rendering  emergency 
care.  A training  program  for  physicians 
shoidd  be  mandatory  to  retain  hospital  privi- 
leges. Policemen,  firemen,  and  ambulance 
drivers  are  trained  in  cardio-respiratorv  resus- 
citation. There  is  no  reason  to  preclude  edu- 
cation of  atixiliar)’  hospital  personnel  in 
emergency  procedures.  Maintenance  person- 
nel are  exposed  to  industrial  hazards.  \Ve 
have  seen  arrest  in  the  cafeteria,  physiothera- 
py, and  the  parking  lot.  It  should  be  expect- 
ed that  anywhere  within  the  hospital  envi- 
rons, CPR  shoidd  be  available.  ^Ve  know  of 
successful  resuscitations  in  which  a second 
year  nursing  student,  an  orderly,  and  a recent 
graduate  nurse  jiarticipated.  Therefore,  it 
can  only  be  concluded  that  trustees,  adminis- 
trators, physicians,  regardless  of  specialty, 
nurses,  and  all  other  hosjiital  personnel,  in 
every  department,  should  be  able  to  initiate 
resuscitative  measures.  It  has  also  been  ob- 
served that  all  hospital  personnel  are  heart- 
oriented  rather  than  airway  conscious.  It  is 


upsetting  to  see  vigorous  cardiac  massage  per- 
formed without  an  airway  in  place  or  efforts 
made  to  provide  oxygenation.  To  correct  this 
we  have  taped  airways  in  our  nurses’  stations 
and  requested  ICU  personnel  to  carry  airways 
together  with  their  scissors.  It  is  a simple  way 
to  reinforce  the  respiratory  part  of  CPR. 

Printed  checklists  detailing  step-by-step  func- 
tion of  the  appropriate  personnel  involved  in 
resuscitation  should  be  attached  to  all  equip- 
ment, such  as  crash  carts  and  defibrillators; 
these  should  be  visible  at  ever)'  nurses’  station 
and  in  all  procedure  books.  \Vhen  new  per- 
sonnel initial  or  sign  the  procedure  book,  this 
is  a stimulus  to  attentiveness. 

Cardio-respiratory  resuscitation  is  a reason- 
ably standardized  procedure  and  suitable 
training  courses  are  readily  available.  But  it 
must  be  the  concern  of  all  hospital  personnel 
to  be  continually  aware  of  improvement  in 
technics. 

Conclusion 

\V'’e  have  surveyed  some  of  the  problems 
encountered  in  the  operation  and  organiza- 
tion of  a community  hospital  intensive  care 
unit.  The  success  of  a unit  will  depend  upon 
the  extent  of  the  training  of  the  personnel. 
Every  means  of  training  should  be  utilized. 
Equipment  is  secondan-  to  training.  The 
most  valuable  item  of  “eqinpmeni”  is  the 
nurse.  The  care  and  welfare  of  dedicated  and 
hard-working,  young  women,  expo.sed  to 
physical  and  emotional  strain,  is  of  }jara- 
mount  im]X)rtance. 

The  unit  should  be  administered  by  re- 
sponsive and  responsible  physicians.  The  ulti- 
mate burden  of  patient  care  will  always  re- 
turn to  the  shoulders  of  the  jdiysician.  All 
other  departments  must  be  considered  siq> 
jiortive  and  responsive  to  medical  direction. 
Ehe  abdication  of  responsibility  by  physi- 
cians in  the  operation  of  intensive  care  units 
can  result  only  in  lowered  jiaiient  care  and 
diminished  success. 

Acknowledgment  is  made  to  Wayne  .Schrader  wlio 
assisted  in  technical  aspects  in  the  preparation  of  tliis 
paper. 
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Methotrexate®:  Its  Use  in  Psoriasis 


Psoriasis  has  lor  ages  challenged  the  physi- 
cian’s therapeutic  resources.  Some  cases  of 
psoriasis  which  are  severe,  disabling,  and  re- 
sistant to  conventional  therapy  have  been 
elTecively  treated  with  the  antimetaliolite 
drug.  Methotrexate®. 

J he  Food  and  Di  ng  .\dministration  and  the 
FDA’s  .Advisorv  Caimmittee  on  Dermatology 
have  reviewetl  a series  of  clinical  investiga- 
tions and  basetl  on  the  recommendations  of 
the  Advisory  (iommittee,  the  FD.\  has  conclud- 
ed that  Methotrexate®  is  safe  and  effective 
for  the  treatment  of  certain  cases  of  jxsoriasi.s. 
The  FDA-apjzroved  directions  for  use  in  these 
cases  will  soon  be  availalile  from  the  manu- 
facturer, Lederle  Laboratories,  and  should  be 
reviewed  carefully  before  the  drug  is  used  in 
the  treatment  of  psoriasis.  The  labeling  of 
Methotrexate®  restricts  its  use  in  psoriasis  to 
severe,  disabling,  proved  cases,  recakitrant  to 
more  conservative  treatment  and  makes  the 
following  recommendations:  screening  of  pa- 
tients by  all  appropriate  parameters  to  ex- 
clude administration  of  Methotrexate®  to 
pregnant  women  and  to  patients  with  jne- 
existing  renal,  hepatic,  or  hematopoietic  dis- 
ease; screening  of  patients  to  tlisclose  any  pre- 
existing infections  that  might  be  activated  by 
use  of  an  immunosuppressive  agent;  and  en- 
suring the  availability  of  facilities  for  close 


metlical  and  laboratory  supervision  of  pa- 
tients receiving  the  drug  for  psoriasis.  Super- 
vision should  include  CBC,  urinalysis,  serum 
creatinine,  liver  fuiution  studies,  and  liver 
Iiiopsy,  if  indicated. 

Methotrexate®  should  be  used  only  by  physi- 
cians who  are  f;imiliar  with  the  severe  ;id- 
verse  effects,  inchuling  death,  associated  with 
antimetabolite  drugs.  Deaths  that  have  oc- 
curred during  Methotrexate®  treatment  for 
psoriasis  have  been  preceded  by  signs  and 
symptoms  of  bone  marrow  aplasia  (e.g.,  hem- 
orrhagic enteritis).  Patients  should  be  fully 
informed  of  the  risks  involved  and  closely 
monitored.  The  drug  should  be  discontinued 
|irom|)tly  in  the  event  of  developing  renal  or 
hejiatic  toxicity. 

Methotrexate®  has  been  marketed  for  18 
vears  as  an  important  representative  of  anti- 
neoplastic chemotherapy.  Use  of  an  anti- 
neoplastic drug  for  dermatologic  conditions 
must  be  carefully  weighed  by  the  physician 
after  consideration  of  the  risks  and  benefit  to 
his  jjatient.  Methotrexate®  should  be  used 
only  when  less  toxic  drugs  have  failed  to 
bring  improvement  to  patients  disabled  with 
severe  psoriasis.  Please  note  that  the  drugs  is 
to  be  dispensed  to  patients  by  physicians  only. 

— FD.A  Drug  lUilIclin 
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Facts 

about 

ToridineLM. 

cephaloridine 


Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito  urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g..  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
conform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A streptococci,  pneumococci, 
and  penicillin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 


Facts  about  dosage 

In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1 Gm.  every 
eight  hours  (1 .5  to  3 Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administratior 
Single  Doses  (250  mg.  to  1 Gm.)  to  Normal  Human  Volunteers  (Six 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Cepha/( 
dine:  Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supp/emer 
22,  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  with 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hour 
after  a 500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceedec 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  moderate 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  the 
maximum  recommended  dosage  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 


'Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


acts  about  administration 

he  following  guidelines  for  therapy  with 
oridine  are  recommended. 


efore  Administration  of  Loridine 


. Establish  susceptibility 
of  the  pathogen. 

, Determine  patient’s  renal  ...  1 

status;  Loridine  is  contraindicated  j 

in  azotemia. 

uring  Administration  of  Loridine 

. Maintain  proper 
hydration. 

. Monitor  renal  status 
—urinalyses,  urinary 
output,  BUN,  and/or 
serum  creatinine. 

. Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

. Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4 Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1 to  3 Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins;  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


flgridine  I.M. 

T ^cephaloridine 


(Please  turn  page  for  prescribing  information.) 


Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti- 
ble to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul- 
ture and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail- 
able before  antibiotic  treatment  of  gonor- 
rhea is  given. 

Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI- 
CAL AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4 Gm.  daily  (see  Adverse  Reac- 
tions), recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus- 
pected impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos- 
pitalized. If  impaired  renal  function  devel- 
ops during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro- 
toxic potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer- 
ulonephritis in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con- 
comitant syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or- 
ganisms not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc- 
cur, take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a positive 
Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict's  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3 percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A few  instances  of  drug  fever  have 
been  reported. 

A few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a single  determination  when  other  param- 
eters of  liver  function  were  normal,  and 
only  rarely  was  a level  of  100  units  reached. 
In  a few  cases,  similar  elevations  of  alka- 
line phosphatase  were  found.  The  signif- 
icance of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in  free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a small  number  of  patients.  The  pos 
sibility  of  this  complication  seems  to  b 
greater  in  seriously  ill  patients  given  mor 
than  recommended  doses.  Acute  tubula 
necrosis  has  been  found  in  affected  pj 
tients  coming  to  autopsy.  Rare  cases  o 
nausea  and  vomiting  have  occurred.  Paii 
in  association  with  intramuscular  injectioi 
vyas  noted  in  less  than  3 percent  of  pa 
tients.  In  only  one  patient  in  a series  o 
623  was  the  route  changed  on  this  account 
Phlebitis  at  the  site  of  intravenous  injec 
tion  has  been  rare. 

Administration  and  Dosage:  Important- 
Before  administering  Loridine,  see  pack 
age  insert  for  details  on  dilution. 

Intramuscular  /n/ecf/on  — Loridine  ii 
usually  injected  into  a large  muscle  mass 

The  usual  adult  dosage  for  many  infec 
tions  of  moderate  severity  is  500  mg.  t( 

1 Gm.  three  times  a day  at  equally  spacer 
intervals.  Milder  and  more  susceptibk 
infections  have  been  treated  with  250  t( 
500  mg.  given  two  or  three  times  a day 
More  severe  infections  may  be  treater 
with  500  mg.  to  1 Gm.  four  times  a day 
A single  2-Gm.  dose  is  recommended  foi 
the  treatment  of  acute  gonorrhea.  Early 
syphilis  may  be  treated  with  500  mg.  to  1 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  witt 
high  doses  for  life-threatening  condition; 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily) 
may  cause  serious  nephrotoxic  reactions 
For  this  reason,  Keflin®  (sodium  cephalo- 
thin, Lilly)  may  be  preferred  when  doses 
larger  than  4 Gm.  daily  are  considered  for 
life-threatening  situations.  If  more  than  2 
Gm.  of  cephaloridine  is  injected  daily,  the 
patient  should  be  under  close  clinical 
observation  for  changes  in  renal  function 
or  be  hospitalized.  In  addition,  reduced 
dosage  should  be  employed  in  patients 
with  known  or  suspected  renal  impairment. 

In  children,  a daily  total  of.  30  to  50 
mg.  per  Kg.  (15  to  25  mg.  per  pound)  of 
body  weight,  given  in  divided  doses,  has 
been  found  effective  for  mild  to  moder- 
ately severe  infections.  A daily  total  of  100 
mg.  per  Kg.  (50  mg.  per  pound)  of  body 
weight  (not  to  exceed  recommended  adult 
doses)  may  be  needed  for  very  severe 
infections. 

Intravenous  Injection— \n  the  presence 
of  extremely  serious  infections  (such  as 
bacteremia)  or  when  any  infection  seems 
overwhelming,  intravenous  administration 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscep- 
tible organisms,  500  mg.  to  1.5  Gm.  per 
day  may  suffice;  for  less  susceptible 
organisms  and  for  serious  infections,  2 to 
4 Gm.  per  day  may  be  needed. 

How  Supplied;  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size, 
rubber-stoppered;  1 Gm.,  10-ml.  size, 

rubber-stoppered.  IOS2169il 


Additional  information 
available  to  the  profession 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


The  physician  sees  the  child  long  before  the  dentist 
does,  and  thus  has  a unique  opportunity  for  service. 


The  Physician’s  Dental  IQ 

And  Why  It  Should  Be  Raised 


Paul  DubofT,  D.D.S. /Jersey  City* 

Dentistry  is  a highly  specialized  area  in  medi- 
cine and  has  its  roots  in  the  same  academic 
soil.  The  dental  student  is  trained  in  the 
l)asic  medical  .sciences,  such  as  gross  and  micro- 
scopic anatomy,  physiolog)',  microbiology,  and 
pathology.  He  then  devotes  the  bulk  of  his 
remaining  school  years  to  strictly  dental  sid)- 
jects.  Accordingly,  the  dentist  graduates  with 
a reasonable  knowledge  of  the  inextricable 
medical/dental  relationship.  He  realizes  that 
he  could  not  practice  any  phase  of  dentistn 
without  this  basic  medical  training. 

The  physician,  alas,  ratt  practice  his  art  and 
science  with  little  or  no  knowledge  of  den- 
tistry. Too  often,  a physical  examination  of 
the  patient  begins  with  the  fauces  and  phar- 
ynx, but  ignores  the  oral  cavity.  Advanced 
caries,  dental  alrscesses,  peridontal  disease  and 
neoplasms  can  go  unobserved.  These  itnseen 
diseases  may  cause  only  slight  discomfort  to 
the  patient  at  later  times.  They  might  also 
conceivably  cost  him  his  life.  The  U.S.P.H..S. 
states  that  the  incidence  of  oral  cancer  has 
increased  39  per  cent  faster  than  the  pojiula- 
tion  growth  in  the  past  50  years.  Purpose  of 
this  essay  is  to  alert  the  physician  to  the  great 
need  for  a more  critical  appraisal  of  the  haul 
and  soft  tissues  of  the  oral  cavity  and  sur- 
rounding areas  and  to  urge  him  to  accept  his 
responsibilities  and  increase  his  diagnostic 
acumen  in  this  area.  It  is  hoped  that  this 
paper  will  be  received  in  the  spirit  with 
which  it  is  written — that  is,  one  of  reciprocal 
respect  and  cooperation  between  medicine  and 
dentistry.  ,\  higher  index  of  sitspicion  regard- 
ing oral  disease  woidd  be  desirable  by  both 
Jjhysicians  and  dentists.  Complacency'  and  fa- 


miliarity with  a particular  area  of  the  body 
arc  no  excuses  for  inadequate  examination. 

Many  excellent  texts  and  atlases  arc  a\ailablc 
on  the  sidtjects  of  oral  |)athology,  medicine 
and  diagnosis.'  It  is  sulhcicnt  lor  this  paper 
to  indicate  the  broad  areas  of  pathologv  and 
leave  it  to  the  imlividual  reader  to  .seek  out 
more  de(miti\c  information. 

Consider  lesions  of  the  teeth,  peridontimn, 
and  soft  tissues  of  the  oral  cavity.  Grossly 
carious  or  broken  teeth  are  easily  detected  on 
routine  exainination.  Lesions  of  the  periodon- 
tium can  run  the  gamut  frcmi  simple  gin- 
givitis to  advanced  periodontal  disease.  -Oral 
m.inifcstations  of  such  diseases  as  dialretes  and 
leukemia  are  often  .seen  in  the  gingiva. 
Lesions  of  the  soft  tissue  of  the  oral  eaxity 
may  be  neoplastic,  or  systemic,  such  as  svph- 
ylis  or  gonorrhea.  'I  he  oral  diagnostician 
must  examine  and  exaluate  the  tongue,  lips, 
neck,  ])alalc,  oro  and  uaso-pharynx  and 
lauc  es. 

Dctital  illness  is  the  most  prevalent  disease 
in  the  world  today.  The  physician  secs  iu- 
lants  from  the  day  they  arc  born,  xvheieas 
many  paretits  do  not  bring  a child  for  his 
initial  dental  visit  until  he  is  7 oi-  H or  until 
his  lirst  dental  crisis.  During  these  early  yeais 
with  its  numerous  doctor /j)ai ient  contacts, 
the  M.D.  has  many  opportunities  to  examine 
the  child’s  dentition  and  gingixa.  Ii  is  ac  luailx’ 
possible  to  prevent  a third  of  all  orihodontic 
cases  by  maintaining  the  primary  dentition 
intact  until  the  teeth  are  naturally  shed.  I’le- 

• .Assislaiil  I’lofcssor  of  Oial  Diagnosis  and  Radiology, 
College  of  Medicine  and  Dentisiry  of  New  )eisey. 
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senting  inlorniation  on  this  matter  and  a pre- 
scription for  fluorides  to  tlie  jrarents  would 
go  a long  way  in  lielping  llie  child  develop  a 
healthy  dentition. 

• \ fact  not  commonly  recognized  (even  by 
many  dentists)  is  that  periodontal  disease  can 
exist  in  children.  Chronic  gingivitis  due  to 
inadecjuate  or  ineffective  hygiene  can  lead  to 
early  bone  loss  with  tragic  results.  More 
teeth  are  lost  after  age  35,  due  to  periodontal 
disease  than  to  caries.  Periodontal  disease  is 
insidious,  d’he  jjerson  tvith  a lou'  caries  index 
could  conceit  ably  go  through  most  of  his 
adult  life  without  ever  visiting  a dentist. 
When  his  condition  is  eventually  discovered, 
it  may  have  progressed  beyond  the  point  of 
treatability. 

.Many  adults  consider  the  lo.ss  of  their  teeth 
to  be  inevitable.  After  all,  their  parents  and 
grandparents  had  “plates.”  Modern  dental 
technics  make  this  point  of  view  completely 


out-dated.  With  the  methods  available  today 
a person  should  be  able  to  keep  all  his  teeth 
for  his  life,  unless  there  is  loss  from  trauma 
or  surgical  removal  of  impacted  teeth. 

I'he  physician  who  has  a working  knowledge 
of  endodontics,  periodontics,  prosthodontics, 
peclodontics  and  restorative  dentistry  can  ad- 
vise and  guide  his  patients  to  seek  out  those 
dentists  who  can  best  help  him  maintain  his 
oral  cavity  in  a state  of  total  health.  Close 
cooperation  between  physician  and  dentist  is 
the  ideal  toward  which  we  must  all  strive. 

1.  Among  recommended  texts  are  Donald  Kerr;  Oral 
Diagnosis,  Mosby,  1970;  Edward  Zegarelli  and  Aus- 
tin H.  Kutscher:  Diseases  of  the  Mouth  and  Jaws, 
Lea  and  Febiger,  1969;  John  H.  Manhold,  Jr.  and 
Theodore  E.  Bolden:  Outline  of  Pathology,  Saun- 
ders, 1960;  Paul  E.  Boyle;  Histopathology  of  the 
Teeth  and  Surrounding  Structures,  4th  edition,  Lea 
and  Febiger,  1957;  Samuel  C.  Miller;  Oral  Diag- 
nosis and  Treatment,  3rd  edition,  McGraw-Hill, 
1957;  Kurt  H.  Thoma  and  Henry  M.  Goldman; 
Oral  Pathology,  5th  edition,  Mosby,  1960;  and 
Robert  A.  Colby,  Donald  A.  Kerr,  and  Hamilton 
B.  G.  Robinson,  Atlas  of  Oral  Pathology,  2nd  edi- 
tion, Lippincott,  1961. 
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Measuring  Drugs  for  Depression 


• V simple  chemical  lest  lor  assessing  the  effica- 
cy of  certain  drugs  in  the  treatment  of  depres- 
sion has  been  announced  by  HEW’s  National 
Institute  of  Mental  Health,  Health  Services, 
and  Mental  Health  Administration.  The 
study  lociises  on  monitoring  the  pharma- 
cologic- activity  of  the  tricyclic  drugs  often 
used  in  treating  clepressicvn.  'Ehese  include 
imijnamine,  amitriptyline,  and  others.  The 
project  director  is  Dr.  Seymour  Rosenblatt  of 
the  Mount  Sinai  School  of  Medicine,  New 
5'ork  City.  Therapists  estimate  that  between 
four  and  eight  million  Americans  are  in  need 
ol  professional  c;ire  for  a dejjressive  illness  at 
any  given  time.  The  test  cotisists  of  admitiis- 
tering  a small  tracer  dcjse  of  norepinephritie 
;mcl  determining  the  relative  clistributioti  of 
imoxicii/eci  amine  (N)  and  oxidized  (O) 
metabolites  (N/O  ratio)  in  a uritie  specimen 
collected  12  to  20  hours  later.  This  test  is 


easier  and  provides  more  precise  data  than 
the  blood  tests  now  used. 

Previous  research  has  implicated  norepine- 
phrine as  a po.ssible  factor  in  depression.  The 
illness  has  been  a.ssociated  with  a deficiency 
of  the  transmitter  hormone  in  the  central 
nervous  system.  The  tricyclic  drugs  may  be 
effective  agaitist  depression  becaitse  they 
somehow  correct  an  “error”  in  central  ner- 
vous system  functioning  which  too  rapidly 
dejjletes  the  available  supply  of  norepine- 
phrine. Dr.  Ro.senl)latt  will  study  to  what  ex- 
tetit  the  N/O  ratio  in  tirine  correlates  with 
jKitient  improvemetit,  whether  pretreatment 
N/O  ratios  may  indicate  if  a jxitient  will  do 
Itetter  oti  other  than  a tricyclic  drug,  and 
whether  the  ratios  will  allow  an  early  evalua- 
tion iti  the  patient’s  treatment  of  the  efficaev 
of  a particular  trycyclic  clntg. 
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IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
withrfull  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  I N C , RI C H M O N D,  VI  RG I NI A 23217 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

FAIR 


GOOD 


POOR 

CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

♦A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrn!,.  of 
the  Amer.  Ger.  Soc.  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules ! 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamlc  Acid ' 50  mg. 

Niacinamide 5 mg.  1 

Riboflavin 2 mg. 

Pyridoxine !!!!!..  ! 3 mg,  > 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  eilxirSoz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications;" 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REFER  TO 

PDR 

Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 
f 2500  W.  6th  St., Los  Angeles,  Cal  if . 90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


C»ntr*<ndicati*nt'  Android  is  contramd'cated  m patients  p«estatk  carcinoma  severe  cardiorenal 
disease  and  severe  persistent  Hypercaicemis,  coronary  heart  disease  and  nyperthyroidism  Occasional 
cases  of  jaundice  witti  piug(in(  bihary  canaiiculi  have  occurred  win  average  doses  of  Methyl  Testes- 
terone.  Thyroid  is  not  to  be  used  m heart  disease  and  hypertension. 

Warnings:  Large  douges  may  cause  anorcua.  nausea,  vomiting  abdominal  pam.  diarrhea  headache, 
diHiness.  lethaigy,  paresthesia,  skm  eruptions,  loss  of  libido  m males,  dysuna,  edema  congestive  heart 
failure  and  mammary  carcinoma  in  males 

Prccaubent  It  hypothyroidism  is  Kcompan<ed  by  adrenal  insufficierKy  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Rcaeliens-  Since  Andiogcns.  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Teilosteronc.  in  particular  elderly  patients  shpuid  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  m immobiiited  patients  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  delected 

nelereneea:  1 Monteaano.  P..  and  evanpeiieia.  I.  Methyitestosterone-thyroid  treatment  of  setual 
impotence.  Clm  Med  1?  69.  1966  } Oubim,  M F.  Treatment  of  impotence  w th  methyltestosterone- 
thyroid  compound  West  Med  S 67,  1964  3 Tileff.  A.  S MethyitestoitC'one-thyroid  m Irealirg  impotenco. 
Cen  Prac  7S  6.  1962  4 Netiman.  I . Iradlaw.  H I . ZumoH,  • . Fukesluma.  0 R.,  and  RaiTatber.  T.  P. 
Thyroid  androgcn  interrelations  at>d  me  hypoeholesteremic  effect  of  androsierone  J Clm  Cndocr  19  936, 
1969  S Farris.  I I,  and  Colton.  $ W Effects  of  l-lhyrotmc  and  liolhronme  on  spermategeneuL 
t Uro<  79  863.  1958  8 Osei  A . and  Farrar,  6 E.  United  Stales  Dispensatory  ed  25'  lippifKOli,  Ptul^ 
deiphia.  1955.  p 1432.  7 wershul.  L.  P.  SeiMl  Impotence  m the  Malt  Thomas.  Springfield. 


Choice  of  4 strengths: 

Android  Android-HP 


Foch  yellow  tablet  confaini; 
Melhyl  Tetfoslerone  ..3.5  mf. 
Thyroid  Ett.  (1/6  fr.)  ..10m|. 

Clularnic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Z)oje:  1 tablet  3 times  daity. 
Avoi/abfe: 

Bottles  of  100,  SOO.  1000. 

PEFEP  ID 

PDR 


RICH  POTENCY 
Each  red  tablet  eontaint: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.  (*/3  gr)  ...30  mg. 

Glutamic  Acid SO  mg. 

Thiamine  HCL  ....  1 ...  10  mg. 
Dote-  I tablet  3 times  daily. 
Available: 

Bottles  Of  100.  SOO.  1000. 


Android-X 

EXTRA  NICH  POTENCY 
Each  orange  tablet  eontaint: 
Methyl  Testosterone  .l3.Smg. 
Thyroid  Eit.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  SO  mg. 

Thiammc  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 

Available- 

Bottles  Of  60.  SOO. 


Android-Plus 

WITH  NICH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  eontaint: 
Methyl  Tesleslerene  . 3.S  mg. 
Thyroid  Eit.(V4  gr.)  ..  IS  mg. 
Ascorbic  Acid  (Vit.C)  .ZSOmg. 

Thiamine  HCL  3Smg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  7Smg. 

Calcium  Pantothenate  . 10  mg 

Vitamin  B-13  2.S  meg 

Riboflavin  S mg. 

Dote:  2 tablets  daily 


Available:  Bottles  of  60.  SOO. 
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The  common  label  "alcoholic”  covers  a varied  spec- 
trum of  psychiatric  problems. 


Characteristics  of 
Male  Alcoholics 


Earl  X.  Freed,  Ph.D. /Lyons* 

Symptom  patterns  and  the  presenting  com- 
plaints of  patients  admitted  to  a psychiatric 
hospital  are  important  data  in  diagnosis, 
prognosis,  the  strategy  and  goals  of  treatment, 
an  understanding  of  the  breakdown  which 
led  to  hospitalization,  and  the  attitudes  of 
hospital  personnel  toward  the  patient.  Horn 
and  Wanberg'  found  different  symptom  pat- 
terns among  patients  admitted  to  a psychia- 
tric hospital  because  of  problems  a.ssociated 
with  the  use  of  alcohol,  implying  that  per- 
haps different  “types  ” or  syndromes  recpiired 
different  treatment  programs.  In  a less  de- 
tailed analysis.  Freed-  reported  a relative 
commonality  of  certain  problems  and  com- 
plaints upon  admission  of  alcoholics  to  a 
mental  hospital.  These  bore  a strong  resem- 
blance to  those  noted  by  Schwarz  and  Fjeld^ 
among  alcoholics  in  the  emergency  room  of  a 
psychiatric  hospital.  All  of  the  foregoing 
relate  to  the  specificity  theory  of  alcoholism^; 
that  alcoholics  may  have  different  personality 
traits  than  other  psychiatric  groups. 

This  study  sought  further  data  on  the  ques- 
tion by  comparing  the  symptomatology  and 
characteristics  of  alcoholic  and  non-alcoholic 
patients  ujX)n  admission  to  a psychiatric  hos- 
pital. 

Subjects  of  our  study  were  650  male  veterans 
admitted  to  the  Lyons  Veterans  .Administra- 
tion Hospital.  This  is  a large  psychiatric  facili- 
ty. In  half  of  the  cases,  mention  of  alcohol 
abuse  or  a history  of  alcoholism  (often  in 
addition  to  other  significant  psychopatholo- 
gy) was  made  in  the  admission  note  or  pre- 


liminary staff  note.  We  reviewed  these  psychi- 
atric notes  which  had  been  dictated  upon 
admission  or  immediately  after  presentation 
of  the  patient  to  the  preliminary  staff  confer- 
ence. The  latter  usually  occurred  from  one  to 
four  days  after  the  admission.  As  the  short 
notes  preceded  a detailed  and  comprehensive 
examination  and  history  they  were,  perforce, 
limited  to  the  recording  of  outstanding  symp- 
tomatology, complaints,  precipitating  and 
predisposing  factors,  and  assets  with  whitii  to 
work  in  treatment.  Therefore,  as  Freed- 
noted,  “it  is  not  unreasonable  to  assume  that 
material  contained  in  the  initial,  short  report 
may  be  regarded  as  . . . important  and  dra- 
matic data  in  describing  the  patient,  his  prob- 
lems, his  illness,  and  its  impact  upon  his  life, 
especially  as  it  culminated  in  his  current  hos- 
pitalization.” 

Preliminary  review'  of  the  notes  by  three 
raters  revealed  substantial  agreement  on  a 
number  of  frequently  occurring  categories  of 
complaints,  symptoms,  and  personality  char- 
acteristics. Frequently  counts  of  these,  for  each 
of  the  subjects,  were  made  by  one  of  the 
raters  and  converted  to  percentages.  The  sig- 
nificance of  the  difference  between  the  ratios 
of  psychiatric  patients  who  did  and  who  did 
not  manifest  alcohol  abuse  was  calculated  for 
each  category  by  the  method  of  Edgerton  and 
Paterson’. 

Results  and  Discussion 

Forty-six  symptoms  or  characteristics  ap- 
peared with  sufficient  frequency  to  be  tabu- 

•This  work  is  from  the  Veterans  Administration  Hos- 
pital at  Lyons,  New  Jersey;  the  coauthors  are  Diana 
G.  Triplett  and  Edward  P.  Freeman 
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lated.  Twenty  of  these  differentiated  between 
patients  who  did  and  who  did  not  manifest 
alcoholism  minimally  at  the  five  per  cent 
confidence  level,  which  was  adopted  as  indi- 
cative of  statistical  significance.  Twelve  symp- 
toms (Table  I)  were  found  significantly  more 
frequently  among  alcoholic  patients,  eight 
(Table  II)  more  frequently  in  the  non- 
alcoholic group,  and  twenty-six  (Table  III) 
were  distributed  non-significantly  among  the 
two  groups. 

■\t  least  one-quarter  of  the  total  sample  of 
650  men  displayed  inappropriate  affect,  anx- 
iety, tension,  hostile  behavior,  and  depres- 
sion, had  somatic  complaints,  evidenced  delu- 
sions or  hallucinations,  had  multijjle  psychia- 
tric hospitalizations  and  vocational  problems, 
and  were  being  readmitted  to  this  hospital 


T.ABI.E  I 

■Symptoms  Found  in  a Significantly  Greater  Percentage 
of  .Mcoholic  than  Non-Alcoholic  Patients 


■Symptom  or 

Per  cent 

Per  cent 
Non- 

Level of 

characteristic 

.Alcoholics 

alcoholics 

Significance 

Frem  ulous 

19.7 

1.9 

.0002 

Delirium  tremens 

8.3 

0.0 

.0002 

.Mcoholic  brain 
syndrome 

,5.9 

0.3 

.0002 

.-Xnxious 

27.7 

16.6 

.OOlHi 

Lost  control  of 
drinking 

4.0 

0.0 

.001 

Separated  or  divorced  7.4 

2.5 

.002 

Readmitted  here 
within  a year 

35.1 

2 l.S 

0'»> 

Depressed 

48.6 

36.9 

.003 

Gastrointestinal 

symptoms 

14.5 

7.4 

.003 

Denies  problems 

12.3 

6 5 

.009 

Family  conflicts 

21.5 

15.4 

.04 

Impaired  memory 

10.8 

6.5 

.04 

TABLE  II 

Ssmjitoms  Found  in  a Significantly  Greater  Percentage 
of  Xon-.Mcoholic  than  .Mcoholic  Patients 


Symptom  or 

Per  cent 

Per  cent 
Non- 

Level of 

characteristic 

.'Mcoholics 

alcoholics 

Significance 

Inappropriate  affect 

18.5 

33.2 

.0002 

Delusions  and/or 
hallucinations 

27.1 

41.5 

.(K)02 

Drug  abuse 

0.6 

4.9 

.001 

Confused 

12.0 

20.3 

.fK)4 

Flattened  affect 

3.1 

7.1 

.02 

Uncooperative 
during  interview 

2.2 

5.5 

.03 

Regressed 

1.9 

4.9 

.03 

Incoherent 

0.3 

2.5 

.05 

1 ABLE  III 

Symptoms  which  Failed  to  Differentiate  Significantly 
betw'een  Alcoholic  and  Non-Alcoholic  Patients 


Symptom  or  Percent 

Per  cent 
Non- 

Level  of 

characteristic  Alcoholics 

alcoholics 

Significance 

■Agitated 

13.5 

19.1 

.06 

A'ocational  problems 

30„5 

24.3 

.08 

Tense  or  fearful 

40.0 

33.5 

.09 

Intellectual  impairment 

2.8 

5.2 

.10 

Poor  insight  or 
judgment 

8.6 

12.6 

.11 

Somatic  complaints 

30.2 

24.9 

.13 

Stopped  taking 
medication 

11.1 

7.7 

.15 

Poor  contact  with 
reality 

4.9 

7.7 

.15 

Destructive 

4.3 

2.5 

.17 

Conflicts  with  the 
law 

14.5 

11.1 

.18 

XVithdrawn 

4.9 

7.4 

.18 

Suicidal  trends 

22.2 

18.2 

.20 

Sexual  difficulties 

3.4 

5.2 

.22 

Hostile  behavior 

27.4 

23.7 

.29 

Impaired  abstract 
ability 

13.2 

10.8 

.34 

Non-alcoholic 
brain  syndrome 

1.2 

2.2 

.36 

Insomnia 

17.5 

15.1 

.38 

Extended  prior 
hospitalization 

3.1 

4.3 

.38 

Poor  self-concept 

5.5 

4.3 

.53 

Physical  illness 

8.6 

9.9 

.60 

First  psychiatric 
hospitalization 

18.5 

19.4 

.76 

More  than  one  previous 
hospitalization  53.9 

54.8 

.82 

Disheveled  appearance 

4.9 

4.6 

.86 

Psychomotor 

impairment 

7.7 

8.0 

.88 

financial  problems 

3.7 

4.0 

.98 

Guilt  feelings 

4.9 

4.9 

less  than  one  year 

after  discharge. 

This  pa- 

tient  sample  was 

composed  of 

a chronic 

group  with  a history  of  numerous  hospital 


admissions. 

Despite  this  commonality  of  symptoms,  there 
was  some  support  for  the  hypothesis  of  the 
unitpieness  of  the  alcoholic  in  that  many  of 
the  symptoms  occurring  significantly  more 
frequently  among  the  alcoholics  were  directly 
referrable  to  acute  and  chronic  sequelae  of 
overindulgence.  On  the  other  hand,  the  non- 
alcoholic group’s  significant  symiJtom  pattern 
was  much  more  suggestive  of  a syndrome  of 
schizophrenic  regression  even  though  subse- 
quently a number  of  the  alcoholics  also  were 
diagnosed  schizophrenic. 

riie  well-documented  family  and  marital 
conflicts  of  the  alcohol  abu.ser  are  reiterated 
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by  the  data  in  1 able  1.  The  poor  vocational 
adjustment  of  both  groups  is  highlighted  in 
Table  III;  an  outstanding  consequence  of 
emotional  maladjustment  is  a disturbed  work 
life. 


proaches,”  and  for  Freed’s  thesis'  that  “a 
wide  variety  of  patients  with  as  yet  unelu- 
cidated underlying  psychiatric  conditions 
might  be  loosely  grouped  under  the  rubric  of 
‘alcoholic’.” 


■\n  interesting  hnding  is  the  lack  of  narcotic 
drug  abuse  among  the  alcoholics.  One  may 
speculate  whether  alcohol  abuse  and  abuse  of 
other  drugs  are  equivalents.  Both  groups  of 
patients  evidenced  much  tension,  anxiety, 
fearfulne,ss,  and  depression,  affects  hypothe- 
sized to  underlie  both  alcohol  and  drug 
abu.se. 

One  conclusion  from  these  data  is  that  pa- 
tients manifesting  alcoholistu  as  one  aspect  of 
a broader  psychopathology  present  a some- 
what atypical  symptom  pattern  upon  admis- 
sion to  the  hosptial.  To  the  extent  that  alco- 
holic admission  characteristics  represent  acute 
consequences  of  alcohol  abuse,  one  might 
expect  a more  rapid  remission  of  .sympto- 
matolog)  than  among  non-alcoholics  who 
are  primarily  schizophrenic.  Different  initial 
treatment  programs  would  appear  to  be  in 
order,  then.  ^Vith  the  alcololic,  detoxification 
consiiiutes  a first  step,  readying  the  patient 
for  rehabilitative  procedures  aimed  at  more 
basic  psychodynamic  problems  perhaps  mask- 
ed by  the  presenting  symptomatology  refer- 
able to  alcohol  abuse.  The  heterogeneity 
of  symptomatology  in  the  alcoholic  group 
offers  some  support  for  Wanberg’s  and  Horn’s 
conclusion®  that  ‘‘different  alcoholism  dimen- 
sions will  require  different  treatment 


Summary 

Behavior  characteristics  and  symptoms  of  325 
male  alcoholics  and  325  non-alcoholics  were 
rated  upon  their  admission  to  a \’eterans  .Ad- 
ministration hospital.  There  was  some  sup- 
port for  the  hypothesis  of  the  uniqueness  of 
the  alcoholic  patient.  Many  of  the  symptoms 
occurring  significantly  more  frequently 
among  alcohol  abusers  were  directly  refer- 
able to  acute  and  chronic  secjuelae  of  overin- 
dulgence. There  was  also  evidence  of  under- 
lying psychopathology  masked  by  the  more 
blatant  alcoholic  synijitomatology. 
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Child  Abuse  Legislation 


Now  available  to  you  (at  .SI. 50  a copy)  is  a 
134  page  monograph  reviewing  current  state 
laws  on  child  abuse.  It  includes  tabulations, 
methods  of  developing  emotional  climate 
supjKirtive  of  such  legislation,  ways  of  defin- 
ing ‘‘abuse,”  technics  of  social  and  legis- 
lative planning,  and  a bibliography.  Also 


covered  is  a state-lry-state  analysis  of  these 
laws.  It  provides  guitle  lines  for  medical  and 
other  groups  seeking  to  improve  present  child 
abuse  legislation.  For  a copy,  send  your  re- 
mittance to  the  -American  Humane  .Associa- 
tion, Box  12f)fi,  Denver,  Colorado  80201.  .Ask 
for  Child  .Abuse  Lc(rislation  in  1970. 
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An  epidemic 


There  were  over  9,000  reported  cases  of 
gonorrhea  in  the  Garden  State  last  year 
over  60  percent  in  Newark  alone 


that's  striking  home. . . — 

gonorrhea 


W/l  Upjohn  Company  JA71-1689 


In  New  Jersey. . . and  everywhere  else . . . 
a new  alternative 


Irobicin 

DIHYDROCHLORIDE,  PENTAHYDRATE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


8PE 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:"^96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria 

for  diagnosis  and  cure  are  defined  on  page  3 of  advertisement) 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history 
of  penicillin  sensitivity  when  treated  with  Trobicin, 
although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro 

(M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations 
averaging  about  100  mcg/ml  in  one  hour 

(average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands 
prolonged  therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the 
treatment  of  syphilis,  patients  being  treated  for  gonorrhea  should  be  closely  observed  clinically. 
Monthly  serological  follow-up  tor  at  least  3 months  should  be  instituted  it  the  diagnosis  ot 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings  and  precautions, 
please  see  last  page  of  this  advertisement. 


Data  compiled  from  reports  of  14  investigators. 

UUfiiU  The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Irobkin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeoe  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeoe 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  It  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  or  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeoe. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis.Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single 4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeoe on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hemotocrit  and  creatinine  clearance,-  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  giuteal  sites. 
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a chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


""liwiciif 


PENTAHYDRATE,  UPJOHN 

e-dose  treatment  for  intramuscular  use  only 


sing 


Sterile  Trobicin® 

(spectinomycin  dlhydrcxrhloride  penta- 
hydrote)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeae (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  ceo/icitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  t)e  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction  in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  23°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

A/lo/e  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Viols,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder— for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  1 00 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med  b.i.s(iwbi 
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Here  is  one  man's  view  on  the  problem  of  the  U.S. 
citizen  in  a foreign  medical  school 


Guadalajara  and  the 
Foreign-Trained  Physician 


S.  William  Kalb,  M.D./East  Orange 

I was  interested  in  the  Future  Physicians’ 
program  which  was  initiated  by  the  Essex 
County  Medical  Society  and  later  adopted  by 
the  AMA  as  its  recruiting  arm  among  high 
school  students  in  the  United  States.  I visited 
Guadalajara  to  find  out  why  so  manv  Ameri- 
can students  migrated  there  to  study  medi- 
cine. 

W^hen  1 asked  the  Dean  of  the  Medical 
School  (Dr.  Joaquin  Ramos  Santos)  why  they 
admitted  so  many  .American  students  he  re- 
plied, “Our  doors  are  open  to  all — we  ask 
only  that  the  student  is  motivated  and  wants 
to  study  medicine  more  than  anything  else. 
Our  hope  is  that  our  students  will  give  com- 
fort to  the  diseased  and  the  physically  disa- 
bled. We  have  no  room  here  for  long-hair, 
bearded  students,  radicals,  or  flunk-outs.” 

There  are  over  3,500  medical  students  in  this 
school  of  whom  936  are  from  the  United 
States.  Requirement  for  admission  here  is  the 
same  as  in  the  States.  They  must  have  a B.  .\. 
or  B.  S.  in  the  biologic  sciences,  pass  the 
College  .Admission  Test  (MC.AT)  in  the 
United  States,  have  a knowledge  of  Spanisli, 
and,  by  the  end  of  the  first  year,  pass  a profi- 
ciency examination  in  Spanish  language  and 
comprehension,  Mexican  history,  and  Mex- 
ican geography.  About  10  per  cent  of  the 
.American  students  fail  at  the  end  of  the  first 
year. 

This  is  a private  university  (not  government 
controlled)  and  is  part  of  the  National  Au- 
tonomous University  of  Mexico.  One  of  the 


largest  universities  in  Mexico,  it  is  funded  by 
the  .Alliance  For  Progress  and  is  presently 
near  the  end  of  construction  of  a $30,000,000 
campus.  They  recently  opened  the  new  li- 
brary with  34,000  volumes  and  over  200  medi- 
cal and  scientific  journals  in  both  English 
and  Spanish.  The  medical  school  is  located  in 
two  modern,  three-storv  basic  science  com- 
plexes. There  are  fully  equipped  laboratories, 
animal  research  facilities,  and  a large  anato- 
my dissection  room  with  27  tables  and  closed 
circuit  television.  The  auditorium  seats  400. 
Some  175  New  Jersey  residents  attend  this 
medical  school. 

Students  in  groups  of  15  attend  clinics  in  20 
hos])itals.  .A  new  400  bed  teaching  hospital  is 
adjacent  to  the  medical  school.  It  will  be 
finished  in  about  a year.  The  University  City 
will  be  completed  within  the  next  two  years 
and  will  be  an  innovation  in  Latin  .American 
education. 

The  Fhiiversity  maintains  a full-time  teaching 
staff  in  the  basic  sciences.  Most  of  the  profes- 
sors have  M.  D.  degrees  and  many  ha^e  a 
Ph.D.,  and  additional  degrees  in  their  special- 
ties. Every  teaching  assistant  has  a master’s 
degree  or  a doctorate.  Clinical  training  is  su- 
pervised by  the  full-time  basic  science  staff, 
supplemented  by  clinical  attending  phvsicians- 

Practically  every  state  in  the  Union  is  rep- 
resented here  and  students  come  from  many 
of  the  finest  colleges  and  universities.  Today 
about  4,000  .American  students  are  enrolled 
in  foreign  medical  schools.  The  cost  to  edu- 
cate a student  in  an  .American  medical  col- 
lege is  S16,000.  Much  of  this  is  contributed  bv 
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our  government.  It  we  were  to  assess  the 
amount  we  would  have  to  pay  to  educate  the 
students  who  are  now  in  foreign  medical 
schools,  it  would  amount  to  over  .|  100, 000,- 
000. 

The  Educational  Council  P'or  Foreign  Medi- 
cal Graduates  (ECFMG)  has  ruled  that  a 
student,  in  order  to  qualify  for  an  internship 
in  a United  States  hospital,  must  satisfy  the 
recpiirements  for  licensure  in  the  country  in 
which  he  studied  medicine.  Here,  in  Guad- 
alajara, this  meant  that  after  graduation  the 
student  would  do  a one  year  internship  and 
then  an  additional  year  in  (Social  Service) 
practice  in  a remote  village.  At  the  end  of 
these  six  years  he  would  be  eligible  to  intern 
lor  another  year  in  an  American  hospital,  after 
|jassing  his  ECFMG  exams.  A certificate  would 
he  issued  which  would  permit  the  Ihiited 
States  hospital  to  accept  him  for  internshi]). 
1 his  acttially  means  .seven  years  would  elapse 
from  the  time  he  entered  medical  school  until 
he  could  either  take  a residency  or  he  licensed 
to  practice. 

•\t  the  suggestion  of  the  ECFMG  Examining 
Board,  a four-year  program  was  recently  initi- 
ated replacing  a six  year  curriculum  to  con- 
form to  United  States  standards.  Ehe 
ECFMG  ]iromi.sed  to  certify  the  graduate  for 
examination  when  he  received  his  diploma. 
I'his  would  enable  him  to  intern  in  the  United 
States.  I'he  agreement  tvas  that  a dijdoma 
would  he  isstted  with  a degree  of  “Physician 
and  Surgeon.’’  1 hen  the  ECFMG,  for  some 
tinknown  reason,  reversed  its  position  and 
demanded  that  the  students  stay  in  Mexico 
for  six  years  instead  of  four  before  they 
wotild  allow  the  graduates  to  intern  in  the 
Utiited  States. 

Hospitals  in  the  United  States  are  threatened 
with  a loss  of  accreditation  if  they  accept 
foreign  medical  graduates  without  a certifi- 
cate from  the  ECFMG.  Since  the  ECFMG 
came  into  existence  it  has  gone  far  afield 
from  its  original  intent.  I he  Council  has  been 
running  around  to  dilleretit  medical  schools  in 
foreign  countries — friglitening  tlie  .Xmerican 
students  ^vith  newfangled  regulations.  It  is 


jjaradoxical  to  note  that  five  Canadian  prov- 
inces have  passed  specific  legislation  to  allow 
graduates  from  the  Autonomous  Guadalajara 
Medical  School  to  intern  in  their  hospitals 
without  taking  the  ECFMG  examinations. 

During  my  stay  here,  physician  representa- 
tives from  hospitals  in  Ohio,  Michigan,  and 
California  have  been  interviewing  students  in 
the  graduating  class  as  prospective  candidates 
for  internships  in  their  respective  hospitals. 
They  want  bi-lingual,  (Spanish  and  English) 
interns.  Legislation  has  been  introduced  in 
several  states  to  allow  Guadalajara  graduates 
to  intern  in  their  hospitals  without  ECFMG 
examinations.  These  alumni  should  be  al- 
lowed to  return  to  the  United  States  where 
bi  lingual  interns  are  so  badly  needed,  espe- 
cially in  the  metropolitan  areas  which  have  a 
large  Spanish  speaking  population.  Commu- 
nication between  patients  and  interns  and 
between  staff  and  foreign-born  interns  is 
presently  poor.  This  can  be  remedied  by 
filling  these  positions  with  U.  S.  students  and 
graduates  from  the  Autonomous  Guadalajara 
Metlical  School. 

I have  visited  medical  schools  in  the  Soviet 
Union,  India,  Pakistan,  Malaya,  Iran,  Ghana, 
Nigeria,  Philippines  and  many  other  Asian 
and  European  countries.  The  medical  school 
in  Guadalajara  has  a stronger  faculty,  a bet- 
ter etpiipped  physical  plant,  more  modern 
laljoratories,  better  ecpiipped  tlissection  and 
animal  research  facilities,  and  a greater 
amount  of  floor  space  in  its  new  library  than 
any  of  the  other  schools  I have  visited  in 
those  countries.  A panel  of  consultants  from 
the  University  of  Kansas,  Southwestern  Medi- 
cal School,  University  of  Houston,  University 
of  Texas,  and  the  Organization  of  American 
States  has  been  closely  identified  with  the 
local  University. 

Outside  support  has  been  received  from  the 
Ford  Foundation,  the  Ciarnegie  Fund  through 
the  University  of  I'exas,  and  the  Ihiited 
States  Department  of  Stale. 

It  seems  ridiculous  to  punish  United  States 
citizens  who  graduate  from  foreign  medical 
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schools  by  making  them  take  multiple  exami- 
nations for  internship  and  licensure.  If  they 
take  the  National  Boards  or  State  Boards  or 
the  Flex  examinations,  this  should  be  suffici- 
ent for  qualification  as  a practicing  physician. 

On  top  of  all  their  other  problems  (such  as 
being  away  from  home  from  four  to  seven 
years  and  having  to  deal  with  a foreign  cul- 
ture and  a foreign  language)  along  comes  the 
ECFMG,  holding  a club  over  their  heads.  At 
long  last,  legislative  bodies  at  both  the  na- 
tional and  state  levels  of  our  government  are 


doing  something  about  this  frustrating  folly. 
I'hey  have  expressed  concern  about  such 
duplicative  examination  requirements  and 
about  the  contributions  that  these  graduates 
can  supply  to  the  shortage  of  physicians  in 
the  United  States. 

It  is  time  to  reappraise  our  position  re- 
garding American  citizens  who  are  studying 
abroad  and  give  them  the  same  courtesies, 
the  same  privileges,  and  the  same  consider- 
ation w'e  give  to  American  citizens  who  study 
medicine  at  home. 


,S77  Soulh  Hurrison  Street 


Study  of  the  Children  of  the  Mentally  III 


Study  of  a “child’s-eye-view”  of  a psychotic 
parent  is  leading  to  deeper  understanding 
both  of  the  child’s  chances  of  developing  nor- 
mally and  of  the  mechanics  of  mental  illness. 
Dr.  E.  James  .Anthony,  Washington  Universi- 
ty, St.  Louis,  has  been  awardetl  a new  grant 
from  HEW’s  National  Institute  of  .Mental 
Health,  Health  Ser\ices,  to  continue  his 
study.  In  his  previous  work.  Dr.  .Anthony  has 
found  that  children  of  the  mentally  ill  have 
an  increased  probability  of  becoming 
disturl>ed  themselves,  with  greater  vidnerabil- 
ity  to  psychotic  stres.ses  at  certain  points  in 
their  development.  Surprisingly,  the  study 
showed  that  the  effects  of  having  a parent 
who  is  seriously  ill  physically  can  have  an 
etpially  upsetting  impact  on  the  children. 

1 he  ages  during  which  children  appear  to  be 
most  vulneraltle  to  the  strain  of  having  a sick 
parent  are  four  to  seven,  nine  to  eleven,  and 
fourteen  to  sixteen.  However,  when  the  ill- 
ness is  se\ere,  any  age  child  can  be  affected. 

With  regard  to  school  achievement,  Dr.  .An- 
thony has  found  that  children  of  normal  par- 
ents do  best,  and  children  of  physically  ill 
parents  seem  most  handicapped.  On  the  oth- 
er hand,  5 to  15  per  cent  of  the  children 


studied  developed  “supernormal”  capacities 
for  adaptation  in  respon.se  to  the  stress  of 
having  a mentally  ill  parent. 

To  date,  82  families  with  311  children  have 
been  studied.  Of  these,  38  families  had  a psy- 
chotic jjarent,  22  had  a physically  disabled 
member,  and  22  had  well  parents.  The  new 
.570,317  grant  will  permit  Dr.  .Anthony  to  ex- 
pand his  study  to  include  an  additional  28 
families  with  59  children,  and  brings  to  near- 
ly 5500,000  the  amount  of  Federal  funds  in- 
vested in  the  study. 

In  .several  of  his  ])ublicatious.  Dr.  .Anthony 
has  pointed  out  that  new  institutional  poli- 
cies in  mental  hospitals  are  exposing  an  in- 
creasing number  of  children  to  the  effects  of 
incipient,  ambulatory,  relapsing  psychosis. 
“Some  mentally  ill  parents  in  apparent  remis- 
sion can  cause  serious  family  discord  favor- 
able to  the  deselopment  of  mental  illness  in 
the  children,”  he  has  cautioned. 

One  answer  is  for  hospitals  to  set  iqj  preven- 
tive clinics  to  handle  the  problems  of  the 
family  when  a psychotic  parent  is  admitted  or 
discharged,  according  to  the  psychiatrist,  who 
has  set  iqj  such  a clinic  in  St.  Louis. 
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GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Like  most  shibboleths,  the  phrase  "peer  review”  often  becomes 
meaningless  with  overuse.  Here  a concrete  meaning  is  given  to  it. 


Speclai  ..y^rticie 


Peer  Review— As  Seen  by  the  Internist* 

Emanuel  Abraham,  M.D.,  Asbury  Park 
President-Elect,  New  Jersey  Society  of  Internal  Medicine 


If  medical  publishers  were  to  treat  peer  re- 
view with  the  same  flamboyance  they  reserve 
for  the  introduction  of  a new  drug,  I can 
imagine  headlines  in  forth-coming  issues  of 
the  Medical  Tribune  or  Medical  World  News: 

Peer  Review— New  Anti-Depressant  for 
the  Blues!  or 

Physicians  Inject  Quality  into  Health 
Care  by  Peer  Review  or 

Hospitals  Claim  Peer  Review  Responsi- 
ble for  Declining  Costs  and  Rising  Effi- 
ciency 

Introduced  as  a panacea,  accompanied  by 
the  politicians’  rhetoric  and  supported  by 
much  of  organized  medicine,  peer  review 
threatens  to  occupy  the  limelight  as  if  it  were 
a new  miracle  drug  about  to  concpier  the 
common  cold.  W^hat  is  this  new  wonder 
drug,  not  yet  banned  by  the  FD.A,  that  holds 
the  promise  of  cure  for  all  of  medicine’s  so- 
cial and  economic  ills?  Let’s  examine  the 
background  of  this  economic  steroid,  before 
it  masks  the  defects  it  sets  out  to  cure. 

Medical  review  has  been  with  us  in  many 
shapes  and  forms.  In  medical  school,  physi- 
cal examinations  and  histories  w'ere  reviewed 
by  the  assistant  resident;  as  interns,  by  the 
chief  resident;  as  residents,  by  the  attending. 
It  seemed  as  if  “Big  Brother”  was  alw'ays 
watching.  If  one  doctor  palpated  a mass  or 
heard  a murmur,  he  was  checked  voluntarily, 
or  involuntarily,  by  another.  As  part  of  our 
educational  progression,  we  relied  on  our 
peers  or  were  cross-checked  by  them. 

Licensure  and  certification  must  be  consid- 
ered a form  or  peer  review  which,  until  re- 
cently, was  thought  to  be  the  ultimate  in 


educational  achievement.  Now  we  recognize 
that  recurrent  examination  of  the  medical 
practitioners’  knowledge  may  be  a necessity, 
if  we  are  to  judge  continuing  competence. 

Cian  we  forget  hospital  committees?  Some  of 
them  have  been  performing  peer  review  with 
varying  degrees  of  success  for  many  years: 
tissue  committees,  credential  committees, 
medical  records  ccMiimittees,  medical  audit 
committees,  conservation  of  hospital  bed  com- 
mittees, mortality  conferences,  and  more  re- 
cently utilization  committees.  Some  of  these 
bring  a smile  to  your  face  because  only  you 
know  their  effectiveness  (or  lack  thereof)  in 
your  own  situation.  To  whom  are  these  com- 
mittees responsible?  Are  they  diligent?  Do 
tltey  meet  their  rcsjx>nsibility?  Or  do  they 
only  cover  up  existing  defects?  Are  they  do- 
ing a job  or  merely  satisfying  the  require- 
ments for  accreditation? 

Within  local  medical  societies  there  have  been 
elementary  forms  of  peer  review  for  many 
years.  These  include  insurance  review,  medi- 
cal defense  committees,  and  grievance  or 
judicial  committees.  Do  they  protect  the 
claimant  or  do  they  whitewash  fellow  physi- 
cians? Blue  Plans  and  Medicare  have  review 
programs — not  truly  “peer.” 

For  more  than  a decade,  the  Council  on 
Medical  Services  of  the  .AMA  and  its  Com- 
mittee on  Health  Care  Financing  have  recog- 
nized the  need  for  the  establishment  of  pro- 
fessional review  activities.  Initially,  this  in- 
terest was  generated  by  concern  over  the  con- 
tinuing increase  in  the  costs  of  health  care — 
“In  accepting  a responsibility  for  professional 
review  activities  the  medical  profession  has 

•Delivered  at  the  1-lth  Annual  Meeting  of  the  New 
Jersey  Society  of  Internal  Medicine  May  17,  1971 
•Atlantic  City. 
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demonstrated  its  awareness  of  the  need  to 
conserve  the  patient’s  Iiealth-care  dollar,  edu- 
cate and  inform  the  profession  in  the  eco- 
nomics of  health  care,  assure  appropriate 
use  of  health  care  personnel  and  facilities, 
and  maintain  a high  standard  of  medical 
practice.” 

Now,  that’s  a large  order  and  had  it  been 
undertaken  and  operated  efficiently,  our  sub- 
ject for  discussion  might  be  different  today. 

Why  do  we  need  peer  review?  At  the  Medi- 
care Health  Insurance  .Advisory  Council  the 
following  statement  was  presented: 

"In  order  lo  jjro\  idc  an  acceptal)le  level  of  quality 
for  the  services  rendered  under  Part  B of  Medicare, 
consideration  should  be  given  to  establishing  standards 
to  govern  the  rendering  of  services  by  physicians, 
analogous  to,  but  necessarily  quite  different  in  appli- 
cation from,  the  standards  now  established  for  most 
other  providers  of  health  care  under  Medicare.  The 
need  for  broad  standards  for  physicians’  sendees  is 
predicated  upon  tiie  right  and  responsibility  of  the 
government  to  have  assurance  of  the  acceptable  qual- 
ity of  all  services  for  which  it  provides  reimbursement. 
Precedents  which  have  been  set  in  government  and 
non-government  programs,  and  pitblished  studies, 
which  point  out  the  wide  \ariability  in  quality  of 
medical  care,  indicate  the  neetl. 

‘Thus,  the  standards  of  eligibility  for  physicians 
would  be  a "preventive"  measure  to  keep  some  physi- 
cians from  ever  rendering  certain  medical  services 
under  the  Medicare  program.  This  differs  from  the 
post  facto  stopping  of  abusers  of  the  Medicare  pro- 
gram. The  latter  may  in\olve  a few  physicians,  those 
who  are  grossly  abusing  the  program.  The  former 
could  potentially  involve  the  future  participation  of 
many  of  the  practicing  U.S.  physicians  in  the  render- 
ing of  certain  medical  services  under  the  Medicare 
program."’ 

The  answer  to  “why”  is: 

(1)  The  Government  nuist  Ije  asstiretl  that  it 
is  getting  its  money’s  worth. 

(2)  The  ptiblic  must  be  assured  that  it’s  get- 
ting the  tpiality  of  care  it  expects. 

(3)  If  the  medical  profession  is  to  be  blamed 
for  rising  costs  of  health  care,  then  we 
should  be  j^ermitted  the  right  to  super- 
vise that  area  that  we  know  best. 

(1)  .Allegations  about  the  quality  of  practice 
find  their  way  into  the  court  rooms  and 


e,scalate  the  cost  of  practice.  Medicine 
must  demonstrate  that  we  can  and  will 
review  care  so  that  delivery  of  health 
care  will  ecjual  the  promise. 

So  much  for  background — let’s  look  at  peer 

review  today  and  begin  with  definitions: 

PEER — One’s  ecjual. 

REVIEW — To  go  over  or  examine  again; 
look  at  or  study  again. 

AMA — “Broadly-based  state  or  county  medi- 
cal society  organized  committees,  as  oj> 
jjosed  to  utilization  committees  most 
ccMtimonly  used  to  denote  hospital-based 
committees  under  the  direction  of  the 
hospital  staff  and  limited  to  considera- 
tion of  cases  served  by  that  specific  in- 
stitution.” 

CE.41MS  REJ'IEW — Review  of  individual 
charges  submitted  for  j>ayment. 

UriEIZATIOX  REJ’IEW- —Study  of  the 
frequency  of  charges  or  services  to  de- 
termine jcatterns  of  service  or  charges. 

MEDIC AE  ,-1  f/H/T— .Analysis  or  audit  of 
the  medical  care  given  a jxirticular  jja- 
tient  at  a j^articular  time  in  a jiarticular 
setting,  imjilying  a retrosj^ective  review 
of  records  to  determine  if  the  essentials 
of  care  are  documented.  This  mechanism 
may  include  a value  judgment  as  to  the 
(juality  of  care  given. 

Let’s  j)ut  it  all  together  and  define: 

PEER  REVIEW — .A  review  of  the  quality  of 
care  jjrovided  a j^atient  by  a jnacticing 
jrhysician  of  comjjarable  training  and 
e.xjDerience  who  will  check  for  documen- 
tation of  medical  care  (medical  audit), 
diagnostic  stejjs  used,  conclusions 
reached,  therapy  given,  ajjproj:)riateness 
of  review,  and  rea,sonableness  of  charges. 
(Beer  review  then  becomes  synonymous 
with  (juality.) 
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How  Does  it  Work? 


The  answers  come  from  the  experience  of 
others  throughout  the  country  such  as  the 
foundations  in  California  that  have  a seven- 
teen-year history  of  success;  from  the  experi- 
ences of  state  medical  societies,  as  in  Minne- 
sota with  nine  years  ex{3erience;  and  from  the 
experience  of  third  party  payers  and  govern- 
ment agencies.  Hopefully,  peer  review  com- 
mittees should  Ije  formed  under  the  aegis  of 
organized  medicine.  Although  ultimate 
judgments  must  be  made  locally,  state  and 
county  medical  societies  should  form  parent 
committees. 

The  Peer  Review  Committee  must  be  com- 
posed of  knowledgeable  physicians  distributed 
among  the  major  specialties.  Consultants 
should  be  available  from  the  less  common 
sj>ecialties.  Advisory  assistance  from  insurers 
or  Blue  Plans  with  expertise  in  special  areas 
can  be  used  at  all  meetings.  Meetings  should 
be  held  at  regular  and  stated  times.  Minutes 
must  be  kept. 

Who  initiates  peer  review?  1 he  stimulus  for 
review  could  emanate  from  any  of  the  three 
parties  involved  in  fee  determination:  the 
patient,  the  physician,  or  the  third  party.  As 
review  mechanisms  have  developed,  the  third 
party  has  been  the  one  who  most  frequently 
initiates  the  review,  primarily  Iiecause  the  in- 
surer is  more  highly  organized  to  uncover 
possible  deviations  from  the  norm.  This  has 
been  particularly  true  of  problems  related  to 
fees  and  is  currently  true  of  ])robletns  related 
to  frequency  of  sendees,  both  of  which  are 
identified  by  the  insurer’s  computers. 

On  the  other  hand,  problems  related  to  cjual- 
ity  of  health  care  are  difficult  to  program.  It 
is  probable  that  analysis  and  judgment  of 
such  problems  will  need  to  emanate  from  or- 
ganized medicine. 

rhe  ])atient  usually  will  not  initiate  peer  re- 
view, except  in  certain  cost  situations  or  in 
certain  cpiality  (|uestions  where  gross  impro- 


priety (ami  malpractice)  allegations  arise. 
Examples  are  the  “shot  doctor,’’  the  “travel 
doctor,”  and  the  “volume  doctor.” 

Peer  review  exists  to  investigate  deviations 
from  the  norm  and  to  offer  judgments  on  the 
propriety  of  fees,  or  quality  of  care  rendered. 
It  shoidd,  therefore,  refer  fraud,  malfeasance, 
or  other  illegal  activities  to  licensing  boards, 
judicial  committees,  and  other  appropriate 
tribunals. 

The  committee’s  power  is,  at  the  least,  ad- 
visory and  consultative.  In  some  instances, 
the  decisions  may  be  binding  on  either  third 
parties,  the  physician  provider,  or  both. 

The  idtimate  goal  of  improving  the  quality 
of  medical  care  is  achieved  by  its  influence 
on  physicians,  its  emphasis  on  education,  and 
the  willingness  of  third  parties  to  cooperate 
with  a group  of  physicians  who  are  dedicated 
to  honesty  and  integrity,  for  they  must  be 
willing  to  sit  in  judgment  of  their  fellows. 

rhe  cost  of  such  peer  review  programs  should 
be  shared  by  medicine,  the  federal  govern- 
ment, health  insurers,  and  the  public.  .All 
records  and  materials  should  be  the  property 
of  the  Peer  Review  Committee  and  should 
be  confidential.  Disclosures  of  information 
may  be  made  solely  to  carry'  out  the  peer  re- 
view process.  The  members  of  the  commit- 
tee, its  employees,  advisory  committees,  coun- 
sel, and  so  on,  should  not  be  criminally  or 
civilly  liable  for  participation  in  peer  review. 

What  Should  New  Jersey  Do? 

rhe  New  Jersey  Society  of  Internal  Medicine 
stands  ready  to  join  forces  with  organized 
medicine.  Blue  Shield,  Prudential,  and  any 
agency  to  estalilish  appropriate  peer  review 
committees.  W’e  should  leave  today’s  meet- 
ing motivated  to  establish  proper  peer  review 
mechanisms  before  we  are  reviewed  by  bu- 
reaucrats under  federal  statute.  W’e  should 
join  forces  and  educate  our  physician  friends 
at  home  that  the  stirvival  of  quality  medical 
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care  is  dependent  upon  their  acceptance  of 
[>eer  review,  since  it  is  organized  medicine’s 
answer  to  critics  regarding  quality  and  cost 
control. 

Summary 

(1)  Peer  review  is  synonymous  with  quality. 

(2)  Peer  re\iew  is  accomplished  by  a fellow 
practicing  physician  with  conijiarable 
training  in  the  same  field  of  medicine 
and  includes  claims  review,  medical 
audit,  over-utilization,  under-utilization, 
and  (piality  control. 


(3)  The  role  of  {reer  review  should  be  the 
appraisal  of  the  total  spectrum  of  medi- 
cal care. 

(4)  Objectives  of  peer  review  are  to  educate 
all  parties  involved  in  medical  care,  ulti- 
mately improving  care,  and  affecting 
costs  and  utilization. 

(5)  Organized  medicine  must  join  forces  now 
on  local,  state,  and  national  levels  to 
establish  peer  review  mechanisms  or  the 
vacuum  will  be  filled  by  governmental 
bureaucrats. 


Military  Medical  School  Opposed 


I'he  AMA  has  opposed  establishment  of  a 
military  medical  school.  Testifying  before  the 
Hou.se  Armed  .Services  Committee,  Bland 
Cannon,  M.D.,  of  the  .\M.Vs  Council  of 
Medical  Education,  said: 

“.  . . ^VT  emphasize  that  our  concern  is  that 
the  men  and  women  in  our  uniformed  ser- 
vices should  receive  nothing  less  than  the  best 
in  medical  care.  I'here  is  no  rea.son  whv  they 
should  not  continue  to  receive  care  from 
physicians  trained  in  a medical  education  sys- 
tem which  has  proved  itself  to  he  unexcelled. 
W'e  support  an  expansion  and  greater  utiliza- 
tion of  this  system  rather  than  the  develop- 
ment of  a new  and  different  kind  of  institu- 
tion . . . 

“ The  .\M.\  helie\es  it  is  vital  that  the  number 
ol  physicians  in  the  uniformed  services  be 
adequate  to  enable  them  to  carry  out  their 
mi.ssions  and  that  tho.se  physicians  be  thor- 
oughly trained  and  competent  in  order  that 
lliose  serving  our  country  in  the  uniformed 
services  might  receive  the  best  jjossible  medi- 
cal care.  However,  it  is  doubtfid  that  these 
objectives  can  best  be  realized  through  estab- 
lishment of  a separate  uniformed  forces  medi- 
cal school  specifically  to  train  physicians  for 
the  uniformed  services  in  which  all,  or  a 


significant  portion,  of  the  physicians  serving 
in  these  forces  would  receive  their  medical 
training.  The  armed  forces  should  take  full 
advantage  of  the  resources  and  facilities  of  the 
existing  medical  schools  of  the  United  States 
in  training  their  medical  manpower,  and  such 
training  should  not  be  restricted  in  any  de- 
gree to  a single  school  established  for  that 
purpose.” 

The  AMA  supported  provisions  in  the  legis- 
lation for  helping  medical  students  with 
scholarships  Avith  a requirement  that  they 
serve  on  active  duty  for  a number  of  years 
after  completion  of  training. 

The  AM.\  says  that  through  affiliation  agree- 
ments between  existing  medical  schools  and 
the  armed  services,  “larger  numbers  of  physi- 
cians coidd  he  produced  for  the  uniformed 
services  at  substantially  lower  costs,  in  a short- 
er period  of  time,  and  with  the  quality  of 
the  medical  education  assured.” 

Despite  the  opposition  of  the  -VMA  and  the 
.Association  of  .American  Medical  Colleges  the 
committee  unanimously  approved  the  bill, 
d'he  legislation  tvould  authorize  a medical 
student  scholarship  program  of  $210  million 
over  the  next  five  years.  The  military  medical 
.school  would  be  built  in  the  Washington  area. 
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NEW  JERSEY  DOCTORS’  NOTEBOOK 


Trustees'  Minutes 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  October  17,  1971,  at  the  Execu- 
tive Offices  in  Trenton.  Detailed  minutes  are 
on  file  with  the  secretary  of  your  county  medi- 
cal society.  A summary  of  significant  actions 
follows: 

Smallpox  Vaccination  . . . Voted  to  support 
the  following  recommendation  from  the 
United  States  Public  Health  .Advisory  Com- 
mittee and  directed  that  the  New  Jersey  State 
Department  of  Health  be  so  informed: 

Because  of  the  rapidly  declining  incidence  of  small- 
pox in  the  world  and  the  vastly  reduced  risk  of  its 
being  imported  into  the  United  States,  health  officials 
in  the  United  States  should  consider  the  discontinua- 
tion of  compulsory  measures  as  they  relate  to  routine 
smallpox  vaccination. 

Amphetamines — Union  County  Resolution  . . . 
Received  as  informative  the  following  resolu- 
tion on  the  subject  of  amphetamines  which 
was  adopted  by  the  Union  County  Medical 
Society  on  Septeml>er  1.5,  1971: 

RESOLVED,  that  the  Union  County  Medical  Society 
recommends  and  urges  its  members  to  limit  the  pre- 
scription of  amphetamines  and  similar  drugs  except 
for  the  treatment  of  Narcolepsy,  the  Hyperkinetic 
Child  Syndrome,  and  the  first  few  weeks  of  Weight 
f.'ontrol  Programs. 

IRS  Regulations  Relative  to  Non-Related  In- 
come of  Non-profit,  Tax  Exempt  Organiza- 
tions . . . Received  the  following  report  from 
Legal  Counsel  concerning  new  IRS  regula- 
tions at  they  may  affect  MSNJ: 

All  tax  exempt  organizations  under  the  provisions  of 
.Section  501  of  the  Internal  Revenue  Code  are  obliged 
by  Section  511  of  that  Code  to  report  and  pay  tax 
upon  income  derived  from  any  unrelated  trade  or 
business  (includes  periodicals)  . That  income  is  the 
gross  income  from  any  unrelated  trade  or  business 
regularly  carried  on  by  the  exempt  organization,  less 
the  deductions  which  are  directly  connected  with  the 
carrying  on  of  that  trade  or  business. 

Under  existing  regulations,  gross  income  of  The 
journal  includes  money  received  from  sale  of  advertis- 
ing, subscription  fees  ($2  50)  charged  members  of  the 
Society  and  the  $5.00  subscription  fee  charged  non- 
members.  Up  to  this  moment,  our  experience  has 
been  that  after  deducting  costs  of  the  Society  for  pro- 


ducing The  Journal,  no  taxes  are  due  to  the  federal 
government.  In  this  connection,  it  is  pointed  out  that 
we  have  not  had  occasion  to  utilize  all  allowable  de- 
ductions to  arrive  at  that  result. 

The  proposed  regulations  do  not  change  existing  regu- 
lations regarding  deduction  of  costs  of  publication. 
However,  they  do  impose  a formula  for  determining 
gross  income  from  exempt  organization  periodicals 
which,  while  not  presently  affecting  our  Society,  will, 
if  promulgated,  establish  a base  upon  which  onerous 
regulations  could  be  developed  requiring  our  paying 
a tax.  However,  all  tax  regulations  are  precedents 
for  increased  taxes  at  a later  date.  Eroni  a legal 
standpoint,  the  sole  question  is  whether  the  new  for- 
mulae for  determining  the  income  attributable  to  ex- 
empt organizations’  periodicals  arc  reasonable.  I be- 
lieve they  are  reasonable. 

Of  the  new  formulae,  only  one  is  of  major  concern— 
".Allocation  of  membership  receipts  to  subscription 
income."  The  formula  for  this  allocation  is  based 
upon  three  factors:  (a)  Subscription  price  charged  to 
non-members  (sales  to  non-members  arc  given  higher 
weight  than  those  to  members  if  the  sales  to  non- 
members constitute  20  per  cent  or  more  of  the  total 
circulation)  ; (b)  Subscription  price  to  members  (ap- 
plicable only  if  membership  receipts  from  a significant 
percentage  of  members  of  an  exempt  organization  are 
less  than  those  received  from  the  other  members  be- 
cause such  significant  percentage  of  members  do  not 
receive  the  periodical)  ; (c)  subscription  price  of  com- 
parable periodicals  of  taxable  organizations  (none  of 
which  I am  familiar). 

Of  the  above  factors,  only  (a)  would  be  applicable 
to  our  .Society.  Our  sales  to  non-members  (S5.(X))  repre- 
sents but  8 per  cent  of  the  total  circulation  income, 
therefore  our  subscription  fee  of  S2.50  to  members  is 
not  subject  to  question  by  the  proposed  IRS  regula- 
tions. The  point  I make  here,  as  indicated  above,  is 
that  bv  change  of  formula  in  subsequent  regulations, 
it  could  be! 

In  addition  to  the  above,  the  Business  Manager  con- 
tacted Mr.  Eleming,  field  auditor  of  IRS,  who  worked 
on  the  Exempt  Organization  Business  Income  Tax 
Return  (990-T  form)  of  the  Societv  in  May  of  1970. 
Mr.  Fleming  advised  that  it  was  his  understanding 
the  major  effect  was  to  impose  the  same  restrictions 
related  to  “unrelated  business  taxable  income”  on 
labor  unions  as  are  now  imposed  upon  charitable  or- 
ganizations. Presently  "unrelated  business  income"  of 
labor  unions— IRS  501  (c)  (7)  and  512  (a)  (3) —is 

governed  by  special  regulation.  A review  of  the  pro- 
posed regulation  and  the  Internal  Revenue  Code  sec- 
tions cited  above  support  the  comment  of  Mr.  Flem- 
ing. 

Emergency  Departments  of  New  Jersey  Hospi- 
tals . . . .Approved  the  following  recommenda- 
tion (amended  by  the  Board)  from  the  Com- 
mittee on  Emergency  Medical  Care: 

That  the  Board  of  Trustees  send  copies  of  the  “Sur- 
vey of  Emergency  Departments  of  Hospitals  in  New 
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Jersey”  (coiuicnsecl  t)elow)  to  the  I'.S.  Department  of 
1 1 ansportation,  tlie  Governor  of  New  Jersey,  the 
Slate  Commissioner  of  Health,  the  State  Commissioner 
of  Transportation,  and  Henry  C.  Htintlev,  M.D.,  Di- 
rector ol  tile  Ditision  of  Kmergency  Health  Service  of 
the  I’.S.  Ptiblic  Health  Service. 

Sun'ry  of  Emergency  Department  of  New  Jersey 
Hospitals 

(1  he  siiivev  was  conducted  by  The  Medical  Societv 
of  New  Jersev  in  cooperation  with  the  Division  of 
Emergency  Health  Services.  IbSPHS.  I hc  purpose  was 
to  evaluate  and  stimulate  emergency  departments  to 
ftinction  effectivelv  at  all  times.  Surtey  forms  went 
to  HI  hospital  administrators  and  114  replies  were 
received,  from  which  these  generali7ations  were  eli- 
cited: 

1.  Most  hospitals  answering  were  pritaie  or  com- 
munity non-profit,  not  church-related. 

2.  Eighty-four  per  cent  have  an  emeigency  lOom  or 
department. 

,S.  Eew  hospitals  have  24-hour  physician  .staffing;  more 
than  half  have  either  registered  or  Ip  nurses  on  a 24- 
hour  basis:  a number  use  non-physician  personnel  on 
call  from  other  departments;  about  half  have  clerical 
persotinel  to  assist  with  administrative  procedures:  fiftv 
per  cent  of  emergency  departments  are  tinder  direc- 
tion of  medical  acivisory  committees. 

4.  Less  than  half  have  sufficient  equipment  and  sup- 
plies, including  inhalation  devices,  cardiac  equipment, 
and  poison  coturol  carts. 

.5.  .Seventy  per  cent  of  hospitals  lack  radio  communi- 
cation among  themselves;  ninety  per  cent  cannot  com- 
municate by  radio  with  ambulances. 

0.  .About  half  could  function  adetpiatelv  if  sufficient 
personnel  were  available;  most  hospitals  continue  to 
use  emergency  departments  as  an  outpatient  facility. 

7.  Emergency  department  is  entry  point  to  health  care 
for  main  , f his  is  directiv  related  to  growth  of  speciali- 
zation and  decline  in  number  of  general  practition- 
ers; reluctance  of  physicians  to  make  house  calls; 
mo\ement  of  large  numbers  of  people  from  one  area 
to  another:  increase  in  population:  and  use  of  hos- 
])ital  as  preferred  site  for  treatment  of  trauma  and 
non-acute  illness. 

8.  Emergency  departments  have  not  been  given  proper 
status  in  relation  to  other  departments:  emergency  de- 
partment must  be  separate  from  outpatient  depart- 
ment; proper  etpiipment  and  trained  personnel  must 
be  provided  to  minimize  transfer  of  patients;  general 
public  must  be  educated  to  capabilities  of  emergenev 
de[)artments. 

Training  l^rograni  jar  Medical  Technicians  . . . 
.\|>|)roved  the  following  recommendation 
Irom  the  Committee  on  Emergenev  Medical 
Care: 

'f  hat  all  medical  ambulance  attendants  in  New  |ersey 
(must)  complete  the  emergency  ambulance  training 
progiam  -as  outlinc*d  and  lecommended  bv  the  lb  S. 
Depai  lim  iit  of  I ransportation's  basic  training  jiro- 


gram  for  Emergency  Medical  Eechnicians-Ambulancc 
or  its  equivalent— and  that  tpialified  instructors  for 
this  program  be  physicians,  who  may  be  assisted  if 
necessary  by  trained  allied  medical  personnel. 

Emergency  Deparlmcnt  Training  Program  . . . 
.Aj:)proved  the  following  recommendation 
from  the  Committee  on  Emergency  Medical 
Clare: 

Ehat  all  interns,  residents,  and  attending  staff  be 
given  appropriate  training  in  emergency  medical  care 
of  all  types  and,  further,  that  emergency  medical  care 
be  incorporated  in  the  academic  and  clinical  training 
of  all  medical  students  in  New  Jersey  medical  schools. 

Disaster  Inventory  Program  . . . Approved  the 
following  recommendation  from  the  Commit- 
tee on  Emergency  Medical  Care: 

Ehat  The  Medical  .Society  of  New  Jersey  send  a 
letter  to  all  general  (medical  and  surgical)  hospitals 
in  the  State  of  New  Jersey  urging  them  to  subscribe 
to  the  Hospital  Disaster  Imentory  Program. 

Drug  Abuse  . . . Approved  the  following 
amended  (by  the  Board)  resolution  from  the 
Committee  on  Emergency  ^fedical  Care: 

Ehat  I he  Medical  Society  of  New  Jersey  issue  a 
policy  statement  declaring  that  physicians  should 
carefully  scrutinize  the  prescribing  of  all  drugs  having 
potential  for  abu.se. 

Joint  Conference  of  Presidents  and  Presidents- 
Flect  . . . l\fet  with  members  of  the  Confer- 
ence of  County  I’residents  and  Presidents- 
Elect,  rej)resenting  19  counties,  and  discussed 
the  following  items:  (I)  statewide  automated 
bookkeeping  system;  (2)  procedures  affecting 
legislation;  (3)  progress  on  Resolution  #24 
which  is  concerned  with  the  introduction  of 
legislation  relative  to  professional  liability; 

(4)  status  of  S-2275,  “to  prescribe  require- 
ments to  which  all  prescriptions  for  controlled 
dangerous  substances  must  comjdy  under  su- 
jjervision  of  the  Ciommissioner  of  Health;’’ 

(5)  status  of  .\-2.a00,  “to  provide  for  increased 
health  manpower  by  giving  Board  of  Medical 
Examiners  authority  to  develop  and  approve 
training  programs  for  syniatrists  and  to  per- 
mit syniatrists  to  perform  certain  medical  ser- 
vices uiuler  supervision  of  licensed  physician’’ 
(MSNf  has  taken  position  of  approved);  (h) 
licensure  re(|uiremenis  of  C.S.  citizens  attend- 
ing foreign  tnedical  schools:  (7)  peer  review; 
(8)  membershij)  of  osteopathic  physicians; 
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(9)  professional  liability  insurance:  (10) 

medical  student  loans;  (11)  private  health 
diagnostic  clinics  (12)  closer  communica' ion 
between  MSNJ  and  general  membership  re 
Medicare  and  Medicaid  commitments;  (13) 
guidelines  lor  conduct  of  medical  practice; 
and  (14)  S-752,  “to  provide  that  blood,  blood 
plasma,  or  tissue  or  organs  shall  not  be  con- 
sidered commodities  subject  to  sale.”  Dr. 
Gustav  L.  Ibranyi  of  Essex  County  was  chosen 
Chairman  of  the  group  for  the  spring  and  fall 
conferences  in  1972. 

AM  A Delegates  and  Alternates.  . . . Re- 
affirmed its  policy  position  by  which  .AM.\ 
Delegates  are  invited  to  attend  Board  meet- 
ings and  are  supplied  with  copies  of  the  min- 
utes thereof;  amended  that  policy  to  include 
.Alternate  Delegates. 

Trustees’  Plaques  . . . Agreed  that  members  of 
the  Board  of  I'rustees  should  receive  their 
plaques  (as  members  of  the  Board)  at  the 
time  of  coming  to  the  Board  and  not  at  the 
time  of  leaving. 

Dangerous  Drug  Law* 

Last  year,  the  New  Jersey  Legislature,  at  the 
instance  of  the  Cahill  Administration,  ap- 
proved the  first  amendment  to  the  State’s  nar- 
cotics laws  in  seven  years — and  the  first  thor- 
oughgoing legislative  review  of  narcotics  law 
enforcement  j)hilo,sophy  in  the  State's  history — 
when  it  adopted  the  New  Jersey  Controlled 
Dangerous  Sidistances  .Act  of  1970.  Among  a 
host  of  significant  provisions  the  act  takes  a 
first  stejj  toward  recognizing  in  law  that  drug 
use  is  a social  and  medical  problem,  as  well  as 
a law  enforcement  problem.  Evidence  of  this 
shift  in  jjhilosophy  can  be  seen  clearly  in  the 
way  that  act  and  related  legislation  deals  with 
physicians. 

Ehc  Controlled  Dangerous  Substances  .Act  be- 
came effective  on  January  17,  1971.  Under  its 
provisions,  dangerous  std)stances  are  classified 
into  five  schedules  or  categories  based  on 
their  relative  potential  for  abuse  and  their 


current  acceptance  in  medical  use.  The 
amount  of  control  mandated  by  the  act  and 
the  sanctions  for  violation  vary  accordingly — 
the  penalties  are  most  severe  for  violations 
which  involve  use  of  substances  listed  under 
Schedule  I,  and  least  severe  involving  sub- 
stances listed  in  Schedule  V. 

The  act  also  requires  that  all  elements  in  the 
distribution  chain — manufacturers,  distribu- 
tors, or  dispensers  of  controlled  dangerous 
substances— obtain  an  annual  registration  is- 
sued by  the  Department  of  Health  through  the 
newly  reorganized  Division  of  Narcotic  and 
Drug  Abuse  Control.  Eurther,  a “dispenser” 
is  defined  to  include  professional  practition- 
ers who  prescribe,  administer,  package,  or  de- 
liver a controlled  dangerous  substance  to  an 
ultimate  user.  Such  registrants  are  required  to 
obtain  a separate  registration  for  each  princi- 
pal place  of  business  or  professional  practice 
they  maintain.  They  must  keep  records  and 
inventories  in  conformance  with  both  federal 
laws  and  the  rides  and  regulations  of  the 
Commissioner  of  Health,  and  they  must 
maintain  effective  controls  against  diversion 
of  controlled  dangerous  sidjstances  into  illicit 
channels.  The  Division  of  Narcotic  and  Drug 
.Abuse  Control  began  initial  registration  last 
Julyl. 

• Mso  under  the  new  act,  mandatory  minimum 
penalties  for  drug  abusers  have  been  removed 
in  order  to  permit  the  courts  appropriate 
Ilexibility  in  sentencing;  at  the  same  time 
jjenalties  concerning  sales  and  trafficking  in 
dangerous  substances  have  been  toughened. 
New  conditional  discharge  provisions  give 
the  courts  a]jpro])riate  discretion  in  certain 
cases  to  suspend  proceedings  against  first 
offenders  and  impose  a term  of  sujtervisory 
treatment,  and  then  to  dismiss  the  proceed- 
ings il  the  imposed  conditions  are  met.  Also, 
simplified  early  expungement  procedures  are 
made  atailable  to  youthfid  offenders  who 
have  successfully  conqjleted  probationary 
terms  so  they  need  not  be  saddled  for  life 

•Reprirued  from  an  editorial  by  George  F.  Kugler, 
fr.,  Attorney  General,  State  of  New  Jersey,  which 
appeared  in  the  Camden  County  Medical  Society 
lUillethi,  October  1971,  \'ol.  -f  t.  No.  1,  pp.  5 and  16. 


VOI..  68-NL’MBF,R  1 2-I)F.CEMBER,  1971 


1029 


with  criminal  records.  In  short,  the  new'  act’s 
attitude  tow'ard  the  young  drug  offender  who 
is  not  involved  in  other  crime  is  one  which 
recognizes  the  medical  and  sociologic  nature 
of  his  addiction  and  which  attempts  to  deal 
with  it  appropriately  through  medical  chan- 
nels, rather  than  through  the  courts  and  jails. 

Similarly,  the  new  act  changes  requirements 
upon  medical  practitioners  who  come  upon  a 
drug  abtiser  in  their  practice.  Previously, 
physicians  were  required  to  report  drug- 
dependent  persons  to  the  Superintendent  of 
State  Police.  However,  it  has  been  the  philos- 
ophy of  the  Cahill  Administration,  as  ex- 
pressed through  the  Legislature,  that  practi- 
tioners should  be  expected  to  provide  profes- 
sional treatment  and  not  obliged  to  be  arms 
of  the  police.  Accordingly,  practitioners 
now'  report  such  drug-dependent  cases  to 
the  Department  of  Health,  as  they  do  with 
other  public  health  problems.  These  reports 
are  confidential  and  are  not  admissible  in  any 
criminal  proceeding.  However,  they  will  assist 
significantly  in  implementing  a second  major 
product  of  the  Administration’s  legislative  at- 
tack on  drug  abuse — the  Controlled  Danger- 
ous Substances  Registry  Act  of  1970.  Under 
this  bill,  the  Division  of  Narcotic  and  Drug 
.\buse  Control  is  charged  with  collecting  ap- 
propriate data  from  physicians,  dentists, 
veterinarians,  hospitals,  treatment  facilities, 
public  officials,  and  others  in  order  to  com- 
pile factual  information  concerning  drug 
abuse  and  in  order  to  establish  a statewide 
controlled  dangerous  substances  registry. 
These  data  will  be  computerized  and  an- 
alyzed and  hopefully,  will  enable  us  to  define 
the  dimensions  and  the  scope  of  our  drug 
abuse  problem,  to  evaluate  and  compare  the 
effectiveness  of  various  treatment  methods,  to 
improve  planning  of  programs  for  treatment 
and  control  efforts,  and  to  disseminate  statisti- 
cal information.  This  second  law  provides 
also  for  strict  confidentiality  of  individual  re- 
ports, permitting  only  prior  offense  informa- 
tion to  be  furnished  to  the  courts  and  court- 
connected  officials.  The  act  also  provides  a 
civil  immunity  to  the  persons  furnishing  in- 
formation or  data  to  the  registrant. 


New  Jersey’s  amended  narcotics  statutes, 
then,  indicate  our  reliance  on  the  physician 
in  those  areas  for  w'hich  he  is  best  equipped 
to  assist— that  is,  to  help  all  of  us  understand 
the  drug  problem  and  also  to  control  and, 
hopefully,  to  halt  the  flow  of  illicit  narcotics. 
Meanwhile  our  new  laws  presene  the  sanc- 
tity of  his  examination  room  and  the  confi- 
dentiality of  the  physician-patient  relation- 
ship. Thus,  the  professional  practitioner  is 
provided  with  what  I believe  to  be  an  appro- 
priate role  in  the  total  attack  on  drug  abuse— 
a role  which  takes  into  account  his  responsi- 
bility to  his  patient,  to  his  profession,  and  to 
society. 

PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

ANESTHESIOLOGY-Kin  Siu  Tam.  M.D..  ,320  East 
North  Avenue,  Pittsburgh,  Pennsylvania  1,5212. 
South  China  Medical  College  1958.  Hospital,  .‘\vail- 
able  July  1972. 

Vilas  R.  Herekar,  M.D.,  37-20,  .Apt.  5P,  83rd  Street, 
New  A'ork  11372.  Grant  1964.  Group  or  partnership. 
.Available. 

Bakula  I.  Desai,  M.D.,  40-39  Junction  Boulevard, 
Corona,  .New  A'ork  11368.  Baroda  (India)  1965. 
Institittion.  .Available. 

CARDIOLOGY-H.  Robert  Silverstein,  M.D..  3B 
Powell,  AVestover  .Air  Force  Base,  Chicopee,  Massa- 
chusetts 01022.  Ohio  State  1965.  Board  certified. 
Group  or  institution,  administrative,  teaching. 
.Available. 

CARDIO-THORACIC  SURGERY-F.  I.  Ehrenstein, 
M.D.,  U.  S.  Naval  Hospital  Memphis,  Millington. 
Tennessee  38053.  Istanbul  1962.  Board  certified. 
Partnership,  solo.  Available  March  1972. 

GENERAL  PRACTICE-Michael  F.  O'Connor.  M.D., 
15,520  AVindmill  Pointe  Drive,  Grosse  Pointe  Park, 
Michigan  48230.  University  College,  Cork,  Ireland 
1970.  Solo.  Early  1972. 
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R.  Jackson  Dykes,  M.D.,  Box  304,  Allenwood  08720. 
Baylor  1967.  Locum  Tenens.  .\vailable  January  1972. 

INTERNAL  MEDICINE— Nicholas  A.  Cannarozzi,  M.D., 
1 Hemlock  Hill  Road,  Clinton,  Connecticut  06413. 
Hahnemann  1965.  Board  eligible.  Subspccialty, 
rheumatology.  Association,  partnership,  or  solo. 
Available  July  1972. 

Edward  J.  Feller,  M.D.,  4287-1  Wilmington  Drive, 
Andrews  AFB,  Washington,  D.C.  20331.  State 
University  of  New  York  1965.  Board  certified. 
Subspecialty  Gastroenterology.  Partnership,  group, 
or  hospital-based.  Available,  summer  of  1972. 

Yong  Hak  Park,  M.D.,  1130  Stadium  .Avenue,  Bronx, 
New  York  10465.  Woo-Suk  University,  Seoul,  Korea. 
Sub-specialty,  cardiology-.  Board  eligible.  Hospital 
or  group.  ,A\ailable  January  1972. 

David  S.  Rosenthal,  M.D.,  4 ^Voodland  Street, 
.Natick,  Massachusetts  01760.  NYU  1963.  Sub- 
specialty, endocrinology  and  nuclear  medicine. 
Board  certified.  Group  or  partnership.  .Available 
July  1972. 

Robert  .Schnitzler,  M.D.,  11  Fillat  Street,  Staten 
Island,  New  York  10314.  SUNY  at  Buffalo  1965. 
Board  certified.  Subspecialty,  cardiologs-.  Group  or 
fulltime  hospital.  .Available  July  1972. 

OBSTETRICS  AND  GYNECOLOGY -Teresita  M.  Gun- 
gon,  M.D.,  9316  Seaview  Avenue,  Brooklyn,  New 
York  11236.  Santo  Tomas,  1961.  Board  eligible. 
Full-time  hospital,  group,  or  partnership.  Available 
August  1971. 

Vellore  Bhupathy,  M.D.,  802  Gaston  Avenue,  Fair- 
mont, AVest  Virginia  26554.  Bangalore  (India) 

1961.  Board  eligible.  Group,  partnership,  institu- 
tion, or  solo.  .Available. 

Shi-Han  Oh,  M.D.,  13-G  Concord  Cove  .Apts., 
Havre  De  Grace,  Maryland  21078.  Seoul  University 
(Korea)  1960.  Board  eligible.  Group  or  partner- 
ship. Available  January  1972. 

OPTHALMOLOGY-John  H.  Park,  M.D.,  741  South 
Gunderson  .Avenue,  Oak  Park,  Illinois  60304.  State 
University  of  New  York  1966.  Partnership  or  solo. 
-Available  January  1972. 

Frank  J.  Grady,  M.D.,  4800  Fort  Crockett  Boulevard, 
Galveston,  Texas  77550.  Yale  1965.  Board  certified. 
Solo  or  join  retiring  ophthalmologist.  .Available 
March  1972. 

ORTHOPEDIC  SURGERY -Jalal  Sadrieh,  M.D.,  430 
East  67th  Street,  New  York  10021.  Pahlavi  (Iran) 

1962.  Board  eligible.  Solo,  partnership,  or  group. 
Available  January  1972. 

H.  Vossoughi,  M.D.,  20  Hobart  Street,  Welch,  AVest 
A'irginia  21801.  Tehran  (Iran)  1961.  Board  eligible. 
Solo  or  partnership.  Available. 

PATHOLOGY-John  S.  AVeinstein,  M.D.,  123  York 
Street,  Apt.  11-D,  New  Haven,  Connecticut,  New 
Jersey  College  of  Medicine  1966.  Board  eligible. 
Any  type  of  practice.  Available  July  1972. 

Joseph  AV.  Placer,  M.D.,  130th  Station  Hospital, 
.APO,  New  York  09102,  New  York  Medical  1964. 
Board  certified.  Group,  partnership,  or  institution. 
Available  September  1972. 


PEDIATRICS-Kalavathi  Bhupathy,  M.D.,  802  Gaston 
-Avenue,  Fairmont,  AVest  Virginia  26554.  Bangalore 
(India)  1961.  Board  certified.  Group,  partnership, 
clinic,  or  institution.  Available. 

Nevin  Esenler,  M.D.,  601  Roxbury  Court,  Apt.  3, 
Oregon,  Ohio  43616.  .Ankara  (Turkey)  1956.  Group 
or  partnership.  Available  July  1972. 

RADIOLOGY— R.  D.  Kattan,  M.D.,  14-.A  Pitman  Street, 
.Somerville,  Massachusetts  02143.  Baghdad  1955. 
Board  certified.  Institution,  hospital,  partnership,  or 
group.  Available. 

SURGERY— Sun  Jiang  Guo,  M.D.,  AVestern  Ma,ssa- 
chusetts  Hospital,  91  East  Mountain  Road,  AVest- 
field,  Massachusetts  01085.  Taiwan  University  1964. 
Board  eligible.  .Associate  or  hospital-based.  Avail- 
able July  1972. 

Charles  P.  Carroll,  M.D.,  501 1 Caryn  Court,  Apt. 
303,  Alexandria,  A'irginia  22312.  New  A'ork  Uni- 
versity 1965.  Board  eligible.  Available  July  1972. 

Krishna  K.  A'adlamudi,  M.D.,  350  AVest  51st  Street, 
.Apt.  11-B,  .New  York,  I00I9.  AVuerzburg  (Germany) 
1965.  Board  eligible.  Group,  partnership,  or  solo. 
Available  Julv  1972. 

Mohammad  Zafrullah,  M.D.,  600  AVest  End 

.Avenue,  .New  A'ork  10024.  King  Edward  (Pakistan) 
19()0.  Group,  partnership,  solo,  or  hospital.  Avail- 
able. 

P.  Shinghal,  M.D.,  115  Town  Square  Dri\c,  New- 
port News,  Virginia  23607.  Indore  Medical  (India) 
1961.  Board  eligible.  Group  or  partnership.  .Avail- 
able. 

UROLOGY— .A.  Turban  llkay,  M.D.,  22  Fairhaven 
Boulevard,  AV'oodbury,  New  A'ork  11797  Istanbul 
(Turkey)  1951.  Board  eligible.  -Any  type  of  prac- 
tice. .Available. 

VASCULAR  SURGERY-.Norman  M.  Finkelstein,  M.D., 
7530  Brompton  Road,  Apt.  795,  Houston,  Texas 
77025.  Columbia  1965.  Board  eligible.  Group  or 
partnership.  Available  July  1972. 
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AHENTION  COMPONENT  SOCIETIES 
Please  Note! 

The  206th  Annual  Meeting  of  MSNJ  will 
be  hel(J  May  6 to  9,  1972.  Please 
schedule  your  county  meeting  for  elec- 
tion of  delegates  and  alternate  dele- 
gates so  that  the  names  can  be  for- 
warded to  the  Executive  Offices  no  later 
than  April  1,  1972. 
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Communicable  Diseases 
in  New  Jersey 

The  following  roninuinicable  diseases  were 


reported  to  the  Division  of  Preventable  Dis- 


eases  during  .September 

and  October 

1971: 

1970 

1971 

Septemher  .September 

•\septic  meningitis 

68 

44 

Piimarv  enceplialitis 

2 

1 

Hepatitis;  Total 

277 

491 

Infections 

220 

342 

Serum 

.57 

149 

Malaria:  Total 

7 

12 

Military 

4 

9 

Civilian 

.S 

.S 

Meningococcal  meningitis:  Total 

2 

Military 

2 

1 

Civilian 

3 

1 

Mti  trips 

30 

16 

German  measles 

1 

.5 

Measles 

7 

6 

Salmonella 

66 

120 

Shigella 

.1 

56 

1971 

1970 

October 

October 

.\sepiic  meningitis 

.SS 

56 

I’ost-inTctions  encephalitis 

1 

Hepatitis:  Total 

445 

427 

Infections 

■SI  5 

.‘5.S4 

Serum 

FSO 

9.S 

Malaria:  Total 

16 

4 

Military 

1 1 

4 

Cavilian 

5 

Meningococcal  meiiingil is 

1 1 

8 

Mumps 

19 

72 

German  measles 

10 

12 

Measles 

4 

4 

Salmonella 

FSO 

76 

Shigella 

40 

.19 

Combined  Rubella  and  Measles  Vaccine 

A new  vaccine,  coriibining  live,  attenuated 
strains  of  rubella  virus  and  measles  virus,  has 
recentlv  been  licensed  for  use.  Field  trials 
(prior  to  the  licensure  of  this  vaccine)  indi- 
cate that  antibody  responses  to  both  measles 
and  rul)ella  in  this  combined  vaccine  were 
comparable  to  those  achieved  by  administer- 
ing each  vaccine  separately.  In  addition 
there  was  no  evidence  that  adverse  reactions 
were  more  common  or  more  severe  with  the 
comirined  vaccine  than  with  the  u.se  of  vac- 
cines containing  either  one  of  the  two  viral 
antigens. 

This  combined  vaccine,  like  other  l)ic)logic 
materials  supplied  l)y  the  New  Jersey  .State 


Dejjartment  ot  Health,  is  available  free  of 
charge  to  physicians  for  use  for  patients  who 
need  to  be  spared  the  cost  of  the  vaccines. 
I'hese  vaccines  are  distributed  through  our 
local  biologic  distributing  stations.  Monova- 
lent rubella  and  measles  vaccine  will  con- 
tinue to  be  available  for  children  who  have 
received  one,  but  not  the  other,  of  the 
monovalent  vaccines  or  who  have  had  a his- 
tory of  measles. 

I'lie  State  Department  of  Health  will  be 
using  the  combined  vaccine  whenever  pos- 
sible in  the  ongoing  programs  of  mass  vac- 
cination of  preschool  children.  The  com- 
bined vaccine  will  also  be  largely  used  in  the 
Child  Health  Conferences.  Hopefully,  the  use 
of  the  combined  vaccine  will  lift  the  propor- 
tion of  children  immunized  in  New  Jersev 
against  both  measles  and  rubella  by  obviating 
a second  trip  by  the  child  to  either  a physi- 
cian’s office  or  a vaccination  clinic. 

Should  you  have  any  questions  about  the  use 
of  this  vaccine,  please  call  us  at  (609) 
292-56.8.5.  In  addition,  we  are  eager  to  receive 
renorts  about  outbreaks  of  either  measles  or 
rubella.  The  incidences  of  measles  has  been 
increasing  in  New  Jersey  during  the  past 
several  years.  Last  year,  several  outbreaks  oc- 
curred in  junior  and  senior  high  schools. 
Outbreaks  of  measles  can  usually  be  rapidly 
abated  by  canvassing  the  pupils,  determining 
who  is  su-sceptible  to  measles,  and  vaccinating 
those  children.  Thus,  it  is  important  to  our 
immunization  efforts  that  cases  of  measles 
and  rubella  be  reported  promptlv. 

Illness  Caused  by  Air  Pollution 
In  mid-.Se])tember  eight  junior  high  .school 
football  players  were  hospitalized  with  what 
was  initially  thought  to  be  jjesticide  jx>itoning. 
Twenty  others  were  seen  at  an  emergency 
room  and  released.  .At  this  particular  school, 
aerial  spraying  for  mosquito  control  had  been 
done  on  the  day  the  boys  became  ill.  The 
product  used  was  a mild  orgaiiophosphate. 
The  predominant  symptom  was  substernal 
chest  pain  aggravated  by  deep  inspiration. 
.Many  of  the  patients  also  complained  of 
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burning  in  the  back  of  the  throat  and  others 
had  burning  eyes  and  nausea.  The  symptoms 
cleared  within  24  hours  in  those  eight  players 
who  were  hospitalized. 

Interviews  with  the  pilot  of  the  helicopter 
indicated  that  the  spraying  had  been  done  in 
the  woods  in  back  of  the  school  but  that  no 
spraying  had  been  done  on  the  school  grounds 
or  near  the  football  field.  Physical  inspection 
of  the  sites  sprayed  and  the  football  field,  as 
well  as  analysis  of  pesticides  levels  in  soil 
samples  for  these  two  sites,  did  not  indicate 
that  any  spraying  had  been  done  on  the  foot- 
ball field  itself.  Cholinesterase  levels  in  the 
eight  hospitalized  patients  were  normal. 

I'he  lack  of  evidence  implicating  pesticides  as 
a cause  of  the  illness  led  to  a telephone  sur- 
vey of  50  schools  in  the  surrounding  area. 
Football  jjlayers  at  ten  additional  schools  had 
sulfercd  similar,  but  seemingly  milder  symj)- 
toms,  on  the  same  day  as  those  jjlayers  in  the 
index  town.  In  each  instant e,  symptoms  oc- 
curred an  hour  or  so  after  football  practice 
hatl  begun  and  only  jjlayers  undergoing  mod- 
erate to  severe  jjhysical  stress  became  ill. 

Meterologic  data  for  the  day  on  which  the 
illness  had  occurred,  indicated  that  relatively 
stagnant  air  was  located  over  northern  New 
Jersey.  1 he  oxidant  levels  in  Newark  and 
Bayonne  for  that  day  were  .09  jj.jj.m.  Similar 
kinds  of  symjjtoms  have  been  .seen  in  foot- 
ball Jjlayers  in  Cialifornia  at  oxidant  levels 
in  this  lange. 

It  has  been  c(jncludcd  that  the  illness  seen  in 
these  football  jjlayers  was  jjrobably  due  to 
air  jjollutants.  The  day  fijllowing  the  (juset 
of  the  illne.ss,  wind  condititjns  over  northern 
New  Jersey  changed  and  air  jjollutants  moved 
out  of  the  area. 

Phis  incident  slujws  the  neetl  for  additional 
jjrograms  of  the  health  related  cllects  of  air 
jj(j|lution.  1 he  various  State  agencies  con- 
cerned with  the  environment  ami  well-being 
of  citizens  in  New  Jersey  are  cuirently  de- 
vefijjjing  guideline  jjrocedures  in  this  area. 


Sjjecifically,  better  ways  of  detecting  disease 
caused  by  air  pollution,  levels  of  air  jxjllu- 
tion  which  can  be  expected  to  cause  illness 
in  particular  segments  of  the  pojjulation,  and 
general  recommendations  for  averting  similar 
ejjisodes  in  the  future  are  being  developed. 


206th  Annual  Meeting 
May  6-9,  1972 
Chalfonte-Haddon  Hall 
Atlantic  City 


The  Names  of  Our 
Medical-Dental  Schools 

New  names  for  the  three  scIkjoIs  of  the 
Ciollege  of  Medicine  and  Dentistry  of  New 
Jersey  have  Ijeen  announced  by  John  K. 
Kittredge,  Chtiirman  ol  the  College’s  Board 
(jf  I'rustees. 

The  College’s  Dental  School  at  201  Cornel- 
ison  .Avenue,  Jersey  City,  is  now  College  of 
.Medicine  and  Dentistry  of  New  Jersey — New 
Jersey  Dental  Schocjl.  Dean  cjf  the  School  is 
Ian  C.  Bennett,  D.D.S.,  M.S.D. 

1 he  Newark  Medical  Schocjl  at  100  Bergen 
Street,  Newark,  is  now  College  of  Medicine 
and  Dentistry  of  New  Jersey — New  Jersey 
Medical  ScIkjcjI.  Dean  of  the  School  is  Rulon 
\V.  Rawson,  M.D. 

Fhe  School  of  Medicine  at  Piscataway, 
P.O.  Bcjx  2100,  New  Brunswick,  is  now  Col- 
lege cjf  .Medicine  and  Dentistry  cjf  New  Jer- 
sey— Rutgers  Medical  School.  Dean  of  the 
School  is  James  \V.  MacKenzie,  M.D. 

President  cjf  the  College  of  Medicine  and 
Dentistry  cjf  New  Jersey  is  Stanley  S.  Bergen, 
Jr.,  M.D. 
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ANNOUNCEMENTS 


Clinical  Application  of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital 
lists  the  following  in  their  “Clinical  Applica- 
tion of  Basic  Sciences’’  series  for  January 
1972 — all  sessions  convene  at  3:30  p.m.  and 
are  held  in  the  T.  J.  Summey  Building  of  the 
Hospital. 

January  6 Viral  Hepatitis 
January  13  Cardiomyopathy 
January  20  Mild  Hypertension 
January  27  Orthostatic  Hypotension 

One  and  a half  credits  are  given  by  AAGP 
for  each  session  attended.  For  further  infor- 
mation, please  contact  the  Department 
of  Medical  Education,  Burlington  County 
Memorial  Hospital  (175  Madison  Avenue, 
Mount  Holly). 

Ophthalmologic  Conference 

The  24th  Annual  Clinical  Conference  of  the 
Wills  Eye  Hospital  will  be  held  on  February 
3 to  5,  1972,  at  the  Bellevue-Stratford  Hotel  in 
Philadelphia.  The  Bedell  Lecture  will  be  giv- 
en by  Dr.  Lorenz  E.  Zimmerman,  Washing- 
ton, D.C.  The  program  includes  Symposia  on 
“P'ailures  in  Cataract  Surgery  and  How  to 
•Avoid  I'hem”  and  on  “Retinal  Vascular  Oc- 
clusive Disease,”  plus  Workshops  on  Plastic 
Surgery,  Retinal  Diseases,  Refraction,  Motili- 
ty, Anesthesia,  and  Neurology,  liujuiries 
should  be  addressed  to  Dr.  Robert  D.  Mul- 
berger.  Clinical  Conference  Committee,  Wills 
Eye  Hospital,  1601  Spring  Garden  Street, 
Philadelphia,  Pennsylvania  19130. 

Cardiorespiratory  Care 

“Modern  Concepts  in  Acute  and  Chronic 
Cardiorespiratory  Care — Newborn,  Adult,”  a 
four-day  graduate  course,  will  be  presented  in 
Steanil)oat  Springs,  Colorado,  February  28  to 
March  2,  1972.  This  j^rogram  has  been  de- 
veloped jointly  by  the  American  College  of 


Chest  Physicians,  University  of  Colorado  Med- 
ical Center,  and  the  Cystic  Fibrosis  Founda- 
tion. This  program  is  being  presented  in  a 
resort  area  to  create  a relaxed  and  informal 
atmosphere.  It  will  provide  physicians  with 
uj>to-date  information  on  pulmonary  prob- 
lems in  newborns  and  adults.  Specifically,  the 
program  will  present  updated  diagnostic  and 
therapeutic  information  in  such  problems  as 
RDS,  reactive  airway  disease,  and  chronic  ob- 
structive problems.  Didactic  lectures,  slides, 
movies,  and  practical  sessions  with  actual 
equipment  will  be  used  to  present  the  materi- 
al. Specific  subjects  to  be  covered  by  the  facul- 
ty include;  shock  in  the  newborn,  individual 
audiovisual  aids,  assisted  ventilation  in  asth- 
ma, cystic  fibrosis  and  chronic  obstructive  air- 
way diseases  in  children  and  adults,  congen- 
ital lung  disease,  oxygen  transport,  blood 
gases,  resuscitation,  intensive  care,  hospital 
and  home  care,  as  well  as  inhalation  therapy 
and  related  equipment.  Time  has  been  al- 
lotted for  small  group  work  and  practice  ses- 
sions. Registration  fee  is  5100  for  ACCP  mem- 
bers; $125  for  non-members,  $50  for  residents. 
For  further  information,  write  to  the  Depart- 
ment of  Continuing  Education,  American 
College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 

Medico-Legal  Course 

In  conjunction  with  its  medical  and  law 
schools,  the  University  of  Miami  announces 
a four-day  seminar  in  medical  malpractice  to 
take  place  March  1 to  4,  1972,  at  the  Ameri- 
cana in  Bal  Harbour,  Elorida.  This  will  be 
useful  to  physicians  and  to  hospital  admini- 
strators and  is  described  as  “an  in-depth  in- 
troduction to  the  legal  rights  and  duties  of 
physicians,  taught  by  practicing  lawyers  in  a 
non-advcrsar)-,  factual,  legal,  and  practical 
way.”  Eor  further  details,  write  to  Medical- 
Legal  Institute,  University  Law  Center,  P.O. 
Box  8087,  Coral  Gables,  Elorida  33124. 
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Plastic  Surgery  Congress 
in  Europe  and  Ethiopia 

The  Fourth  Congress  on  Ophthalmic  and 
Otologic  Plastic  Surgery  will  be  held  in  Italy, 
Ethiopia,  and  the  Greek  Islands,  during 
March  1972.  The  trans-Atlantic  flight  will  be 
via  a Sabena  plane.  First-class  hotels  and  En- 
glish-speaking guides  and  tour  escorts  are 
provided.  For  more  information,  write  to 
Ralph  L.  Dicker,  M.D.,  395  ^Vest  Blackwell 
Street,  Dover,  New  Jersey  07801. 

Maxillofacial  Trauma 

March  13  to  16,  1972  are  the  dates  for  the 
colloquium  on  maxillofacial  trauma  at  the 
Department  of  Otolaryngology  and  Maxil- 
lofacial Surgery,  University  of  Cincinnati 
Medical  Center,  Cincinnati,  Ohio.  It  is  spon- 


sored by  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery.  This  is  a 
practical  workshop  in  the  treatment  of  maxil- 
lofacial fractures,  including  dissection  of  lab- 
oratory speciments.  Tuition  fee  is  S400.  For 
details  w'rite  to  Miss  Debby  .\dkins, 
CONMED,  Room  114,  University  of  Cincin- 
nati College  of  Medicine,  Cincinnati,  Ohio 
45219. 

Well-Trained  Psychiatrists  Available 

The  Menninger  Foundation  announces  that 
several  residents,  who  will  finish  their  train- 
ing in  July  1972,  will  be  available  for  place- 
ment at  that  time  in  both  public  and  private 
agencies  and  institutions.  If  interested,  write 
to  the  President,  Fellows  Association,  Men- 
ninger School  of  Psychiatry,  2601  East  25th 
Street,  To]>eka,  Kansas  66605. 


SCIENTIFIC  EXHIBIT  APPLICATION  FOR  1972  ANNUAL  MEETING 

DUE  JANUARY  3,  1972 


See  page  951  November  Journal,  or  contact  Mrs.  Walton, 
Convention  Manager,  MSNJ,  P.O.  Box  904,  Trenton 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


December 

9 

Burlington  County  Memorial  Hospital 

St.  Clare’s  and  Dover  General  Hospi- 
tals 

Mount  Holly 

8 

The  Management  of  Suspected  Testicular 
Neoplasm 

Arteriograms  and  Lymphangiograms 

11 

.\cademy  of  Medicine  of  New  Jersey 

8 

Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 

Bloomfield 

Section  on  Dermatology 

Newark 

Urinary  Tract  Infections 

11 

Saint  Barnabas  Medical  Center 
Livingston 

8 

Academy  of  Medicine  of  New  Jersey 

Symposium  on  Hypertension 

Bergen  Pines  Hospital 
Paramus 

Pacemaker;  Electrode  and  Vascular  Surgery 

15 

Bergen  Pines  County  Hospital 

Paramus 

Asbestosis 
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16  Burlington  County  Memorial  Hospital  19 
Mount  Holly 

Medical  and  Surgical  Management  of  Uro- 
lithiasis 

^ . . 20 

17  Academy  of  Medicine  of  New  Jersey 

Hudson  County  Meadowview  Hospital 
Secaucus 

Venereal  Disease  Today 

22  Academy  of  Medicine  of  New  Jersey 
Saint  Michael’s  Medical  Center 
Newark 

Chronic  Renal  Disease  and  Dialysis 

22  Bergen  Pines  County  Hospital 
Paramus 

Abdominal  Aortic  Aneurysms 

22  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Metastatic  Disease  of  the  Breast 

30  Burlington  County  Memorial  Hospital 

Mount  Holly 

Evaluation  and  Management  of  the  Arthritic 
Hip 

1972 
January 

5 Bergen  Pines  County  Hospital 
Paramus 

Megaloblastic  Anemias 

6 Burlington  County  Memorial  Hospital 
Mount  Holly 

Viral  Hepatitis:  A Reappraisal  of  Mild  Hyper- 
tension 

1 1 Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Sectional  Meeting:  Dermatology 

12  Bergen  Pines  County  Hospital 
Paramus 

Coronary  Artery  Disease 

13  Academy  of  Medicine  of  New  Jersey 
Carriage  Trade,  East  Orange 
Venereal  Disease  Today 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Current  Concepts  of  Cardiomyopathy 

19  Academy  of  Medicine  of  New  Jersey 

College  of  Medicine  and  Dentistry  at 
Newark 

Advances  in  Radiotherapy 


Bergen  Pines  County  Hospital 
Paramus 

Clinical  Prospects  of  Prostaglandins 

Academy  of  Medicine  of  New  Jersey 
Fairlawm  Memorial  Hospital 
Saddlebrook 

Diagnosis  and  Treatment  of  Shock 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Current  Trends  in  the  Therapy  of  Mild 
Hypertension 

26  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Fluid  and  Electrolyte  Balance 

26  Bergen  Pines  County  Hospital 
Paramus 

Parkinson’s  Disease 

27  Academy  of  Medicine  of  New  Jersey 
Jewish  Hospital,  Jersey  City 

Renal  Failure 

27  Burlington  County  Memorial  Hospital 

Mount  Holly 
Orthostatic  Hypotension 

February 

2 Bergen  Pines  County  Hospital 

Paramus 
CPC  Meeting 

3 Burlington  County  Memorial  Hospital 
Mount  Holly 

Problems  Related  to  Antidiuretic  Hormones 

9 St.  Clare’s  and  Dover  General  Hospi- 
tals 

Renal  Failure 

9 Bergen  Pines  County  Hospital 

Paramus 

Infectious  Diseases  I 

9 Academy  of  Medicine  of  New  Jersey 

Columbus  Hospital,  Newark 
Proper  Use  of  Antibiotics 

10  Burlington  County  Memorial  Hospital 

Mount  Holly 

Neurological  Complications  of  Visceral  Car- 
cinoma 

16  Academy  of  Medicine  of  New  Jersey 
Morristow’ii  Memorial  Hospital 
Morristown 

Newer  Concepts  of  Hepatitis 
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16  Bergen  Pines  County  Hospital 
Paramus 

Infectious  Diseases  II 

17  Burlington  County  Memorial  Hospital 
Mount  Holly 

Full  Time  and  Voluntary  Staff— The  Interface 

23  St.  Clare’s  and  Dover  General  Hospi- 
tals 

Auto-immune  Aspects  plus  Transplantation 

23  Bergen  Pines  County  Hosp  tal 
Paramus 

Infectious  Diseases  III 

24  Burlington  County  Memorial  Hospital 
Mount  Holly 

Newer  Approaches  to  Community  Health 

March 

1 Bergen  Pines  County  Hospital 
Paramus 

Interstitial  Lung  Diseases 

2 Burlington  County  Memorial  Hospital 
Mount  Holly 

Sterilization  and  Therapeutic  Abortion 

6 Academy  of  Medicine  of  New  Jersey 
Valley  Hospital,  Ridgewood 
Diagnosis  and  Treatment  of  Shock 

8 St.  Clare’s  and  Dover  General  Hospi- 
tals 

Renal  Vascular  Hypertension;  Malignant  Hy- 
pertension 

9 Burlington  Comity  Memorial  Hospital 
Mount  Holly 

Family  Life  Problems  in  Medicine 

14  Academy  of  Medicine  of  New  Jersey 
South  Amboy  Memorial  Hospital 
South  Amboy 
Renal  Failure 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Geriatric  Psychiatry 

22  St.  Clare’s  and  Dover  General  Hospi- 

tals 

Secondary  Nephropathies 

23  Burlington  County  Memorial  Hospital 

Mount  Holly 

Alcohol:  The  Unglamorous  Addiction 

30  Burlington  County  Memorial  Hospital 

Mount  Holly 

Descent  into  Hell 


Burlington  County  Memorial  Hospital 
Mount  Holly 

Interservice  Seminar 

Academy  of  Medicine  of  New  Jersey 
Saint  Francis  Health  Center 
Jersey  City 
Proper  Use  of  Antibiotics 

Academy  of  Medicine  of  New  Jersey 
Veterans  Administration  Hospital,  East 
Orange 

Dental  Symposium:  Implantology 

Burlington  County  Memorial  Hospital 
Mount  Holly 

I hermography 

Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Leukemia  and  Lymphoma 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Radiography  in  Evaluation  of  Gastrointesti- 
nal Diseases 

Academy  of  Medicine  of  New  Jersey 

Warren  Hospital 

Phillipsburg 

Gurrcnt  Burn  rrcalmcnt 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Diseases  of  the  Esophagus 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Syndrome  of  Stress  Ulcer 

The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Zollinger-Ellison  Syndrome 

Burlington  County  >femorial  Hospital 
Mount  Holly 

Drug  Interactions 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Anticoagulants  and  Fibrinolytic  Agents 


April 

6 

10 

12 

13 

19 

20 

23 

27 

May 

4 

6-9 

11 

18 

23 
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‘*Easy^’ 

Idylease 

Idylease  is  the  kind  of  convalescent 
home  that  puts  patients  at  ease 
quickly. 

And  their  physicians  and  families, 
too. 

Round-the-clock  nursing  care,  com- 
plete X-ray  department,  laboratory, 
therapeutic  pool,  and  registered 
physiotherapist  are  included  in  the 
complete  medical  facilities. 

An  open  staff  with  consultant 
specialist  services  on  hand  insures 
that  the  orders  of  private  physicians 
are  carefully  followed  by  resident 
physicians  with  reports  rendered 
frequently. 

Rates?  Quite  reasonable.  Send  for 
our  illustrated  booklet  without  obli- 
gation. 


Idylease 

Convalescent  Home 

Union  Valley  Road 
Newfoundland,  New  Jersey 
Area  Code  201 
697-3311 
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Melieues  sfuffy  and  runnj  no5e5--  prompt/^. 
IV\Qke5  ijour  pc&ier&s  uaorld  a litfle  sunnier. 


Triaminic* 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

’’the  Sunshine  Tablet” 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate.  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100.  250. 

Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


in  cardiac  edema 


gets  the  water  out 
^laires  the  pota^ium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy:  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications;  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one.  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Re<\Ctiorvs:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  100  capsules. 

SK 

SK&F  Co..  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


DZ-108 


Still  serving... 


Miltown' 

(meprobamate) 

WALLACE  PHARMACEUTICALS  ^ 
Cranbury  NJ.  08512  ^ 


A telephone  consultation  service 
exciusiveiy  for  physicians 

\yi7~AlFLJVi:  3L.I1V3E 

clinical  management/ 
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drug  substances.  Increasing  numbers  of 
people  are  misusing  these  drugs  and  a 
dramatic  increase  in  the  number  of  drug- 
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Dr.  David  E.  Smith  is  Director  of  the  Haight- 
Ashbury  Medical  Clinic  in  San  Francisco, 
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OBITUARIES 

Dr.  Morris  R.  Berlin 

A well-known  Essex  County  family  physician, 
Morris  R.  Berlin,  M.D.,  died  on  September  6, 
1971.  Born  in  1914,  he  earned  his  M.D.  degree 
at  Bellevue  in  1939.  Three  years  later,  he 
entered  the  Army  of  the  United  States  and 
served  during  World  War  II  as  a captain  in 
the  medical  corps.  He  was  affiliated  with  the 
Martland  Medical  Center  in  Newark,  the 
Beth  Israel  Medical  Center  in  that  city,  the 
Irvington  General  Hos])ital,  and  the  Clara 
Maass  Hospital  in  Belleville. 

Dr.  Richard  T.  Buckley,  Jr. 

One  of  south  Jersey’s  leading  general  practi- 
tioners, Richard  T.  Buckley,  Jr.,  M.D.,  died 
on  October  2,  1971,  at  the  age  of  68.  Dr. 
Buckley  was  in  the  class  of  1927  at  the  Medi- 
cal School  of  the  University  of  Pennsylvania. 
He  was  active  in  the  American  Academy  of 
General  Practice  and  was  on  the  staff  of  the 
Burlington  Memorial  Hospital  in  Mount  Hol- 
ly. Dr.  Buckley  was  a resident  of  Maple  Shade 
and  a member  of  our  Burlington  County 
Medical  Society. 

Dr.  Louis  M.  Bull 

One  of  Essex  County’s  senior  obstetricians 
and  gynecologists,  Louis  M.  Bull,  M.D.,  died 
on  September  27,  1971,  at  the  age  of  77.  Dur- 
ing his  active  practice,  from  1920  to  1964,  he 
was  on  the  staffs  of  St.  Barnal)as  Medical  Cen- 
ter in  Livingston  and  the  Irvington  General 
Hospital.  He  was  a Bellevue  graduate,  class  of 
1919.  Dr.  Bull  was  living  in  Maplewood  at  the 
time  of  his  death. 

Dr.  Alfred  M.  Elwell 

Word  has  just  been  received  from  North 
Carolina  of  the  death  there  on  Sejitember 
24,  1971,  of  .Alfretl  M.  Elwell,  M.D.  Born  in 
1916,  he  was  only  55  years  old  at  the  time  of 
his  death.  He  was  a 1941  graduate  of  the 
medical  sch(X)l  at  the  University  of  Pennsyl- 


vania and  practiced  in  Moorestown  until 
1968,  when  he  moved  to  Brevard,  North 
Carolina.  However,  he  retained  his  mem- 
bership in  our  Burlington  County  Medical 
Society.  Dr.  Elwell  was  a general  practitioner 
on  the  staff  of  the  Transylvania  Community 
Hospital  in  Brevard.  While  in  our  state,  he 
was  identified  with  the  Burlington  County 
Memorial  Hospital  at  Mount  Holly  and  with 
the  Zurbrugg  Hospital  in  Riverside. 

Dr.  Joseph  M.  Fitzgerald 

Born  in  1910,  Joseph  M.  Fitzgerald,  M.D.,  a 
member  of  our  Cape  May  County  Society,  died 
on  August  17,  1971.  He  was  graduated  in  1936 
from  Columbia  University’s  College  of  Physi- 
cians and  Surgeons  and  served  for  a while  as 
.\ssistant  Professor  of  Cardiology  at  the  Uni- 
\ersity  of  .Alabama.  Prior  to  that  service  he 
practiced  in  Red  Bank,  and  on  return  to  New 
Jersey  in  1965  lie  became  affiliated  with  the 
Tomlin  Memorial  Hospital  in  Cape  May 
Canirt  House. 

Dr.  Joseph  G.  Gershman 

Born  in  1907,  Joseph  G.  Gershman,  M.D., 
died  on  October  6,  1971.  He  was  a prominent 
Bergen  County  physiatrist,  active  in  the  work 
of  the  .American  .Academy  of  Physical  Medi- 
cine. He  received  his  M.D.  in  1930  at  the 
University  of  Michigan.  Dr.  Gershman  was 
the  attending  physiatrist  at  Englewood  Hospi- 
tal. 

Dr.  Nathan  H.  Greenberg 

.\  1934  alumnus  of  the  University  of  Bristol 
(in  Great  Britain),  Nathan  H.  Greenberg, 
M.D.,  was  a general  practitioner  with  special 
interest  in  geriatrics.  He  was  a Fellow  of  the 
New  Jersey  .Academy  of  Medicine,  and  had 
practiced  in  Essex  County  since  1935.  He  was 
64  years  old  at  the  time  of  his  death  on  Sep- 
tember 25,  1971. 

Dr.  William  A.  Jarrett 

Word  has  just  been  received  of  the  death  on 
,\pril  12,  1971,  of  William  A.  Jarrett,  M.D.,  at 
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Avoca,  New  York.  Dr.  Jarrett  \va.s  a member 
o£  oiir  Middlesex  County  Medical  Society,  a 
1934  graduate  of  Harvard  Medical  School.  He 
had  been  director  of  laboratories  at  St.  Peter’s 
Hospital  in  New  Brunswick.  He  was  board- 
certified  in  pathology,  an  officer  of  the  medi- 
cal corps  of  the  .Army  of  the  United  States 
during  World  War  II,  and  a Fellow  of  the 
College  of  .American  Pathologists.  Dr.  Jarrett 
was  ()3  years  old  at  the  time  of  his  death. 

Dr.  Harry  A.  Lowenstein 

Long  acti\e  in  the  field  of  imlustrial  and  trau- 
matic medicine,  Harry  .A.  l.owenstein,  M.D., 
died  on  Septemlier  27,  1971,  at  the  age  of  80. 
He  recei\etl  his  M.D.  at  Bellevue  in  1913  and 
servetl  the  people  of  the  Newark  area  from 
1914  until  his  retirement  in  1965.  During  his 
days  of  active  practice,  he  was  on  the  staffs  of 
Beth  Israel  and  Presbyterian  Hospitals  in 
Newark. 

Dr.  Harold  R.  Scott 

Some  years  ago,  Suburban  Life  accoladed 
Harold  R.  Scott,  M.D.,  as  one  of  the  truly 
distinguished  citizens  of  the  Orange  area. 
Born  in  1902,  Dr.  Scott  died  on  September  28, 
1971,  at  the  age  of  69.  He  was  a 1930  alumnus 
of  the  Medical  School  at  Howard  Ihiiversity. 
.A  general  jiractitioner,  he  was  on  the  staffs  of 
both  Orange  Memorial  and  St.  Barnabas 
Medical  Centers.  He  was  on  the  board  of 
directors  of  Prospect  House,  an  East  Orange 


day  center  for  persons  with  emotional  ill- 
nesses. He  was  active  in  the  Crippled  Chil- 
dren’s Camp  .Association,  a trustee  of  the 
United  Community  .Services  of  Orange  and 
Maplewood,  and  on  the  board  of  the  \ AIC.A 
of  the  Oranges. 

Dr.  Arthur  S.  Thurm 

His  many  friends  were  shocked  on  October  9, 
1971,  when  Arthur  S.  Thurm,  M.D.,  was 
found  dead  in  bed  at  the  untimely  age  of  59. 
Dr.  Thurm  was  a well-known  central  New 
Jersey  orthopedist,  a 1936  gradtiate  of  the 
Medical  School  of  Georgetown  L’niversity.  He 
was  board  certified  in  his  chosen  specialty, 
chief  of  the  orthopedic  service  at  St.  Francis 
Hospital  in  Trenton,  and  consulting  or- 
thopedic surgeon  to  the  Princeton  Hospital. 
He  was  a member  of  onr  Mercer  Countv  Med- 
ical Society. 

Dr.  Harold  F.  Tidwell 

Word  has  come  from  Lake  \Vorth,  Florida,  of 
the  death  there  on  September  22,  1971,  of 
Harold  F.  Tidwell,  M.D.  Dr.  Tidwell  was  a 
pioneer  pediatrician  in  the  Hudson  County 
area.  Born  in  1891,  he  was  graduated  from 
Vanderbilt’s  Medical  School  in  1914.  He  Avas 
for  many  years  on  the  jjediatric  staffs  of  both 
Christ  Hospital  and  the  Margaret  Hague  Hos- 
pital in  Jersey  City  and  was  active  in  the 
affairs  of  the  .American  .Academv  of  Pediat- 
rics. Dr.  4'idwell  retired  to  Florida  in  1965. 


The  Old  Helping  Hand  Organization 


Many  of  the  younger  doctors  do  not 
know  that  there  exists  in  our  state  a 
unique  helping  hand  organization, 
known  as  the  Society  for  the  Relief  of 
the  \VTdows  and  Orphans  of  Medical 
.Men  in  New  Jersey.  This  organization 
provides  immediate  financial  assistance 


to  the  dependents  of  a deceased  mem- 
ber. It  lends  money  without  interest  to 
assist  widows  and  orphans  of  doctors 
who  have  known  adversity. 

For  details,  write  to  the  Society  at  P.O. 
Box  95,  Belleville,  New  Jersey. 


lOtl 


I HE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


i 


THE  JOURNAL 

OF 

THE  MEDICAL  SOCIETY  OF 
NEW  JERSEY 


Society  established  July  23,  1766 
Journal  founded  September  1,  1904 


VOLUME  68 


JANUARY  40  DECEMBER,  1971 
Published  monthly  under  direction  of  the 
COM  Mil' 1 EE  ON  PUBLICAI  ION 
George  B.  Siiaruau(;h,  AED.,  Clinirnwu 

Daniel  B.  Roth,  M.D.,  Arthur  Krosnick,  M44. 

Louis  F.  Albright,  M4).  William  J.  D’Elia,  M.D. 

Henry  A.  Davidson,  M4).,  Editor 
Marjorie  1).  Treptow,  /lssisto)it  Editor 


Editorial  Office 

315  WEST  STATE  STREET 
TRENTON,  N.  J. 


VOL.  68-NUMBER  12-DECEMBER,  1971 


1045 


HOW  TO  USE  THIS  INDEX 


This  is  a single  alphabetical  index.  When  searching  for  an  original  article,  look  under 
the  first  significant  word  in  the  title.  Authors  are  listed  alphabetically,  with  an  asterisk  (*) 
to  indicate  reference  to  an  original  article.  Editorials  are  indexed  by  first  significant  word 
of  title  or  by  subject;  book  reviews,  by  title  or  subject  but  not  by  author.  City  of  residence 
is  indicated  for  authors  of  original  articles. 

If  you  do  not  bind  your  JOURNAL.S,  use  the  table  of  pages  (Ijelow)  to  find  the  month 
of  issue  to  which  any  page  citation  refers. 

The  annual  reports  of  the  committees  and  officers  of  the  Society  and  the  Transaction  of  the 
annual  meeting  appear  in  the  July  issue. 


TABLE  OF  PAGES 


January  1 to  88  July  54.^  to  606  and  tr  1 to  tr  148 

F''ebI■uaI^  89  to  176  August  607  to  690 

March  177  to  260  September  691  to  786 

April  261  to  352  October  787  to  874 

May  353  to  462  November  875  to  966 

June  463  to  542  December  967  to  1056 

■Annual  Reports  and  Transactions  July  Journal 


A 

Abdominal  Trauma,  Rational  Approach  to— 


Shaftan  *653 

Versus  Vaginal  Hysterectomy— Ellis  *45 

Abraham,  Emanuel,  M.D.,  Asbury  Park  *813,  sal023 

Academy  of  Medicine  Library  761 

Adolescent  Patient . br83 

Adolescents,  Health  Care  for  ab705 

Air  Pollution  Illness 1032 

Albano,  Edwin,  M.D.,  Newark  *121 

Albright,  Louis  F.,  M.D.— Memorial  Laboratory  523 

Alcoholic  Myopathy— DeCeuninck *487 

Alcoholics,  Characteristics  of  Male— Freed  *1011 

New  Medication  for  ab823 

Alcoholism,  Management  of  Acute— Fagan  *915 

Allman,  David  B e359 

Memorial  Resolution  tr98,  520 

Obituary  f458 

Alpert,  Edward  f684 

Altschul,  Frank  f684 

Alzheimer’s  Disease  br871 

AM.\  Communications  Program  ab801 

Dues  72 

Peer  Review  Plan  70 


Amantidine  for  Relief  of  Parkinsonian  Tremor- 


Lutz  *747 

■Ambulatory  Medical  Care  Survey  abl91 

American  Revolution,  New  Jersey  MD’s  in  438 

Amphetamines,  Resolution  on  1027 

Anesthesia,  Ketalar S'— Connolly  *51 

Anesthesiologists,  Fees  for  148 

.Anesthetic  Considerations  in  Pediatric  Plastic 

Surgery— Lawless  *899 

Aneurysm  of  Abdominal  Aorta,  Expanding— 

Bangash;  Timmes;  Chang  *106 

Animal  Bites,  Treatment  for  149 

.Announcements  73,  166.  241,  339.  451,  675 

773,  859,  953,  1034 

.Annual  Meeting  e277 

Meeting  Program  (1971)  281 

Meeting  Program  (1972)  949 

Reports  Tr5 

.Anti-Smoking  Posters  ab641 

Aorta  Rupture  of  in  Medical  Examiner  Cia.ses— 

AVhlentz;  Shuster;  Becker;  Sharma  *29 

.Associates  .Are  Here  le339 

.Athletes,  Stimulating  with  Drugs  324 

Training  ami  Conditioning  of  br349 

Auxiliary  President  e470 


1-88  -Jan. 
89-176-Feb. 
177-260-Mar. 
261-352-April 


353-462 

—May 

691  -786— Sept. 

463-542 

—June 

787-874-Oct. 

trl-trl48 

-Aug. 

87.5-966— Nov. 

543-606 

607-690 

967-1 056— Dec. 

lOK) 


FHE  JOCRNAI.  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


B 


Back  and  Neck  Pain.  Clinical  Treatment  of  br783 

to  Materia  Medica  e278 

Bacon,  Marv f684 

Bangash,  Mahmud,  M.D.,  Jersey  City  *106 

Barbarito,  ^V'illiam  N f248 

Basal  Cell  Nevus  Syndrome— Hurwitz  *207 

Becker,  George  L.,  Sr.,  ^^.D.,  Paterson  *21.5 

Stanley,  M.,  M.D.,  Perth  Amboy  *29 

Behavioral  Sciences  and  Mental  Health  br687 

Behind  the  Drug  .Scene  2.35,  446 

Bergen,  Stanley  S.,  Jr.,  M.D sa847 

Berlin,  Morris  R.  tl043 

Bernstein,  .Arthur,  Maplewood  *422 

Better  AVay  to  Dispense  Justice  le534 

Bielski,  Johannes  f684 

Big  Fleas  Have  Little  Fleas  br83 

Birkett,  Da\id  P.,  M.D.,  Paramus  *619 

Blackwood,  James  Af.,  Af.D.,  Newark  *799 

Bladder  Decompensation  in  Cancer,  Cardiac 

Disease,  and  Stroke— Drake  *884,  *980 

Dysfunction  Complicating  Diabetes— Cohen; 

Abraham  *813 

Blood  Banks  and  Hospitals,  Liability  of 61 

Is  Life— Pass  It  on ab211 

Blue  Cross-Blue  Shield,  New  Programs  160 

Blumberg,  A.  William  fl72 

Bond  Lssuc  e793,  sa847 

Book  Reviews  83,  173,  257,  349.  539,  687.  782.  871,  963 
Bookkeeping.  Statewide  .Automated  trl6 

Borchek,  Arthur  R J684 

Brain  Swelling  and  0\  erhydration— Moolten  *509 

Brandman,  Otto.  M.D.,  Newark  *909 

Breathing  br257 

Brindle,  Harry  R.  ■|■684 

Brodkin,  Henry  ,A.,  M.D.,  East  Orange  *13,  le247 
Roger  IL.  .M.D.,  Irvington  *703 

Browdy,  Sol,  M.D.,  Trenton  *197 

Brown,  William  H.,  M.D.  241 

Bryan,  Robert  F.  f781 

Buchanan,  Robert  W.  J248 

Bucklev,  Ricbard  T.,  Jr tl043 

Bull,  Louis  M.  tI043 

Burkett,  J.  Paul  f685 

Burrows,  Stanlev.  M.D.,  Camden  *647 

Butler,  James  B.  f535 


c 


Cadmus,  Robert  R.,  M.D.  c360 

Calcium  Disorders  br539 

Call  Me  Mister  e8 

Cancer  Crusade  ab425 

Caprio,  .Anthony  F.  f81 

Casilli,  .Arturo  R.  f458 

Causing.  AVilfredo  C.,  M.D.,  Perth  .Amboy  *365 

Cautious  Advice  Giver  240 

Central  Nervous  System  Disease  526 

Cerebral  .Arteriosclerosis- Menken  *219 

Chamberlain.  Richard  R.  f781 

Chandler,  James  J.,  M.D.,  Princeton  *659 

(ihang,  Sun  11,  .M.D.,  New  Brunswick  *106 


Chest  Trauma,  Surgical  Indications  in— Mackenzie  *123 


Chianese,  C.  Chester  fl72 

Child  Abuse  Legislation  abl013 

Growth.  Genetic  Considerations  in— 

Kush  nick  **41 

Help  for  a Troubled  ab49 

Children  of  Mentallv  III  Parents  br783 

of  the  Mentally  111  abl021 

Chmelnik,  .Abraham  G.  t867 

Cholecystocolic  Fistula,  Diagnosis  by 

.Sigmoidoscopy— lanacone:  Becker  *215 

Clock  Within  Us.  The  el84 

Cohen,  Burton  M..  M.D.,  Elizabeth  *629 

Jay  M.,  M.D.,  .Asbury  Park  *813 

.Samuel.  M.D.,  Jersey  City  *503 

College  of  Medicine  and  Dentistry  of  New  Jersey- 
Name  of  333 

Comment  from  450 

Colostomv  Booklet  abl30 

Committees  and  Councils— 1971-1972  765 

Communicable  Diseases  in  New  Jersey  69,  159,  239, 
324,  445,  526,  669,  762,  854,  1032 
C'ompensation  Doctor,  The  Case  for  le533 

Comunale.  .Anthony  R.  f458 

Connollv,  Henrv  .A.,  Jr.,  M.D.,  Summit  *51 

Console.  A.  Dale,  M.D.  Ie535 

Contraception,  Present  Status  of— Savel  *635 

Controlled  Substance  .Act  Number  ab512 

Coombs-Positite  Newborns,  Fate  of— Browdy  *197 

Cooper,  Edward  S.,  M.D.,  Philadelphia  *21 

Cordotomy— Foer  *737 

Coronary  Care  Unit,  Mobile  71 

Corrective  Speech  in  Children  abI16 

Cottouc.  R.  John  f867 

Coumbis.  Richard  J.,  Ph.D.,  Newark  *121 

Council  and  Committee  Chairmen  528 

Cox,  Walter  W. 

Curing  Is  Easier  Than  Healing  e973 

Cutler,  Milton  f535 

Cytology,  Exfoliative  ab741 


D 


Dailev,  Edward  J.,  Jr.,  Plainfield  *407 

Dalry'mj)le.  Willard.  M.D.  Ie339 

Daly,  Edmund  J.  f685 

D’Ambrosio.  A'iclor.  M.D..  Murray  Hill  *499 

Da  Silva,  Jacyntho  .A.,  M.D.,  Woodbridge  *39,  *805 
Davis.  E.  A’ernon,  M.D.  e469 

E.  A’ernon.  M.D.,  Mount  Holly  *472 

Day,  Hayward  F.  fS67 

DeCeuninck,  Ren^,  M.D.,  New  Brunswick  *487 

Declining  .Attendance  at  Medical  Meetings  e557 

Degree  Designation  Rule  665 

Dehne,  Edward  J.,  .M.D,.  Trenton  *492 

Dejeuner  et  Petit  Dejeuner  el  83 

Dental  IQ.  The  Physician's- Duboff  *1007 

Depression,  Learning  About  ab754 

Measuring  Drugs  for  abl008 

Deren,  Thaddeus  L •J-344 

Dermatology-,  Synopsis  of  br257 

Deut.sch.  Lawrence,  M.D.,  Englewood  *923 

De  A'incentis,  Henry  f81 


• —Original  Article 

f —Obituary 
ab— .Abstract 


br— Book  Revieyv 
e —Editorial 


le— Letter 

sa— Special  Article 

tr— Transactions 


AOL.  08-NUMBER  12-DECEMBER.  1971 


1047 


Diabetic  Program  (University  Group)  and 


Practicing  Physician— Brandinan  *909 

Difficult  Patient  in  Medical  Practice— Deutsch; 

Shoshkes;  Syracuse *923 

Dinio,  Remigio,  M.D.,  Perth  Amboy  *365 

Dinner-Dance  589 

Disability  in  Antiquity br83 

Doctors’  Assistant  and  Assistant  Doctor  e95 

Domako,  Elizabeth  *647 

Donnelly,  Joseph  P.,  M.D.,  Newark  *417 

Don't  Be  an  Anti-Exhibitionist  e277 

Drake,  Willard  M„  M.D.,  Camden  *884,  *980 

Drug  Abuse  Pamphlet  ab903 

Abuse  Programs— CMDNJ  tr79 

Abuse  Telephone  Service abl25 

Detection  in  Urines  of  Commercial  Blood 

Bank  Donors— Coumbis;  Albano;  Lyons  *121 

Efficacy  Study  855 

Law,  Dangerous  1029 

Scene.  Behind  the 153,  235 

Drugs,  Measuring  Efficacy  of abl008 

Stimulating  Athletes  with  324 

Duboff,  Paul,  D.D.S.,  Jersey  City  *1007 

Dues,  State  Society  e95 


E 


Einstein,  Stanley,  Ph.D.  . 153,  235 

Eisenberg,  Martin  J f458 

Election— 1971  trl47 

Ellis,  Ralph  W.,  M.D.,  Trenton  *45 

Elwell,  Alfred  M fl043 

Emergency  Department  Training  Program  ...  1028 

Is  What  the  Patient  Thinks  e359 

Medical  Care 436 

Physicians,  N.  J.  Chapter  of  American 

College  of  ab814 

Room,  Resuscitation  in  *799 

Trauma,  New  Challenges  Today— Snedecor  . *709 

Emphasizing  the  Basics— Davis *472 

Enclocrine  Problems  in  Children  br871 

Epileptic,  Reporting  the  e613 

Erythematosus— Burrows;  Domako  *647 

Esophageal  Abnormalities  and  Pulmonary  Com- 
plications—Cohen;  Recano  *503 

Ettinger.  Horace  J.  |249 

Evans,  Robert  L.,  M.D.,  Baltimore  *419 

Eye  Bank  Service  abl33 

Test  Frames  241 

Eynon,  Harold  K.,  M.D Ie534 


F 


Face  in  Genetic  Disorders br349 

Fader,  Ferdinand  f685 

Fagan,  Paul  C.,  M.D.,  Bloomfield  . *915 

Family  Doctor  and  Medicare 329 

Practice,  A Second  Look  at— Brodkin  *13 

FDA  Efficacy  Rule 668 

Federal  Health  Department ab894 

Responsibility  for  Direct  Medical  Care  . ab220 


Fitzgerald,  Joseph  M fl043 

Fluid  Retention  I3r257 

Fluoridation,  MSNJ  Position  on  522 

Foer,  4V’arren  H.,  Teaneck  *737 

Foetal  Anatomy  brl73 

Fogel,  Richard,  M.D.,  East  Orange  *723 

Food  \’alues  of  Portions  Commonly  Used  brl73 

Foreign  Graduates,  Appointment  of  ab719 

Trained  Phvsician,  Guadalajara  and  the— 

Kalb  ' *1019 

Forte,  F.  Chester  . f344 

Freed,  Earl  X.,  Ph.D.,  Lyons  *1011 

Freedman,  Jacob  S 4^67 

Freeman,  Edward  P.,  Lyons  *1011 

Freymann,  John  G.,  Hartford,  Connecticut  *389 

Freymuth,  Hans  W.,  M.D.,  Trenton  *729 

Friedland,  Harry  M.,  M.D.,  Newark *205 

Frozen  Cell  br349 


G 

Gallbladder,  Leiomyosarcoma  of— Friedland; 


Schaaf;  Sobol *205 

Gallstone  Ileus— \'ejlsted;  Chandler;  Hastings; 

Haynes *659 

Garcia,  Hospicio,  M.D.,  Skillman  *729 

Gardam,  James  E.  D.,  M.D.,  Belleville  *989 

Gartlan,  Bernard  4^67 

Gas  Chromatography  br257 

Gastroenteritis  69 

Gavilonda,  Enrique  J fl72 

General  Session  569 

Genetic  Considerations  in  Child  Growth  and 

Development— Kushnick  *141 

Disorders  br349 

Gerard,  Arpad,  M.D.,  Perth  Amboy  *365 

Gerendasy,  Julius  f685 

Geriatric  Psychiatry— Birkett  *619 

Gershman,  Joseph  G 41043 

Giacalone,  \'incent  J249 

Gianquinto,  Peter  J *867 

Glass,  Dorothea  D.,  M.D.,  Philadelphia  *111 

Glucagon  Growth  Hormone  Stimulation  Test— 

Fogel  *723 

Godfrey,  Alan  O f458 

Goldenberg,  Raphael  R fl72 

Goldstone,  Robert  A.,  M.D.  Ie248 

Gonorrhea  ab934 

Gordon  Scholarship  Award  159 

Graffini,  Horace  J.  4249 

Greenberg,  Nathan  H.  41043 

Greer,  Melvin  A f249 

Gynecologic  Moniliasis— Lazar  *37 

Guadalajara  and  the  Foreign-Trained 

Physician— Kalb  *1019 


H 


Halligan,  Earl  J 4867 

Hand  Deformities,  Congenital— Spivack  *974 

Hankes,  1.  R.,  M.D.,  Netvark  *663 


1-88  -Jan. 

353-462 

—May 

691-786-Sept. 

89-176-Feb. 

463-542 

—June 

|-J«iy 

-Aug. 

787-874-Oct. 

177-260-Mar. 

trl-trl48 

875-966— Nov. 

261.352-April 

543-606 

607-690 

967-1056— Dec. 

1048 


THE  JOURNAL  OF  HIE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Harris,  William  f458 

Hastings,  James  B.,  M.D.,  Princeton *659 

Hauber,  Eugene  A f345 

Haynes,  William  F.,  M.D.,  Princeton  *659 

Healers  in  Uniform  br539 

Heisen,  Aaron  J fl72 

Heller,  Abraham  R.  fl72 

Hepatitis,  New  Concepts  in— Villaverde;  Da  Silva  *39 

Suspect  Registry  ab634 

Hernia  Repair  Without  Disability  br871 

Hoffman,  Florentine  M f459 

Horhovitz,  George  I f536 

Horn,  Max  f685 

Hospital  Emergency  Command  ab732 

Infections  445 

Hulett,  Albert  G.,  M.D Ie455,  le674 

Human  Relations— Law  Enforcement  in  a 

Changing  World . br782 

Hurwitz,  Richard  A.,  M.D.,  Jersey  City  *207 

Hyponatremia  of  Diverse  Etiology— Kellerman  *131 


Hysterectomy,  Abdominal  versus  Vaginal— Ellis  *45 

I 


lanacone,  John  A.,  M.D.,  Paterson  *215 

Immunity  to  Resuscitation  Teams  abl07 

Immunizable  Diseases  526 

Immunology  of  Malignant  Disease br349 

Infection  Control  in  the  Hospital br539 

Influenza  240,  325 

Intensive  Care  Units— Gardam  *989 

Internal  Revenue  Service  Regulations  re  Non- 

Related  Income  941,  1027 

International  Health  Statistics 333 

Intestinal  Lymphangiectasia— Ream;  Ouano  . *489 

Malabsorption  ab488 

It  Doesn’t  Always  Come  I'p  Roses e96 

It’s  Not  That  Simple  Ie455 

Izenberg,  David  4868 


J 


Jacobs,  George  B.,  M.D.,  Teaneck *737 

Jarrett,  William  A fl043 

Jensen,  Grover  H J685 

Johnson  Chair  of  Surgery ab40 

Joseph,  Julian  I.,  M.D.,  Wayne  *983 

Joshi,  Amil  M.,  M.D.,  Paramus  *983 

Journal  Fill  147 

—IRS  and  Non-Related  Income  941,  1027 


K 


Kalb,  S.  William,  M.D.,  East  Orange *1019 

Kamat,  M.  H.,  M.D.,  Newark *663 

Kauder,  Warren  G f249 


Keim,  W.  Franklin  |868 

Kellerman,  Edwin,  M.D.,  Margate  *131 

Ketalar®- A New  Anesthesia— Connolly  *51 

Keyser,  David f962 

Kimler,  William  D.,  M.D.,  Haddon  Heights  . . *721 

Kingslow,  George  L. f685 

Kleiner,  Samuel f249 

Klenk,  Joseph  P.  f536 

Kushnick,  Theodore,  M.D.,  Newark  *141 

Kuvin,  Seymour  F.,  M.D.,  Newark *381 

Kwalick,  Donald  S.,  M.D.,  Trenton  *375 


L 


Lance,  Kendrick,  M.D.,  Paterson  . *413 

Landesman,  William f459 

Lange,  Louis  C . f962 

Lawless,  Edward,  M.D.,  Paterson  *899 

Lazar,  Allan,  M.D.,  Teaneck  *37 

LE  Cell  Test  and  AN  Antibody  Test— Burrows; 

Domako  *647 

Learn  While  You  Sleep?  ab751 

Legal  Medicine,  Handbook  of brl73 

Legislation,  Position  on  Bills  62,  433,  521,  939 

Leiomyosarcoma  of  the  Gallbladder— Friedland; 

Schaaf;  Sobol  *205 

Letters  to  the  Journal  , 247,  339,  455,  533,  674,  953 

Levine,  Israel  f868 

Liability  Insurance  323,  761 

of  Hospitals  and  Blood  Banks  61 

Rates,  Differential  Ie455 

Library  and  the  Physician e7 

Lieb,  Saul,  M.D.  Ie533 

Limit  Debate— House  of  Delegate  tr82 

Lintz,  Sidney  Z t781 

Liva,  Paul  F.  f536 

Loeser,  Lewis  II |536 

Long  Range  Planning  and  Development 941 

Low-Fat,  Low-Cholesterol  Diet  br871 

Lowenstein,  Harry  A.  fl044 

Lupus  Erythematosus,  LE  Cell  Test  and  AN 

.Antibody  Test— Burrows;  Domako  *647 

Lutz,  Elmar  G.,  M.D.,  Wayne *747 

Lymphatic  Leukemia  and  Lymphosarcoma— 

Shuster;  Causing;  Young;  Gerard;  Ramirez; 

Dinio  *365 

Lyon,  Leonard  J.,  M.D.,  Paramus  *479 

Lvons,  James  V.  f962 

Michael,  M.D.,  Newark  *121 


M 


Mabee,  John  R.  f81 

Macaluso,  Dominic  f686 

Mackenzie,  James  IV.,  M.D.,  New  Brunswick  . . *123 

Malaria  325 


* —Original  Article 
f —Obituary 
ab— Abstract 


hr- Book  Review 
e —Editorial 


le— Letter 

sa— Special  Article 

tr— Transactions 


\OL.  68-NUMBER  I2-DECEMBER,  1971 


1019 


Malignant  Disease,  linmnnologs-  of  br349 

Melanoma— Brodkin  *70,3 

Malpractice  Commission  ab894 

Rates  947 

Mann,  Joseph  J.  f4,59 

Marriage  and  lane  in  the  Middle  Years  ab482 

Sociologic  .Aspects  of— Mathis  *,57 

Mathis.  James  L.,  M.D.,  Richmond,  A’irginia  *57 

Matt,  Joseph  A.  Ie456 

Mattia,  V'irginiiis  D.  t868 

Maiirer-Alden,  K.  A'irginia  f685 

Mazzola,  Rosanne,  R.X.,  Teaneck  *737 

McGuire,  Joseph  T.  f962 

AfcMurtrie,  AV'illiam  .A.  f345 

M.l).  Makes  Decisions  e613 

.Afedical  Care,  Consumer  I’rotection  for— Mettler  *829 

Defense  and  Insurance  146 

Dental  Schools,  Names  of  1033 

Leadership  in  a Changing  AVorld— Moolten  *891 
Problems  in  Stroke  Patients— Cooper;  AVest  *21 
rechnicians’  Training  Program  1028 

Testimony— Goldstone  le247 

AV’omen  ab383 

Women’s  Association  942 

Medicare  and  Extended  Care  673 

and  Family  Doctor  329 

and  Preadmission  Testing  ab52 

/Medicaid— Proctosigmoidoscopy  63 

or  Medicaid— What’s  the  Difference  ab808 

Medicredit  Bill-H.R.  18567  146 

Meetings  of  Metlical  Interest  75,  169,  255,  343, 

4.52,  676,  779,  860,  959,  1035 


Meltzer,  Louis  . |962 

Meningococcal  Infections  445 

Menken,  Matthew,  M.D.,  New  Brunswick  *219 

Mental  Health  436,  522 

Health  Careers  ab660 

Health  Resources,  State  671 

Health,  Separate  Department  of  e469 

Health  Team  in  Schools br871 

Methadone  and  the  Private  Practitioner  70 

Maintenance,  Rapid  Induction  in  Heroin 
Addicts— Freyniuth  *729 

Treatment  Revisited  153 

Methenamine  Mandelate,  Hyperscnsiti\  ity  to— 

Joseph,  Joshi  *983 

Methotrexate.  Its  Use  in  Psoriasis  ablOOl 

Mettler,  Fred  A.,  M.D.,  Blairstown  *829 

.Microneurosurgery br84 

Milano,  Cesare  tS68 

Military  Medical  School  abl026 

Personnel,  Payment  for  Services  to  abl22 

•Milk-of-Calcium  Renal  Stone— Seebode;  Kamat; 

Flankes . . *663 

Miller,  George  E.,  M.D.,  Chicago *399 

Percy  L„  M.l) Ie248 

Minimum  Eye  Examination  Rules  665,  759 

.Modern  Treatment,  A'ol.  7,  #2  br257 

Treatment,  A’ol.  7,  #3  br539 

Monte,  Albert  F f81 

\I(K)ltcn,  Sylvan  E.,  M.D.,  New  Brunswick  *509,  *891 
More  T ban  T wo  Million  Paid  e883 

.Morri.son.  Ashton  B.,  M.l).,  New  Brunswick  *395 

Mulligan.  Edward  AV'.  f250 

Multicellular  Organisms,  Control  Process  in  br687 


Multiple  Personality— Smith;  Sager  *717 

Musetto,  Carmelo  A f781 

Mutation  As  A Cellular  Proce.ss  br83 

Mythical  Athletic  Heart  e557 


N 


Narcotic  Control  .Agency sa753 

Identihcation  Guide  ab493 

National  Health  Insurance  Bills  of  1971  944 

Natural  Course  of  Diabetic  Retinopathy— Patti  *47 

Nesbitt,  Elizabeth  f81 

Nestler,  AA’arren,  M.D.,  Summit  *413 

Nevins,  Michael  A.,  M.D.,  Paramus  *479 

New  Hand  at  the  AVheel,  The  e469 

Nothing  But  the  Truth  le534 


o 


Obituaries 81,  172,  248,  344,  458, 

535,  684,  781,  867,  962,  1043 

O’Connor,  John  J„  Jr tS68 

Ogden,  Andrew  E fl72 

Oral  Antidiabetics  238 

Orthopedic  Lectures  br84 

Surgeons  of  .America  br687 

Osher,  Morris  M.  f81 

Ouano,  Rodolfo  C.,  M.D.,  Elizabeth  *489 

Ovarian  Carcinoma,  Radiotherapy  of— Sanfilippo  *819 

Overhydration  and  Brain  Sw'elling— Moolten  *509 

0\erstatement  of  Complaints  e277 

Ownership  Statement  942 


P 


Panchuk,  Bohdan  f250 

Pancreatitis  with  Salmonella  Gastroenteritis— 

Scherl;  Patterson  *129 

Papillitis,  Gallstones  and  Pancreatitis— 

D’Ambrosio  *499 

Pared,  George  C f868 

Parkinsonism— Lutz  *747 

Pathologists:  Ewing,  Symmers,  Klemperer— AA  hite  *227 
Pathology  .Annual,  1970  br84 

Patterson.  David  H..  Englewood  *129 

Patti,  Joseph  C„  Jersey  City  *47 

Payment  for  Services  to  Military  Personnel  abl22 

Pediatrics,  Handbook  of  . br782 

Synopsis  of  br963 

Peer  Review tr64,  437,  941 

Review  and  Federal  Controls  ab649 

Review— .As  .Seen  by  the  Internist— .Abraham  sal023 
Re\  iew  Not  a Panacea  cfi97 


1-88  -Jan. 
89-176— Feb. 
177-260-Mar. 
261-352-ApriI 


353-462  -Mav 
463-542  -June 
trl-trl48  ) , , 

543-606  j ' 
607-690  —Aug. 


691-786— Sept. 
787-874— Oct. 
875-966-Nov. 
967  10.56-Dec. 


iir)(i 


T HE  [OI  RNAL  OF  I MF  MEDIC.AL  SOCIEEV  OF  NEAV  JERSEY 


Pegau,  Paul  J.  -j-686 

Pension  Plan,  MSNJ  Employees  941 

Percutaneous  Cervical  Radiofrequency 

Cordotomy— Foer  *737 

Perils  in  Pursuing  Perfection  e614 

Personality  and  Duplicate  Bridge— Kuvin  *381 

Pertussis  69 

Pesticide  Poisonings  762 

Primer,  Physicians’— Kwalick  *375 

Pharmacology,  Synopsis  of br687 

Phelps,  James  E f536 

Physiatrist— Miller  Ie248 

Physician  Education  in  Community  Hospital- 

Symposium  *387 

and  the  Library,  The  e7 

Physician’s  Assistant,  Progress  Report  851 

Living  Thoughts  br257 

Physicians  Seeking  Location  in  New 

Jersey  165,  337,  527,  672,  857,  1030 

Physicians’  Assistants,  Position  Statement  on  940 

Associates  323 

Physiology,  Review  of  Medical  br963 

Pickar,  Gabriel,  M.D.,  Highland  Park  *187 

Pillone,  Peter  R.,  M.D.,  Teaneck  *737 

Pino,  Anthony  . •|■686 

Placebo  Effect Ie535 

Plastic  Surgery  of  the  Nose  ab502 

Poisoned  Children  ab623 

Politics  and  Medicine,  MSNJ  Position  on  523 

Politowicz,  Eugene  J •{■962 

PostAfyocardial  Infarction  V'entricular 

Arrhythmias,  Treatment  of— Nevins;  Lyons  *479 
Practice  of  Medicine,  Definition  322 

Practitioner's  Experience  with  Medication  e697 

Progesterone  br539 

Psychiatric  Evidence  br84 

Psychiatry,  Handbook  of  br963 

Publication  Committee  147 

Pulmonary  Complications  of  Esophageal 

Abnormalities— Cohen;  Recano  *503 

Disease,  Diagnostic  Procedures  in— Cohen  *629 
Pyelonephritis  br257 


Q 


Quacking  Is  Not  'i’et  Stilled 


e793 


R 


Rachlin.  Harry  T.  t869 

Radio  Service  for  Physicians  ab218 

Radiotherapy  of  Ovarian  Carcinoma— Sanfilippo  *819 

Ramirez,  Gonzalo,  M.D.,  Perth  Amboy  *365 

Rawson,  Riilon  \V.,  M.D.,  Newark *396 

Ream,  Gharles  R.,  M.D.,  Elizabeth  *489 

Recano,  Alfredo  D.,  Jr.,  M.D.,  Jersey  City  . *503 

Reference  Committees  trl30 

Regional  Medical  Program:  Education  Not 

Patient  Care  ab46 

Rehabilitation  Commission,  Services  to  853 

Rejecting  Rejection  Ie674 

Relative  \'alue  Index  322 


Renal  Papillary  Fibrosis— Shimamura  *101 

Stones— Seebode;  Kamat;  Hankes  *663 

Rescue  Efforts,  Dying  of ab60 

Resolutions  tr99 

Respiratory  Care,  Intensive  and  Rehabilitative  br963 

Retinopathy,  Course  of  Diabetic— Patti  *47 

Rheumatoid  Arthritis,  Immunosuppressive  .Agents 

in  Treatment  of— Kimler  *721 

Rice,  Franklin  ^V f962 

Ringler,  Harvey  •{•781 

Rising  Tide  of  Self-Medication  e883 

Rogers,  James  A.,  M.D.,  Paterson  *388 

Rosen,  Frank  L..  M.D.  Ie534 

Rosenstein,  Jacob  f250 

Ross,  Daniel  f869 

Rossi,  Bartolomeo  fl73 

Roving  Symposium  523 

Rubella  and  Measles  Vaccine  1032 

Immunization  159 

Rupture  of  Aorta  in  Medical  Examiner  Cases— 

\Vilentz;  Shuster;  Becker;  Sharma  *29 

Rutgers  Medical  School  Teaching  Hospital  325 


s 


Sacco,  Gregory  E |250 

Sager,  Eric  B.,  M.D.  *717 

•Salmonella  Gastroenteritis  with  Pancreatitis— 

Scherl;  Patterson  . *129 

Salmonellosis  239 

Sanfilippo,  Louis  J.,  M D.,  Livingston  *819 

Satulsky,  Emanuel  M.,  M.D.— Retiring  .Address  . 517 

Savel,  Lewis  E.,  M.D.,  South  Orange  *635 

.Schaaf,  Homer  D.,  M.D.,  Newark  *205 

Schectman,  A’era  f459 

Schefllcr.  William  .A.  H -f459 

.Schein,  David  -j-OSO 

Schept,  Samuel  S f250 

Scherl,  Newton  D.,  M.D.,  Fort  Lee  *129 

Scientific  Exhibits 949 

Scott,  Harold  R.  jl044 

•Scullion,  Arthur  .A f345 

Second  Most  Prevalent  Disease  ab934 

Seebode,  Joseph  J.,  M.D.,  Newark  *663 

Seidmon,  Edward  P.  J781 

Shaftan,  Gerald  W.,  M.D.,  Brooklyn *653 

Shapiro,  Louis  G.  f81 

Sharma,  Kalish  B.,  M.D.,  Perth  .Amboy  *29 

Shigella  854 

Shimamura,  Tetsuo,  M.D.,  New  Brunswick  . *101 

Shoshkes,  Milton,  M.D.,  Millburn  *923 

Shuster,  Marvin,  M.D.,  Perth  Amboy  . *29,  *365 

Sinn,  John  L.,  Manhasset,  New  A'ork  *410 

Skin  Lesions  in  Diabetes  Mellitus— Pickar  *187 

Sly,  John  L f 173 


* —Original  Article  br— Book  Review  le— Letter 

f —Obituary  e —Editorial  sa— Special  Article 

ab— .Abstract  .Annual  Reports  and  Transactions— July  tr— Transactions 


VOL.  68-NL’MBER  12-DEGEMBER,  1971 


1051 


Smallpox  \’accination  1027 

Smith,  liertram  H.  f34.") 

Elroy  4V.  |459 

John  J.,  M.D.,  Grcystone  Park  *717 

Smugness,  No  Solution  le074 

Snedecor,  Spencer  T.,  M.D.,  Hackensack  *70!) 

Sobol,  Saul  O.,  M.D.,  Newark  *205 

Sociologic  Aspects  of  Marriage— Mathis  *57 

Sotos’  Syndrome— \ illaverde.  Da  Silva  *805 

Special  Committees  and  Liaison  Representatives  768 

Spivack,  Jerome,  M.D.,  Irvington  *974 

Sprecker,  Armand  G.  -j-OgO 

Strelinger,  Alexander,  M.D.  Ie674 

Stroke  Patient,  Practicing  Physician  in 

Rehabilitation  of— Glass  ‘111 

Patients,  Medical  Problems  in— Cooper;  West  *21 

Smart,  Paul  f536 

Suozzo,  Esther,  R.N.,  Trenton  *729 

Surgeons  at  a Meeting  338 

Surgery  and  Biology  of  yVound  Repairs  b:783 

Sutton,  Joseph  G.  f869 

Syracuse,  Paul  F„  M.D.,  Irvington  *923 

Systemic  Mycoses  br539 


T 


laterka,  Adrian  f536 

Tax  Evasion,  How  to  Be  Guilty  of  el84 

Technicians,  In  Eavor  of— Brodkin Ie247 

Thurm,  Arthur  S.  tl044 

Tidwell,  Harold  F.  fl044 

Tilton,  William  R.  f962 

i immes,  Joseph  J„  M.D.,  Jersey  City  *106 

Training  and  Conditioning  of  Athletes  br,349 

Transactions— 1970  House  of  Delegates  tr83 

1971  House  of  Delegates  (Index)  tr3 

Trichinosis  762 

Triplett,  Diana  G,,  Lyons  *1011 

Trustees’  Minutes; 

Xovemher  15,  1970  61 

December  20,  1970  146 

Tebruary  21,  1971  321 

March  21,  1971  433 

April  18,  1971  . 520 

Mav  14,  1971  665 

May  19,  1971  665 

July  18,  1971  759 

September  19,  1971  939 

October  17,  1971  1027 

I ubcrculosis  Surveys,  School— Dehne  *492 

Tyson,  Frances  B.  4250 


u 

T’ltimate  Physician,  The e471 


Lroscopy,  The  Fall  and  Rise  of e7 

Utilization  Review  under  Medicare  and  Medicaid  437 


V 


Vasodilators  in  Geriatric  Psychiatrv— Birkett  *619 

Vejlsted,  Hans,  M,D.,  Princeton *659 

Venereal  Disease  br782,  ab934 

Disease,  AM.\  Statement  on  ab724 

Responsibility  of  Physician  in  Control  of  e973 

Vertebrates,  Taste  and  Smell  in  br782 

Villaverde,  Manuel  M.,  M.D,,  yVoodbridge  *39,  805 

Violent  .Society,  Our  br871 

Visual  Criteria  for  Auto  Drivers  ab474 

Volpe,  Donald  J.  t869 

Voorhis,  Charles  F.  f869 

Vosburg,  Fred  f686 


w 


yVacker,  yVilliam  F f345 

yValkenberg,  .Michael  j459 

yy’arner,  Charlotte f81 

yVegryn,  Louis  S.  el83,  f345 

Louis  S.,  Memorial  Resolution  tr98 

Louis  S..  Resolution  321 

yy’eiss,  .Mrram  f459 

yy’elfare  Fund,  Physicians’  148 

yVest,  James  y\’„  M.D.,  Philadelphia *21 

yvhen  Your  Child  Is  Sick  ab712 

yVhite,  Thomas  f.,  M.D.,  Jersev  Citv  *227 

yVilentz,  yvilliam  C„  M.D.,  Perth  Amboy  *29 

yy'iren,  yy’illiam  JOSO 

yy’oman  of  the  \’ear  446 

yVoman’s  .Auxiliary  Report— 1970-1971  593 

yy’oolsey,  Frank  M.,  M.D.,  Albany  *392 

yVyatt,  Joseph  H f869 


Y 


Vacger,  Robert  f686 

Young,  .Man,  M.D.,  Perth  Amboy  *365 


z 

Zangara,  Henry  F.  j869 


T88  —Jan. 

353-462 

-May 

691-786— Sept. 

89-176-Feb. 

463-542 

—June 

787-874— Oct. 

177-260-Mar. 

trl-trl48 

}-Ii>iy 

-Aug. 

875-966-Nov. 

261-352-April 

543-606 

607-690 

967-1056— Dec. 

1(>')2  THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEyV  JERSEY 


. . . that  call  for  strong  medicine 
...the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  12  years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper’s  delight. 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  120  mg. 

The  round-the-clock  orol  deconge/tont 


Clinical  Considerations:  Indications:  DRIXORAL  Is  Indicated  for  round-the- 
clock  relief  of  symptoms  of  upper  respiratory  mucosal  congestion  in  seasonal 
ond  perenniol  nasal  allergies,  acute  rhinitis  and  rhinosinusitis,  and  eustachion 
tube  blockage. 

Contraindications:  DRIXORAL  should  not  be  given  to  children  under  12  yeors 
of  age.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
mothers  until  the  safety  of  this  preparation  for  use  during  gestation  and  locta- 
tion  Is  established.  The  preparation  is  contraindicated  also  In  patients  with 
severe  hypertension  and  coronary  artery  disease.  Warnings:  As  In  the  cose  of 
other  preparations  contoining  central  nervous  system  acting  drugs,  patients 
receiving  DRIXORAL  should  be  coutioned  about  possible  additive  effects  with 
olcohol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
Ironquilizers).  For  the  some  reason  they  should  be  coutioned  against  hazardous 
occupations  requiring  complete  mental  alertness  such  as  operating  machinery 


or  driving  a motor  vehicle.  Precautions:  Isoephedrlne-contalnlng  preparations 
should  be  used  with  caution  In  the  presence  of:  hypertension;  coronary  artery 
disease;  any  other  cardiovascular  disease;  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism;  diabetes.  Adverse  Reactions:  The  physician  should  be  alert 
to  the  possibility  of  all  possible  odverse  reactions  which  hove  been  observed 
with  sympathomimetic  and  antihistaminic  drugs.  These  include:  drowsiness; 
confusion;  restlessness;  nausea;  vomiting;  drug  rash;  vertigo;  palpitation; 
anorexia;  dizziness;  dysuria  due  to  vesicle  sphincter  spasm;  headache;  in- 
somnio;  anxiety;  tension;  weakness;  tachycardia;  angina;  sweating;  blood 
pressure  elevation;  mydriasis;  gastric  distress;  abdominal  cramps;  central  ner- 
vous system  stimulation;  circulatory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083.  sch-2654 


VIRGIN  ISLAND  PARADISE 

Magnificent  $100,000  villa  awaits  you  on  pri- 
vate beach  in  St.  Thomas  at  Cowpet  Bay. 
Luxurious  interior,  maid  service,  breathtaking 
balcony  view,  all  water  sports,  ideal  for 
couples  or  family.  Call  (201)  549-6102  or 
(201)  388-0760  now  for  tranquility!  Weekly 
or  monthly.  Or  write  Walter  Zirpolo,  206-100 
Menlo  Park  Shopping  Center,  Edison,  N.J. 
08817,  Owner. 


GENERAL  OR  FAMILY 
PRACTITIONERS  NEEDED 

To  locate  in  Northeastern  Penna.  Excellent 
opportunity  to  join  a five-man  group  practic- 
ing comprehensive  medicine.  Located  in  End- 
less Mountains,  hunting,  fishing,  boating  and 
skiing,  three  hours  from  metropolitan  areas. 

Affiliated  with  private  hospital,  fully  accre- 
dited, and  modern  extended  care  facility. 

Contact:  Eudora  S.  Bennett,  R.N.,  Adminis- 
trator, Montrose  General  Hospital,  Montrose, 
Penna.  18801.  Phone  Collect:  1-717-278- 
3801. 


PHYSICIANS  WANTED 

Residency  in  Physical  Medicine  and  Rehabilitation — 
dynamic,  young  program  with  balanced  academic  and 
clinical  emphasis  under  the  supen/ision  of  5 physia- 
trists.  Three-year  program  with  opportunity  for  re- 
search and  pursuit  of  special  interests  both  in  medi- 
cal school  and  private  hospital  settings.  One  year's 
credit  for  4 years  of  general  practice  experience  or 
training  in  another  specialty.  Gl  schooling  benefits 
available  for  veterans.  Berry  Plan  deferments  are 
usually  obtainable  for  physicians  anticipating  military 
service.  We  will  pay  for  visits  in  selected  cases. 
Telephone  or  write  for  information  to:  John  F. 
Ditunno,  Jr.,  M.D.,  Director,  Department  of  Rehabilita- 
tion Medicine,  Thomas  Jefferson  University  Hospital, 
11th  & Walnut  Streets,  Phila.,  Pa.  19107  (215)  829- 
6573. 


WANTED 

Physician  in  North  Jersey 

Medical  doctor  in  expanding  town  of  ap- 
proximately 2600  residents  in  Sussex  County. 
Features  include  an  excellent  elementary 
school,  year-round  sports,  shopping  centers 
and  churches  of  all  denominations  in  area. 
Contact:  Borough  Clerk,  Highland  Avenue, 
Ogdensburg,  New  Jersey  07439,  telephone 
(201)  827-3444. 


ANESTHESIOLOGIST 

Position  available  for  Board  Eligible  or 
Certified  Anesthesiologist  in  a 250  bed 
general,  non-sectarian  hospital  in  upper 
Manhattan. 

Better  than  average  salary  the  first 
year.  Full  partnership  beginning  the 
second  year.  Starting  date  January  15, 
1972  or  soon  after  as  possible.  Write 
Gerald  L.  Feinberg,  M.D.,  Broadway  & 
196th  Street,  New  York,  N.Y.  10040  or 
call  (212)  569-4798. 


STAFF  PHYSICIAN 

Full  time  pos  avibi  at  Neuropsychiatric 
Institute.  Fully  decentralized  unit  sys- 
tem providing  a variety  of  svcs  with  ex- 
tensive tching  & research  prgrms.  Sal- 
ary commensurate  with  trng  & exper. 
Liberal  fringe  benefits-housing  avIbI  at 
nominal  cost.  Contact:  Medical  Direc- 
tor, N.J.  Neuropsychiatric  Inst.,  Box 
1000,  Princeton,  N.J.  08540. 


PHYSIATRIST 

Position  open  for  board  eligible  or  certified 
physiatrist,  to  head  Department  of  Physical 
Medicine  and  Rehabilitation.  We  have  a full 
program  of  physical  medicine  and  an  on- 
going federal  grant  covering  patient  care, 
in-service  training,  etc.  Salary  dependent  on 
qualifications.  Many  fringe  benefits  available. 
Refer  all  inquiries  to  Michael  Simon,  M.D., 
Medical  Director,  Marlboro  Psychiatric  Hos- 
pital, Marlboro,  New  Jersey  07746.  Telephone 
(201)  946-8100. 


WANTED 

Family  Physicians,  Internist,  Pedia- 
trician, and  Orthopedist  for  solo  but 
medically  congenial  practice  in  128 
bed  JCAH  accredited  hospital  in  well 
located  southern  Indiana  city.  Write: 
Maury  Gray,  Administrator,  Dunn 
Memorial  Hospital,  Bedford,  Indiana 
47421 
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CLASSIFIED  ADVERTISEMENTS 


OB-GYN  WANTED  —Board  certified  or  eligible  to  join 
two  young  certified  Ob-Gyn  in  North  Central  Subur- 
ban New  Jersey;  15  minutes  from  New  York  City: 
salary  negotiable  leading  to  partnership.  TVrite  Bo.x 
No.  206,  c/o  THE  JOURNAL. 

EMERGENCY  ROOM  PHYSICIANS  - Well  established, 
busy,  group  providing  unusually  comprehensive  pa- 
tient care,  seeks  conscientious,  knowledgealtle  M.D.s 
with  career  interest;  corporate  benefits,  malpractice, 
etc.,  $30,000/one  year,  then  full  partnership.  R.  TV. 
Betts,  M.D.,  Box  No.  215,  c/o  THE  JOURNAL  or  call 
(609)  267-0700. 

YOUNG  surgeon  —Group,  partnership,  solo.  Board 
eligible,  Jersey  licensed,  available  July  1972.  From 
Taiwan.  Sun  Jian  Guo,  M.D.,  91  East  Mountain  Road, 
Westfield,  Massachusetts  01085. 

AVAILABLE  —January  1972,  board  eligible,  institution, 
state  or  county  hospital.  Contact:  .4.  Jurgens,  M.O., 
49  Grant  Street,  Fairvievv,  New  Jersey  07022. 


PEDIATRIC  PRACTICE  FOR  SALE -Bergen  County,  New 
Jersey.  Good  coverage,  open  hospital,  modern  10 
room  office,  .|  100 ,000/year  gross,  .\vailable  immediate- 
ly. Write  Box  No.  214,  c/o  THE  JOURNAL. 

FOR  SALE  or  REN'’’— Office  in  heavy  Spanish  popula- 
tion. Must  know  Spanish,  gross  last  year  $70,000. 
.Must  do  it  as  soon  as  possible,  good  for  a general 
practitioner.  Write  P.O.  Box  164,  Port  Reading,  N.  J. 
07064. 


FOR  RENT  — Spotswood,  Main  Street.  General  practi- 
tioner's home  and/or  four  room  office  with  lavatory. 
Patient  parking  for  10.  Surrounding  area  50,000 
population  and  grow'ing,  15  minutes  to  major  hos- 
pitals. Will  remodel  to  suit.  Call  (201)  251-0080. 

FOR  RENT  —Spotswood  on  Main  Street.  General  practi- 
tioner’s home  and/or  four-room  office  with  lavatory. 
Patient  parking  for  10.  Will  remodel  to  suit.  Sur- 
rounding area  50.0(X)  population  and  growing,  15 
minutes  to  major  hospitals.  Call  (201)  251-0080. 


Information  for  Advertisers — RATES:— 55.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  ail  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  g^roups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  "Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 
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Professional  Liability  Insurance  Program 


Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 


Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 
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PUT  YOUR  TRUST  IN  NJB 


Available  to  physicians  and  their  attorneys  at  NJB  is  a complete  range  of  estate 
and  personal  trust  services,  including  investment  guidance  and  custody  of 
securities.  Our  highly-trained  specialists  have  the  knowledge  and  know-how 
required  to  effect  long-range  plans,  and  the  experience  necessary  for  the  prudent 
and  profitable  management  of  other  people’s  property.  ■ Should  you  be 
interested  in  any  of  our  Trust  or  Investment 
Department  services,  we’d  be  most  happy  to 
discuss  them  with  you. 

TRUST  OFFICES:  129  Market  Street,  Paterson 
657  Main  Avenue,  Passaic 


Member  Federal  Deposit  Insiirance  Corp.  • Member  Federal  Reserve  System 


Serving  the  Pharmaceutical  Industry  with  Integrity; 
in  CONTROL  & RESEARCH 

• PHARMACOLOGY  • ENDOCRINOLOGY 
• TOXICOLOGY 

Specializing  in  Bio-Assay  of 

PYROGEN  HEPARIN  OXYTOCIN 

ACTH  THYROID  CHORIONIC 

IMPLANTS  COSMETICS  CONJUG-ESTROGENS 

SOUTH  MOUNTAIN 

LABORATORIES  • INC. 

487  VALLEY  STREET  • MAPLEWOOD.  N.J.  07040 
(201)  762-0045 

— Since  1944  — 
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MORRIS  HALL 

Health  and 
Rehabilitation  Center 


Route  206,  2381  Lawrence  Road,  Lawrenceville,  N.J.  08648 


FOR  YOUR  EXTENDED  CARE  NEEDS 

• Skilled  24-hour  medical,  nursing  and  rehabilitation  services 

• 6-story,  209  bed  center  (50  bed  rehabilitation  unit  — 159  Extended  Care  Beds) 

• Private,  semi-private  rooms  with  individual  baths  in  rooms,  televisions,  telephones,  air- 
conditioned 

FOR  YOUR  REHABILITATION  NEEDS 

• Large  physical  and  occupational  therapy  departments  staffed  by  a Board  Certified  Physiatrist 
and  Registered  Therapists 

• In-patient  and  Out-patient  facilities  (rehabilitation) 

• Modern  physical  therapy  equipment  ...  a gymnasium  with  exercise  equipment  ...  a 
hydrotherapy  unit  with  three  treatment  tanks  of  various  sizes  ...  a hubbard  tank 

• Rehabilitation  total  support  . . . speech  therapist  . . . vocational  rehabilitation  counseling 
. . . psychological  testing  . . . social  services 

ADMISSION  BY  DOCTOR’S  REFERRAL 

• Staff  Medical  Director  and  Physiatrist 

• Physicians  may  refer  and  treat  their  own  patients  at  Center 

MEDICAL  STAFF  AND  ACCREDITATION 

• Werner  J.  Hollendonner,  M.D.,  Board  Certified  Internal  Medicine,  Medical  Director 

• Fred  G.  Schwing,  M.D.,  Board  Certified  Physiatrist,  Director  of  Rehabilitation  Dept. 

• Ruth  Rahilly,  R.N.,  B.A.  Director  of  Nursing  Services 

• Licensed  as  a Special  Hospital  by  New  Jersey  Department  of  Institutions  and  Agencies 

• Approvals  (Medicare  — Medicaid  — New  Jersey  Blue  Cross  — New  Jersey  Rehabilitation 
Commission) 

A NON-PROFIT,  NON-SECTARIAN  INSTITUTION,  sponsored  by  the  Diocese  of  Tren- 
ton, for  your  Health  and  Rehabilitation  Needs!!! 

For  further  information  please  contact  Sister  Marie  Cecilia,  O.S.F. 
Administrator  609-896-9500 
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W hen  disease  is  ruled  out 
and  psychic  tension  is  implicated 


\hlllllll*  (diazepam) 


helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  b\'  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  VV'hen  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increa.sed  dosage  of  standard  anticonvulsant  mwlica- 
tion;  abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary'  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

L.XBOH.XTORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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The  New  York  Academy  of  Medicine 

Due  IN  TWO  WEEKS  UNLESS  RENEWeO 

Not  renewable  after  6 weeks 


DATE  BORROWED 

BORROWER 

